Official 
Publication 
of  the 
State  Medical 
Society 
of  Wisconsin 


Wisconsin 


Medical  Journal 


STACKS^*''  op  the 

PHYSICIANS 

111.  *r'C'  °u'4 

{AN  1 9 loot 


. 


P*: 


iHF 


SIDS:  Race  as  a factor 


January  1990 


Vol.  89  No.  1 


A 


t last 


liability  protection 
from  people  who 

M M claims  managerr 

understand... 


Physicians  need 
a company  that 
understands  the 
unique  requirements  of 
Wisconsin’s  medical 
community  and  legal 
climate.  One  that  pro- 
vides responsible 
management  and  the  best  de- 
fense counsel  in  the  state.  One  that 
understands  the  necessity  of  accepting 
responsibility  for  the  future  and  will  pro- 
vide protection  throughout  your  medical 
career.  One  that  is  totally  committed  to  the  physicians  of  Wisconsin. 


Physicians  Insurance  Company  of  Wisconsin  is  that  company!  We  understand  your 
needs  because  we’re  owned  by  the  physicians  we  protect  and  are  sponsored  by  the 
State  Medical  Society.  We’re  the  choice  of  more  Wisconsin  physicians  than  any  other 
company.  Shouldn’t  we  be  your  choice?  ir^  PHYSICIANS  INSURANCE 
Contact  us  today  for  more  information.  ^ " COMPANY  OF  WISCONSIN 

328  East  Lakeside  Street 
Madison,  Wisconsin  53715 
1-800-362-2433  (toll-free) 
608-256-6677  (local) 


January  1990 


Vol.  89  No.  1 


Contents 


Opinions 

3 President’s  page 

Between  the  ideals  of  an  oath  and  the  economics  of  reality 
by  William  L.  Treacy,  MD,  Milwaukee 

4 Secretary’s  report 

The  ordeal— and  the  opportunity— of  change 
by  Thomas  L.  Adams,  Madison 

Editorials 

6 We  can  do  better  than  a “company  store” 
by  Jeffrey  H.  Lamont,  MD,  Wausau 

7 Wisconsin  medicine  100  years  ago 

by  Richard  D.  Sautter,  MD,  medical  editor,  Marshfield 


Scientific 

1 1 SIDS:  Race  as  a factor 

by  Julie  Hayward,  MS,  and  Donn  J.  D’Alessio,  MD,  Madison 
14  Genital  tuberculosis:  case  report  and  literature  review 
by  Satwant  S.  Dhillon,  MD,  Jim  A.  Gosewehr,  MD,  T.M.  Julian,  MD, 
and  Jerry  Huey,  MD,  Madison 
17  Prenatal  care  in  northwestern  Wisconsin 

by  Mary  A.  Ocwieja,  MD,  Rice  Lake,  and  Betty  Lia-Hoagberg,  RN.  PhD. 
Minneapolis 

2 1 Late  prenatal  care  for  the  uninsured  in  Eau  Claire 
by  Ken  Adler,  MD,  and  Melissa  Emmerich,  BS,  Eau  Claire 


Socioeconomics 

25  Wisconsin’s  Patient  Compensation  Fund:  An  overview 
by  Kay  Hutchinson,  SMS  policy  analyst 

30  Public  health 

Cervical  cancer  deaths  among  older  women:  Implications  for 
prevention 

by  Patrick  Remington,  MD,  Paula  Lantz,  MA,  and  Jerri  Linn  Phillips,  MA, 
Madison 

34  HMO  financial  report,  second  quarter  1989 


Our  cover:  “The  He-goat,”  by  Francesco  Goya  (1746-1828).  Courtesy  of  the  Madison  Public  Library. 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin 
and  is  devoted  to  the  interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  managing  editor  and  editor 
are  responsible  for  overseeing  the  production,  business  operation  and  contents  of  the  journal.  The  editorial  board,  chaired 
by  the  medical  editor,  solicits  and  screens  all  scientific,  special  and  soundings  articles.  The  chair  provides  leader- 
ship for  the  editorial  associates  and  comments  on  both  editorials  and  letters  to  the  editor.  Although  letters  to  the 
editor  are  reviewed  by  the  medical  editor,  all  signed  expressions  of  opinion  belong  to  the  author(s)  for  which  neither 
the  WMJ  nor  the  SMS  take  responsibility.  The  WMJ  is  indexed  in  Index  Medicus,  Hospital  Literature  Index  and 
Cambridge  Scientific  Abstracts. 


Richard  D.  Sautter,  MD.  Marshfield 
Medical  Editor 


Editorial  Board 

Richard  D.  Sautter,  MD,  Marshfield,  Chair 

Andrew  B.  Crummy,  Jr.  MD.  Madison 
George  W.  Kindschi,  MD.  Monroe 
Thomas  H.  Cogbill,  MD.  La  Crosse 
Fredric  L.  Hildebrand,  MD,  Xeenah 
Jeffrey  H.  Lamont,  MD.  Wausau 
JD  Kabler.  MD,  Madison 
Richard  A.  Reinhart,  MD,  Marshfield 
Victor  S.  Falk,  MD.  Edgerton 
medical  editor  emeritus 


Editorial  Associates 

Russell  F.  Lewis,  MD.  Marshfield 
John  P.  Mullooly.  MD,  Milwaukee 
Kenneth  I.  Gold,  MD,  Beloit 
John  D.  Wegenke,  MD,  Madison 

Staff 

Thomas  L.  Adams,  Madison 
Secretary-General  Manager 

Deborah  Bowen  Wilke,  Madison 
Managing  Editor 

Russell  K.  King.  Madison 
Editor 

Kathryn  J.  Derene,  Madison 
Assistant  Editor 

Marjorie  P.  Stafford,  Madison 
Production  Assistant 

Telephone:  608-257-6781 
or,  toll-free,  1-800-362-9080. 


Subscription  rates:  Members,  $12.50  per 
year  (included  in  membership  dues);  non- 
members, $25.  Current  year  single  copies,  $2 
each.  Previous  years  single  copies,  when  avail- 
able, $3  each.  Special  rates:  Foreign,  $30; 
Blue  Book  edition,  $8;  Membership  Directory 
edition,  $25. 

Second  class  postage  paid  at  Madison, 
Wise.,  and  additional  mailing  offices. 

Published  monthly.  Acceptance  for  mail- 
ing at  special  rate  of  postage  provided  for  in 
Section  1 103,  Act  of  October  3, 1917.  Author- 
ized August  7, 1918.  Address  all  correspond- 
ence to  the  Wisconsin  Medical  Journal,  PO  Box 
1 109,  Madison,  WI 53701.  Street  address:  330 
E.  Lakeside  St. 

Postmaster:  Send  address  changes  to 
Wisconsin  Medical  Journal,  PO  Box  1109, 
Madison,  WI  53701. 

ISSN  0043-6542 
Established  1903 

Copyright  1990 

State  Medical  Society  of  Wisconsin 


Advertising  information  appears  in  the 
yellow  pages  section  at  the  back  of  the  journal. 


Created  by  the  Territorial  Legislature  in  1841  and  now  representing  nearly  7,500  member  physicians,  the  Society’s 
purpose  is  to  “bring  together  the  physicians  of  the  State  of  Wisconsin  to  advance  the  science  and  art  of  medicine  and 
the  better  health  of  the  people  of  Wisconsin,  and  to  secure  the  enactment  and  enforcement  of  just  medical  laws.  The 
major  activities  of  the  Society  concern  medical  education,  peer  review,  legislation,  community  health  education,  scientific 
affairs,  socioeconomics,  health  planning,  service  to  physicians,  operation  of  the  Charitable,  Educational  and  Scientific 
Foundation,  and  publication  of  the  Wisconsin  Medical  Journal. 


Officers  of  the  Society 

William  L.  Treacy,  MD,  Milwaukee, 
President 

Roger  L.  von  Heimburg,  MD,  Green  Bay, 
President  Elect 

Thomas  L.  Adams,  Madison, 
Secretary-General  Manager 

John  J.  Foley,  MD,  Menomonee  Falls, 
Treasurer 

Board  of  Directors 

Richard  H.  Ulmer,  MD,  Marshfield,  Chair 

Raymond  C.  Zastrow,  MD,  Milwaukee, 
Vice  Chair 

William  L.  Treacy,  MD,  Milwaukee, 
President 

JD  Kabler,  MD,  Madison,  Past  President 

Roger  L.  von  Heimburg,  MD,  Green  Ray, 
President  Elect 

Richard  G.  Roberts,  MD,  Madison, 
Speaker 

Cyril  M.  Hetsko,  MD,  Madison, 

Vice  Speaker 


District  1 

George  R.  Schneider,  MD,  West  Allis 
Richard  H.  Strassburger,  MD.  Cudahy 
Huron  L.  Ericson,  MD.  Racine 
Raymond  C.  Zastrow,  MD,  Milwaukee 
Robert  F.  Purtell,  Jr,  MD.  Milwaukee 
Thomas  A.  Reminga,  MD,  Milwaukee 
Thomas  A.  Hofbauer.  MD,  Menomonee  Falls 
Wayne  H.  Konetzki.  MD.  Waukesha 
Marcia  J.S.  Richards,  MD,  Milwaukee 
Lucille  B.  Glicklich,  MD,  Milwaukee 
Frank  H.  Urban,  MD,  Wauwatosa 
William  J.  Listwan,  MD,  West  Bend 

District  2 

Sandra  L.  Osborn,  MD.  Madison 
William  L.  Kopp,  MD,  Madison 
James  J.  Tydrich,  MD,  Richland  Center 
Peter  L.  Eichman,  MD,  Madison 
Kenneth  I.  Gold,  MD,  Beloit 
John  I).  Wegenke,  MD,  Madison 


District  3 

Jack  M.  Lockhart,  MD,  La  Crosse 
District  4 

William  E.  Raduege,  MD.  Woodruff 
Robert  J.  Jaeger.  MD.  Stevens  Point 
Richard  H.  Ulmer.  MD,  Marshfield 

District  5 

Harry  J.  Zemel.  MD,  Fond  du  Lac 
James  L.  Basiliere,  MD,  Oshkosh 
Donn  D.  Fuhrmann,  MD.  New  London 

District  6 

Stephen  D.  Hathway,  MD.  Green  Bay 
Joseph  C.  DiRaimondo.  MD.  Manitowoc 
John  E.  Kraus.  MD.  Marinette 

District  7 

Marwood  E.  Wegner,  MD.  St  Croix  Falls 
Philip  J.  Happe.  MD.  Eau  Claire 

District  8 

Robert  L.  Sellers,  MD.  Superior 


Opinions 


President's  page 

The  ideals  of  an  oath  and  the  reality  of  an  economy 


I do  solemnly  swear  by  that  which  I 
hold  most  sacred  that  I will  be  loyal 
to  the  profession  of  medicine  and  just 
and  generous  to  its  members.  That  I 
will  lead  my  life  and  practice  my  art 
in  uprightness  and  honor.  That  into 
whatsoever  house  I shall  enter  it  shall 
be  for  the  good  of  the  sick  to  the  utmost 
of  my  power  holding  myself  aloof  from 
wrong,  from  corruption,  from  tempt- 
ing of  others  to  vice.  That  I will  exer- 
cise my  art  soley  for  the  cure  of  my 
patients  and  will  give  no  drug,  per- 
form no  operation,  for  a criminal 
purpose,  far  less  suggest  it.  That 
whatsoever  I shall  see  or  hear  of  the 
lives  of  men  which  is  not  fitting  to  be 
spoken,  I will  keep  inviolably  secret. 
These  things  Ido  promise  and  in  pro- 
portion as  I am  faithful  to  this  my 
oath  may  happiness  and  good  repute 
be  ever  mine,  the  opposite  if  I shall 
be  forsworn. 

I THINK  WE  ALL  remember  taking 
this  oath  at  the  time  of  our  gradu- 
ation and  how  firmly  we  felt  about  the 
ideas  expressed  in  it. 

Time  goes  on,  however,  and  we  get 
absorbed  in  the  activities  of  our  prac- 
tices as  we  frantically  try  to  keep  up 
and  sort  out  the  vast  array  of  scien- 
tific advances.  We  assume  we  remain 
consistent  with  our  oath. 

We  never  imagined  that  the  Hippo- 
cratic Oath  would  become  a millstone 
around  our  neck.  It  would  be  a lot 
easier  to  be  “reasonable”  in  dealing 
with  Congress  when  its  members  ask 
us  to  reduce  volume  of  services  to  the 
elderly  if  it  were  not  for  the  oath  we 
took.  The  oath  does  not  distinguish 
between  the  elderly  and  the  young. 

If  we  are  to  do  as  the  Congress  asks 
us  to  do  and  reduce  volume  in  services 


to  the  elderly,  we  will  have  to  use  high- 
tech  procedures  with  different  stan- 
dards for  the  elderly  than  for  the 
young. 

Events  of  the  past  few  years,  espe- 
cially the  past  few  months,  should 
make  us  re-examine  both  our  ways  of 
doing  things  in  our  practice  and 
organized  medicine’s  position  on  re- 
cent forefront  issues. 

“. . . I will  exercise  my  art  solely  for 
the  cure  of  my  patients  ...” 

These  are  very  strong  words  espe- 
cially when  put  in  the  context  of  some 
of  today’s  issues  such  as  expenditure 
targets,  HMOs’  insistence  on  our  use 
of  a drug  formulary  and  generic 
drugs,  Medicare’s  decision  that  car- 
diac surgery  standby  is  not  necessary 
with  coronary  angioplasty  procedures, 
and  hospitals  urging  us  to  move  our 
patients  out  when  the  DRG  is  used  up. 

On  the  other  hand,  we  have  to 
recognize  that  the  public  feels  the 
medical  care  we  give  costs  more  than 
they  can  afford.  Largely  because  of 
the  cost  of  medical  care,  500,000 
people  in  Wisconsin  are  without 
health  insurance. 

How  do  we  put  all  these  things 
together  in  deciding  on  whether  a 75- 
or  85-year-old  person  must  have  or 
should  have  coronary  artery  bypass 
surgery,  or  involved  cancer  chemo- 
therapy, or  chronic  dialysis  or  cataract 
surgery? 

If  we  could  find  a balance  between 
treating  our  patients  with  the  most  ad- 
vanced technology  and  still  reduce  the 
volume  and  costs  of  health  care  to  the 
elderly,  the  Congress,  the  business 
community,  and  everyone  else  would 
be  elated  and  it  would  certainly 
reduce  the  pressures  to  reduce  costs. 


William  L.  Trcacx,  MD 


But  if  we  maintain  our  present  indi- 
vidual and  collective  position— “the 
good  of  my  patients  is  my  only  con- 
sideration”—pressures  to  reduce 
costs  will  continue  to  increase. 

The  historic  relationship  of  trust 
between  physician  and  patient  is  not 
antiquated  despite  the  economic  pres- 
sures of  the  moment.  I believe  our 
community  of  physicians  abhors  any 
attempt  to  undermine  this  bond  of 
trust  between  physician  and  patient. 
This  does  not  mean  we  should  remain 
inflexible.  The  desire  by  payors  to 
reduce  costs  is  just  as  strong  as  our 
desire  to  remain  faithful  to  our  oath. 
While  we  stand  resolute  in  our  ancient 
creed,  we  also  must  work  honestly 
and  diligently  to  eliminate  non-pro- 
ductive costs.  We  must  build  a medi- 
cal economy  that  will  serve  all  ele- 
ments of  society  fairly.  If  we  do  not, 
economic  and  political  reality  may 
come  crashing  down  on  us.  ^ 
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Secretary’s  report 

The  ordeal— and  the  opportunity— of  change 


Perhaps  the  only  thing  that 
comes  close  to  being  as  certain 
as  change  is  the  writer’s  penchant  for 
remarking  on  its  certainty: 

Nothing  endures  but  change. 

—Heraclitus,  5th  Century  B.C. 
Nothing  in  the  world  lasts,  save  eternal 
change. 

—Marquis  de  Racan,  1589. 

There  is  nothing  in  this  world  constant, 
but  inconstancy. 

-Swift,  1667. 

Nought  may  endure  but  Mutability. 
-Shelly,  1792. 

Change  is  the  one  quality  we  can  predict. 
-Wilde,  1854. 

I’m  offering  you  these  none-too- 
subtle  reminders  as  we  begin  the 
1990s  because  change  is  going  to 
become  the  most  remarkable  char- 
acteristic of  your  profession  in  this 
decade. 

Unfortunately,  although  we  can 
predict  with  great  certainty  that 
change  is  coming,  we  can  only  specu- 
late as  to  what  that  change  will  bring. 
Whether  we’re  talking  about  the 
5-year  plan  to  phase  in  the  RBRVS, 
ETs,  national  health  insurance,  liabil- 
ity reform,  practice  parameters,  or 
caring  for  the  uninsured,  we’re  talk- 
ing about  major  changes  in  the  health 
care  delivery  system.  Health  care  is 


coming  on  strong  as  a social  and 
political  issue,  and  it’s  likely  to 
become  and  remain  one  of  the  top  two 
or  three  national  issues  for  a very 
long  time. 

Like  any  organism  in  a changing 
environment,  medicine,  the  SMS,  and 
you  must  adapt  to  thrive.  Let’s  take 
the  RBRVS  as  an  example.  Over  the 
next  five  years,  your  system  of  bill- 
ing is  likely  to  be  forced  to  undergo 
radical  alterations.  Most,  if  not  all, 
third-party  payors  are  going  to  follow 
the  government’s  example.  There 
will  likely  be— at  the  least— new  pay- 
ment schedules,  new  rules  for  submit- 
ting claims,  and  new  forms  asking  for 
new  information  in  new  government 
and  insurance  industry  jargon.  As 
Robert  Frost  wrote:  “It  takes  all  sorts 
of  in  and  outdoor  schooling  / To  get 
adapted  to  my  kind  of  fooling.”  You 
and  your  staff  will  need  ongoing 
education  to  understand  the  new 
system  and  make  the  necessary 
changes  in  your  office. 

The  SMS  will  work  fervently  to 
help  Wisconsin’s  medical  profes- 
sionals adjust  to  life  in  the  unpredict- 
able future,  but  the  most  important 
factor  will  be  the  attitude  of  physi- 
cians: You  must  remain  flexible,  alert 
and  willing  to  change  with  the  times. 

Does  that  mean  you  must  hand  over 
control  of  the  profession  to  outsiders? 


Thomas  L.  Adams 


Absolutely  not.  The  SMS  Board  of 
Directors  has  adopted  and  is  imple- 
menting an  aggressive  plan  to  deal 
with  managed  care.  Negotiations  over 
rules,  regulations  and  policy  occur 
daily  between  the  SMS  and  state 
agencies.  And  our  task  forces  con- 
tinue to  work  for  innovative  solutions 
to  society’s  health-care  problems. 

Be  positive.  Change  can  be  bene- 
ficial. Help  yourself  and  your  peers 
by  helping  to  direct  the  changes  that 
will  surely  come  through  your  par- 
ticipation in  the  political  process  and 
in  the  SMS.  f 


Romancing  the  stone 


Thanks  to  the  generous  support  of  physicians,  including  those  in  Wisconsin, 
the  AMA  has  exceeded  its  goal  of  raising  $33,000  to  replace  the  badly 
deteriorated  AMA  commemorative  stone  in  the  Washington  Monument. 
According  to  the  AMA,  the  project  has  raised  $53,000. 

The  AMA  stone,  which  was  sculpted  in  1856,  is  one  of  192  tribute  blocks 
that  line  the  interior  of  the  monument  and  is  one  of  the  most  elaborate,  accord- 
ing to  the  AMA.  It  depicts  Hippocrates  rejecting  a bribe  from  Persian  emissaries 
who  are  eager  to  obtain  his  medical  services  for  the  Persian  army.  The  AMA 
will  donate  the  excess  funds  to  the  National  Park  Service  for  other  improvements 
to  be  made  within  the  monument.  ^ 
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Alien  HMOs  are  establishing 
satellite  offices  in  commu- 
nities farther  and  farther 
away  from  their  central 
facilities,  competing  for  patients. 
Often,  doctors  sign  up  with  a whole 
fleet  of  alien  HMOs,  in  an  attempt 
to  maximize  their  patient  bases. 
And  that  may  be  an  effective  short- 
term strategy.  But  too  many  HMOs 
competing  for  the  same  turf  may 
result  in  failure  for  many.  The  big 
questions  are,  which  will  survive— 
and  why  should  you  care? 

Alien  HMOs  may  offer  you  a limited 
choice  when  it  comes  to  referring 
your  patients.  Their  specialists 
may  all  be  located  far  away  from 
your  practice.  And  you  may  have 
already  noticed  the  “black  hole” 

12  313-0789 


effect— patients  once  referred  to 
the  “mothership”  sometimes 
never  return. 

Then  there’s  HMO  OF  WISCONSIN 
—a  provider  organization  in  which 
affiliated  physicians  enjoy  a role  in 
governance,  and  have  ownership 
opportunities.  You  have  more  than 
2,000  specialists  to  choose  from, 
and  access  to  the  resources  of  a 
broad  range  of  convenient,  state- 
of-the-art  facilities. 

HMO  OF  WISCONSIN  is  dedi- 
cated to  preserving  existing  health- 
care resources  across  the  state. 
That  means  preserving  the  auton- 
omy and  well-being  of  local  health- 
care resources.  We  are  structured 
to  help  you  maintain  control  of 
your  practice.  And  to  keep  health- 


care dollars  circulating  locally. 

Joining  every  HMO  that  comes 
along  amounts  to  betting  against 
yourself.  If  you’re  interested  in  the 
continuing  health  of  your  practice 
and  your  community,  choose  HMO 
OF  WISCONSIN.  And  help  keep 
quality  healthcare  close  to  home. 

For  more  information  call  toll-free, 
1-800-362-3308. 

HMO 

of  Wisconsin 

576  Third  St.  • Prairie  du  Sac,  Wl  53578  • (608)  643-2491 
Toll-free  in  Wl  1-800-362-3308 

dost  t$ham  ™ 


Editorials 

We  can  do  better  than  a “company  store” 


IN  THE  MINES,  railroads,  and  log- 
ging camps  of  the  19th  century,  it 
was  common  practice  to  compel 
workers  to  purchase  goods  through 
the  “company  store.”  This  could  be 
done  in  various  ways,  and  was  most 
easily  accomplished  out  in  the  hinter- 
lands where  the  company  store  was 
the  only  store  for  50  miles  around. 
Where  competition  existed,  workers 
were  often  paid  in  scrip— compensa- 
tion which  was  only  redeemable  at  the 
company  store.  This  system  put  the 
pricing,  selection,  and  quality  of  goods 
offered  solely  in  the  hands  of  company 
owners,  whose  chief  interest  was, 
frankly,  not  the  well-being  of  the 
employees.  There  is  certainly  not  a 
recorded  instance  of  a company  store 
offering  superior  goods  at  bargain 
prices. 

This  feudal  system  had  been  aban- 
doned in  Wisconsin  logging  camps  by 
the  1880s.  It  was  certainly  cost  effect- 
ive from  the  owner’s  standpoint,  but 
the  denial  of  freedom  of  choice,  and 
poor  quality  control  (an  inevitable 
result  of  being  the  only  game  in  town) 
guaranteed  its  demise.  One  wonders, 
then,  how  the  same  basic  idea  came 
to  be  envisioned  a century  later  as  the 


Shape  of  Things  to  Come  in  medical 
compensation.  Because  that’s  all  a 
health  maintenance  organization  is, 
really— a medical  care  company  store. 
And,  like  the  company  store  of  old, 
it  depends  for  its  success  not  on  the 
provision  of  quality7  through  competi- 
tion, but  on  the  creation  of  a captive 
market. 

The  traditional  A ’s  of  the  successful 
practitioner  (ability,  affability,  afford- 
ability, availability,  and  some  would 
add,  accountability)  have  been  rele- 
gated to  second  place  behind  captive 
market,  cost  cutting,  and  corporate 
control.  We  are  told  that  quality  con- 
trol comes  in  there  somewhere.  The 
fact  remains,  however,  that  Ford 
Motor  Company  has  a department  of 
quality  control  and  it  was  not  QC  at 
Ford  that  brought  out  the  Taurus  and 
the  Sable.  It  was  the  knowledge  that 
the  Japanese  were  ready  to  kick  butt 
in  the  marketplace  with  high-quality, 
well-equipped,  moderately  priced 
cars  and  that  Ford  had  to  upgrade 
to  survive. 

No  in-house  quality  control  can  be 
as  effective  as  the  goad  of  competi- 
tion. Nothing  in  life  gets  any  better 
than  circumstances  demand.  The  goal 


of  medicine  is  to  provide  optimum 
health  care— go  back  and  check  the 
Hippocratic  oath.  Quality  health  care 
was  never  intended  to  be  a negotiable 
factor  on  the  way  to  the  corporate 
bottom  line.  Quality7  health  care  for  all 
is  the  bottom  line,  for  physicians.  A 
system  which  limits  physicians’ 
choices  for  referral  victimizes  them 
as  much  as  it  does  their  patients. 

You  may  not  feel  that  there  is  a 
quality  problem  or  significant  limita- 
tion of  choice  of  consultant  in  your 
HMO.  If  so,  that’s  great.  Consider, 
however,  what  your  options  would  be 
if  your  HMO  decided  to  tighten  the 
belt.  How  much  say  would  you  have 
over  whether  the  tightening  was 
necessary,  or  in  where  the  tightening 
should  be  done,  or  in  how  much 
should  be  done?  Would  you  be  happy 
referring  your  patients  nowhere  but 
La  Crosse?  Madison?  Marshfield? 
Milwaukee?  To  put  a different  slant 
on  things,  would  you  like  to  be  told 
that,  for  the  rest  of  your  life,  your 
vacation  dollars  could  be  spent  only 
at  the  Wisconsin  Dells,  unless  you  got 
special  permission  from  Tommy 
Bartlett  in  advance  to  spend  them 
elsewhere?  W ould  you  be  willing  to 
see  the  President  of  the  United  States 
appointed?  If  you  believe  that  freedom 
of  choice  is  a fundamental  right  of 
Americans,  and  if  you  believe  that 
quality  is  enhanced  by  reasonable 
competition,  then  you  have  to  agree 
that  the  HMO  concept  is  at  variance 
with  both  ideas.  It  is  an  unfortunately 
revitalized  anachronism  which  dem- 
onstrates our  inability  to  learn  from 
mistakes  of  the  past.  One  might  even 
argue  that  the  HMO  concept  is 
vaguely  un-American.  It  certainly  has 
no  place  in  21st  century  medicine  in 
America.  This  country  can  do  better 
—and  its  physicians  as  well  as  its 
patients  deserve  better. 

—Jeffrey  H.  Lamont,  MD 

Wausau  | 
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Wisconsin  medicine  100  years  ago 


Richard  D.  Sautter,  MD,  medical  editor 

PRIOR  TO  ADOPTING  the  name  Wisconsin  Medical 
Journal  at  the  turn  of  the  century,  the  SMS 
published  its  scientific,  socioeconomic  and  organiza- 
tional information  as  the  Transactions  of  the  Wisconsin 
State  Medical  Society.  The  bound  volumes  of  the  SMS’s 
publishing  history  date  back  to  1868  and  are  housed 
in  the  library  at  SMS  headquarters  in  Madison. 

These  volumes  are  more  than  a important  historical 
record  of  medicine  in  Wisconsin;  they  are  a fascinating 
glimpse  into  the  lives  and  careers  of  those  who  preceded 
us  in  our  profession.  While  looking  through  a 100-year- 
old  tome,  I found  the  following  observations  entertain- 
ing. I think  you  will,  too. 

• The  working  conditions  have  changed. 

A Milwaukee  physician  described  his  operating  table 
as  “a  one  inch  pine  board,  six  feet  long  by  two  feet 
wide  . . . (which)  rests  on  two  light  horses.” 


• The  more  things  change  . . . 

Reporting  on  a surgery,  a physician  wrote:  “Ovary  and 
tube  removed;  were  firmly  adherent  together;  tube 
curled  around  ovary.  The  result  has  not  been  happy— 
at  least  for  me.  She  has  threatened  to  sue  me  because 
she  don’t  menstruate.  . . . Her  word  is  as  unreliable  as 
her  willingness  to  meet  her  bills.” 

• Who  would  have  guessed? 

“Everything  has  been  tried  for  the  persistent  vomiting 
that  follows  in  some  cases,”  wrote  a surgeon.  “In  some 
cases  5 drops  of  a 4%  solution  of  cocaine  has  worked 
like  a charm.  In  others,  ice,  warm  water  and  brandy 
and  champagne,  etc.,  have  seemed  to  give  relief.” 

• Some  problems  are  persistent. 

A Portage  physician  wrote,  in  an  article  called  “Car- 
cinoma of  the  Female  Breast,”  that  the  disease  “is  so 
very  common  that  it  comes  . . . under  the  observation 
of  almost  every  practitioner,  and  there  are  very  few, 

Continued  on  next  page 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  “ is  indicated  as  a sympathicolytic  and  mydriatnc.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon’'  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10.  \ 
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Continued  from  preceding  page 
if  any,  who  are  not  called  upon  to  give  their  opinion 
and  advice  to  some  of  their  patients  suffering  with  this 
terrible  malady.” 

The  article  discussed  the  widespread  disagreement 
over  the  value  of  surgery  as  a treatment,  and  over  the 
prospects  for  a cure,  regardless  of  treatment,  but  the 
writer  concluded  on  a hopeful  note:  ‘‘I  think  we  may 
conclude  that  there  is  hope  for  this  class  of  sufferers; 
that  life  may  be  prolonged,  more  or  less,  and  some  per- 
manently cured.  Perhaps,  in  the  future,  a permanent 
cure  will  come  to  be  the  rule.” 

• Some  good  things  persist,  too. 

Reporting  on  the  history  of  a surgical  patient,  a 
Milwaukee  physician  wrote:  ‘‘October  of  the  same  year 
was  taken  with  a chill;  rise  of  temperature;  hyper- 
aesthesia  of  skin  over  entire  body;  pain  so  severe  that 
she  had  constantly  to  be  kept  under  the  influence  of 
morphine  (emphasis  added).  ...” 

• The  birth  of  an  industry. 

According  to  a physician  author  from  South  Kaukauna, 
the  early  1900s  saw  the  rise  of  the  “enterprising 
manufacturer”  who  produced  “a  number  of  drugs  by 
synthesis,  whose  numbers  seem  as  exhaustless  as  the 
coal  beds  from  which  they  are  derived,”  and  who  saved 
busy  physicians  from  learning  chemistry  by  coining— 
and  copyrighting— “suggestive”  names  such  as  “anti- 
pyrine,  antifebrine,  aseptol  and  saccharin.” 

• Fashion’s  unflattering,  unhealthy  history. 

From  spike  heels  to  anorexia,  we’ve  seen  the  fashion 
world’s  ill  effects  on  women’s  bodies,  but  it’s  nothing 
new.  A Sheboygan  physician  wrote,  100  years  ago,  that: 
“The  physician  who  picks  up  a modem  fashion  book 
cannot  help  noticing  the  very  female  figure  is  drawn 
with  a remarkable  slender  waist.  Whenever  he 
observes  the  woman  of  society  he  will  see  that,  almost 
without  exception,  they  have  been  diligently  practic- 
ing modeling  on  their  own  bodies,  shaping  them,  as 
far  as  flesh  and  stature  would  permit  after  the  ridiculous 
figures  in  those  pestilent  guides  to  fashion  and  ruin. 
When  one  of  them  comes  to  him  as  a patient  he  does 
not  need  to  hear  her  story  to  know  that  her  colon  is 
a crowded  and  uncomfortable  depository  of  remittances 
long  overdue;  that  her  womb,  retroverted,  lies  upon 
the  floor  of  the  pelvis;  that  she  has  dysmenorrhoea  and 
leucorrhoea,  pain  in  the  back,  gurgling  noises  in  her 
sides,  a fetid  breath,  foul  tongue,  and  is  tired  all 
the  time.”  t 
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Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • 


Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help.. .the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANUALS 


Medifast  will  work  for  you,  too. 
Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 

The  Medifast  Program  includes: 

* Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


★ National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles ■ PATIENT  SUPPORT 


You  know,  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 


For  complete  information  call  toll-free 

1-800  638  7867 
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The  Nutrition  Institute  of  Maryland 
I William  J.  Vitale,  M.D. 

| Director,  Clinical  Services 

1840  York  Road,  Suite  H 
Timonium,  MD  21093 
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Scientific 


SIDS:  Race  as  a factor 

Julie  Hayward,  MS,  and  Donn  J.  D’Alessio,  MD,  Madison 

In  Wisconsin,  the  rate  of  postneonatal  deaths  attributed  to  sudden  infant 
death  syndrome  (SIDS)  for  the  period  1978-1987  was  6.7  per  1,000  live 
births  for  Native  Americans,  3.6  for  blacks,  and  1.4  for  whites.  To  inves- 
tigate racial  differences  in  case  ascertainment  and  risk  for  SIDS  mortality, 
this  study  used  matched  birth-death  certificate  data  for  the  1,111  reported 
SIDS  deaths  during  the  10-year  period.  At  least  90%  of  all  SIDS  deaths 
occurred  before  6 months  of  age;  seasonal  variation  in  time  of  death  and 
autopsy  rates  were  similar  by  race.  The  reported  higher  risk  of  SIDS  for 
male  infants  and  those  with  low  birth  weights  did  not  occur  among  Native 
Americans.  Low  birth  weight  was  a stronger  risk  for  SIDS  among  whites 
than  blacks.  Our  findings  suggest  that  diagnostic  practices  may  not 
account  for  racial  differences  in  SIDS  mortality.  Patterns  of  risk, 
however,  appear  to  vary  by  race.  Wis  Med  J 1990;89(1):1 1— 14. 


SUDDEN  INFANT  DEATH  syn- 
drome (SIDS)  is  the  leading 
reported  cause  of  death  among  post- 
neonatal infants  (age  28  days  to  1 
year).  In  Wisconsin,  postneonatal 
deaths  attributed  to  SIDS  occurred 
among  American  Indians  at  nearly 
five  times  the  rate  for  whites  during 
the  period  1978-1987.  Reported 
SIDS  mortality  among  blacks  was 
more  than  twice  that  reported  for 
whites. 


Hayward  is  with  the  Wisconsin  Division 
of  Health,  Department  of  Health  and 
Social  Services.  Dr  D’Alessio  is  with  the 
departments  of  Preventive  Medicine  and 
Medicine  at  the  University  of  Wisconsin 
Medical  School.  Reprint  requests  to:  Julie 
Hayward,  MS,  Wisconsin  Division  of 
Health,  Room  318,  ECDE,  PO  Box  309, 
Madison,  WI  53701-0309;  telephone: 
608-267-3732.  Copyright  1990  by  the 
State  Medical  Society  of  Wisconsin. 


The  Second  International  Confer- 
ence on  Causes  of  Sudden  Infant 
Death  defined  SIDS  as  the  sudden 
death  of  any  infant  or  young  child 
that  is  unexpected  according  to 
the  infant’s  history  and  in  which  a 
thorough  postmortem  examination 
fails  to  demonstrate  an  adequate 
cause  for  death.1  The  peak  incidence 
of  SIDS  occurs  at  two  to  four  months 
after  delivery.2  Studies  indicate  that 
SIDS  occurs  more  frequently  among 
infants  who  are  male,  have  low  birth 
weights,3-4  and  are  bom  to  mothers 
who  are  less  than  age  20,  nonwhite, 
unmarried,  and  poor,  have  a low 
educational  level,  and  smoked  cigar- 
ettes or  abused  narcotics  during 
pregnancy.4-6 

This  study  addressed  questions 
regarding  the  uniformity  of  diagnosis 
and  selected  patterns  of  risk  for  SIDS 
by  race  using  selected  data  from 
matched  birth  and  death  certificates. 


Methods 

Our  analysis  used  data  from  matched 
birth  and  death  certificates  for  1,194 
postneonatal  infant  deaths  attributed 
to  SIDS  among  American  Indian, 
black,  and  white  infants  in  Wiscon- 
sin from  1978  to  1987.  Deaths  classi- 
fied as  due  to  SIDS  were  those  for 
which  the  underlying  cause  of  death 
was  coded  as  798.0  in  the  Interna- 
tional Classification  of  Diseases — 
Clinical  Modification.1  The  racial 
classification  was  based  on  the 
self-declared  race  of  the  mother  as 
recorded  on  the  birth  certificate. 
Denominators  for  overall  rates  com- 
prised the  number  of  live  births  minus 
deaths  in  the  neonatal  period  (first  28 
days  after  delivery)  during  the  10-year 
period. 

Variables  included  the  sex  of  child, 
age  at  death  ( < or  > 6 months),  birth- 
weight  (<  or  > 2,500  g),  season  of 
death  and  autopsy  status.  Differences 
in  the  distributions  of  these  variables 
were  evaluated  by  the  x2  test  in  rela- 
tion to  the  distributions  for  all  live 
births  in  Wisconsin  for  the  racial 
groups  at  the  midpoint  of  the  decade 
-1983. 

Results 

Rates  of  reported  SIDS.  Among  Ameri- 
can Indian  infants,  the  postneonatal 
mortality  rate  for  SIDS  during  the 
study  period  was  6.7  per  1,000  neo- 
natal survivors  (live  births  minus 
neonatal  deaths);  the  rate  among 
black  infants  was  3.6,  and  for  whites, 
1.4  (Table  1).  The  relative  risk  for 
American  Indians  in  relation  to  whites 
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Table  1— Frequencies  and  rates  of  reported  sudden  infant  death  syndrome  by 
race,  Wisconsin,  1978-87 


American  Indians  Blacks  Whites 

SIDS  Survivors  t SIDS  Survivors  SIDS  Survivors 


Year 

No. 

No. 

Rate 

No. 

No. 

Rate 

No. 

No. 

Rate 

1978 

4 

513 

— 

14 

3,885 

3.6 

71 

62,647 

1.1 

1979 

2 

612 

— 

13 

4,372 

3.0 

75 

66,648 

1.1 

1980 

2 

624 

— 

16 

4,467 

3.6 

81 

67,844 

1.2 

1981 

5 

615 

— 

12 

4,457 

2.7 

86 

66,942 

1.3 

1982 

3 

670 

— 

19 

4,474 

4.2 

78 

66,940 

1.2 

1983 

5 

696 

— 

21 

4,681 

5.0 

87 

65,313 

1.3 

1984 

10 

697 

— 

17 

4,895 

3.5 

99 

64,989 

1.5 

1985 

7 

726 

— 

20 

5,297 

3.8 

108 

65,049 

1.7 

1986 

4 

754 

— 

20 

5,653 

3.5 

102 

63,126 

1.6 

1987 

3 

777 

— 

19 

5,958 

3.2 

108 

61,433 

1.8 

Total 

45 

6,684 

6.7 

171 

48,139 

3.6 

895 

650,931 

1.4 

*Per  1,000  neonatal  survivors 
tLive  births  minus  neonatal  deaths 


was  4.8  (confidence  interval  (Cl)  = 
3.6, 6.4,  P < .001),  and  for  blacks,  2.6 
(Cl  = 2.2, 3.0,  P < .001).  SIDS  was  the 
reported  cause  of  death  in  64%,  54%, 
and  44%  of  postneonatal  deaths 
among  American  Indians,  blacks,  and 
whites  respectively. 

The  annual  numbers  of  reported 
SIDS  deaths  among  American  In- 
dians were  too  small  to  permit  a 
calculation  of  stable  yearly  rates. 
Annual  rates  for  blacks  ranged  from 
2.7  to  4.5  (x,  3.6;  SD,  .6),  and  from 
1.1  to  1.8  for  whites  (x,  1.4;  SD,  .2). 
Although  yearly  rates  suggest  a trend 
of  increasing  incidence  for  whites 
from  1982  to  1987,  variations  in 
autopsy  rates,  diagnostic  practices, 
and  the  multifactorial  nature  of  the 
SIDS  classification  do  not  permit 


clear  inferences  about  the  apparent 
increase  over  this  brief  period. 

Risk  of  SIDS  by  sex.  The  reported 
higher  risk  for  SIDS  among  male 
infants4  was  apparent  only  among 
whites.  The  male-to-female  ratio  for 
whites  was  1.6:1;  gender  ratios  for 
blacks  and  American  Indians  were 
1.2:1  and  1:1,  respectively. 

Low  birthweight.  Studies  have  shown 
that  a low  birth  weight  contributes  to 
a risk  for  SIDS.8  Proportions  of 
SIDS  deaths  in  Wisconsin  among  low 
birth  weight  infants  in  relation  to  the 
incidence  of  low  birth  weight  among 
all  live  births  in  1983  varied  by 
race  (Table  2).  The  risk  of  death 
from  SIDS  was  higher  among  white 
(RR  = 2.9,  Cl  = 2.5, 3.4,  P < .001) and 


black  infants  with  low  birth  weights 
(RR  = 2.3,  Cl  = 1.8-2. 9,  P<.001) 
compared  to  normal  weight  infants  of 
the  same  race;  the  risk  for  SIDS  was 
equivalent  between  low  and  normal 
weight  American  Indian  infants 
(RR  = 1.1,  Cl  = .4,  2.9). 

Age  and  season  of  death.  The  majority 
of  SIDS  deaths  occurred  between  1 
and  5 months  of  age,5  and  at  least 
90%  of  all  postneonatal  SIDS  deaths 
in  this  study  occurred  before  the  age 
of  6 months.  Among  whites,  8%  of 
reported  SIDS  deaths  occurred  after 
6 months,  compared  to  9%  among 
blacks,  and  5%  among  American 
Indians. 

Some  studies  report  that  SIDS  oc- 
curs more  frequently  during  the 
winter  months.4  Our  data,  analyzed 
by  quarter,  found  that  the  highest 
mortality  occurred  from  October 
through  December.  Seasonal  patterns 
did  not  vary  by  race. 

Autopsy  rates.  A variation  in  the  pro- 
portions of  SIDS  cases  for  which 
autopsies  were  performed  could  con- 
tribute to  racial  differences  in  the 
reported  incidence  of  this  disorder. 
Our  study  found  that  the  proportion 
of  autopsies  performed  in  SIDS 
deaths  increased  steadily  over  the 
study  period.  Among  white  infants, 
it  ranged  from  79%  in  1978  to  94% 
in  1987;  the  proportions  among  black 
and  American  Indian  infants  were 
comparable.  For  the  10-year  period, 
autopsies  were  performed  in  87%, 
90%,  and  91%  of  SIDS  cases  among 
American  Indians,  whites,  and  blacks, 
respectively. 


Table  2— Distributions  by  race  of  SIDS  deaths  from  1978-1987  and  all  neonatal  survivors*  in  1983  according  to 
birthweight,  Wisconsin 


American  Indians 

Blacks 

Whites 

SIDS 

Survivors  Ret. 

SIDS 

Survivors 

Ret. 

SIDS 

Survivors 

Ret. 

Birthweight 

No.  (%) 
(n  = 45) 

No.  (%)  Risk 

(n  = 696) 

No.  (%) 
(n  = l 71) 

No.  (%) 
(n  = 4.681) 

Risk 

No.  (%) 
(n  = 895) 

No.  (%) 

(n  = 65,313) 

Risk 

<2,500  g 
>2,501  g 

4 (9) 
41  (91) 

55  (8)  1.1 

641  (92) 

52  (30) 
119  (70) 

620  (13) 
4,061  (87) 

2.3 

125  (14) 
770  (86) 

3,147  (5) 
62,148  (95) 

2.9 

‘Live  births  minus  neonatal  deaths 
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Discussion 

The  reported  postneonatal  mortality 
rate  from  SIDS  was  nearly  five 
times  higher  among  American  Indian 
infants  and  2.5  times  higher  among 
black  infants  than  among  whites  in 
Wisconsin  for  the  study  period.  The 
excess  risk  among  minority  popula- 
tions has  been  reported  elsewhere,9 
but  the  mortality  rate  for  Ameri- 
can Indians  in  our  study  markedly 
exceeded  those  reported  in  other 
studies.9 

Racial  variations  in  the  distribution 
of  SIDS  deaths  by  age  and  season 
could  indicate  either  differences  in 
diagnostic  practices  or  risk.  In  Wis- 
consin, age  at  death  distributions 
were  similar  by  race— with  the  pre- 
ponderance of  deaths  occurring 
before  6 months  of  age.  The  reported 
relatively  higher  incidence  of  SIDS  in 
winter  months  is  apparent  and  similar 
for  the  three  races. 

Vital  records  investigations  of  SIDS 
deaths  are  complicated  by  uncer- 
tainties about  diagnostic  accuracy. 
Because  SIDS  produces  no  specific 
symptoms  or  autopsy  findings  and  no 
specific  diagnostic  criteria  exist,  the 
diagnosis  is  based  on  the  exclusion  of 
other  disorders.  Autopsies  of  infants 
who  die  of  suffocation,  carbon  monox- 
ide poisoning,  occult  trauma,  or 
hyperthermia  may  not  reveal  the 
cause  of  death.10  In  Wisconsin, 
autopsy  rates  did  not  vary  by  race  dur- 
ing the  study  period.  Autopsies  were 
not  performed  for  9%  of  the  infants 
reported  as  dying  of  SIDS. 

In  addition,  recent  studies  report 
that  death-scene  investigations  and 
the  use  of  a standard  postmortem  pro- 
tocol for  deaths  reported  as  SIDS 
have  resulted  in  other  diagnoses— 
accidental  suffocation  and  hyperther- 
mia being  among  the  most  com- 
mon.10’11 An  investigation  of  these 
phenomena  was  beyond  the  scope  of 
this  study. 

This  study  suggests  that  the 
reported  excess  risk  of  SIDS  mor- 
tality associated  with  male  sex  and 
low  birth  weight  is  apparent  only 
among  whites  in  Wisconsin;  this 


excess  risk  for  white  infants  has  also 
been  reported  in  studies  conducted  in 
Oklahoma  and  Alaska.5'12 

The  risk  of  postneonatal  infant  mor- 
tality, of  which  SIDS  is  the  chief 
cause,  is  strongly  affected  by  socio- 
economic and  other  environmental 
influences.  According  to  1980  census 
data  for  Wisconsin,  an  estimated  23% 
of  American  Indians  and  29%  of 
blacks— compared  to  6%  of  whites— 
lived  below  the  federal  poverty  level 
in  1979. 13  Among  families  headed  by 
women  with  children  under  age  18, 
the  poverty  rate  for  American  Indians 
was  approximately  51%.  Among 
blacks,  the  poverty  rate  for  these 
families  was  53%,  while  among 
whites  it  was  30%. 13 

Crowded  living  conditions,  another 
indicator  of  disadvantaged  socio- 
economic status,  have  also  been 
reported  as  a risk  factor  for  SIDS.6 
According  to  the  1980  US  Census, 
12.3%  of  American  Indians,  7.6%  of 
blacks,  and  2.1%  of  whites  lived  in 
housing  units  that  had  more  than  one 
person  per  room.14 

Racial  differences  in  cigarette 
smoking  may  underlie  some  of  the 
excess  risk  for  SIDS  among  blacks 
and  American  Indians.  Studies  have 
linked  at  least  41%  to  71%  of  SIDS 
deaths  to  maternal  cigarette  smok- 
ing during  pregnancy  and  after 
delivery.15’16 

Since  some  of  the  pathologic  abnor- 
malities of  SIDS  and  carbon  monox- 
ide poisoning  are  similar  to  and 
consistent  with  chronic  hypoxia, 
exposure  to  cigarette  smoke,  inade- 
quately vented  heating  systems,  and 
automobile  exhaust  have  also  been 
proposed  as  contributors  to  the  risk 
for  SIDS.16  Smoking  is  also 
associated  with  other  risks  for  SIDS, 
such  as  low  birth  weight,  placenta 
previa,  intrauterine  growth  retarda- 
tion, premature  rupture  of  mem- 
branes, and  preterm  birth.3’17 

According  to  the  Wisconsin  Health 
Status  Survey  for  1986, 48%  of  black 
women  and  27%  of  white  women 
reported  that  they  smoked  cigarettes. 
An  estimate  of  the  prevalence  of 


smoking  among  American  Indians  in 
the  state  is  not  available.  The  Indian 
Health  Service  and  the  Centers  for 
Disease  Control,  however,  both  report 
a high  rate  of  smoking-related  mor- 
tality in  this  group.18’19 
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Genital  tuberculosis:  case  report  and  literature  review 


Satwant  S.  Dhillon,  MD,  Jim  A.  Gosewehr,  MD,  T.M.  Julian,  MD,  and 
Jerry  Huey,  MD,  Madison 

A 64-year-old  woman  complained  of  abdominal  pain  and  postmenopausal 
bleeding.  A uterine  curettage  demonstrated  acid  fast  bacilli  and  non 
caseating  granulomas,  indicating  Mycobacterium  tuberculosis.  A chest 
roentgenogram  revealed  the  presence  of  bilateral  upper  lobe  calcific 
granulomas.  The  epidemiologic,  diagnostic,  and  therapeutic  implications 
of  genital  tuberculosis  are  discussed.  Wis  Med  J 1990;89(1):  14-17. 


Tuberculosis  (TB),  most  com- 
monly caused  by  Mycobacteria 
tuberculosis,  remains  a significant 
health  problem  throughout  the  world, 
with  up  to  50%  of  the  population  in 
developing  countries  infected.  An 
estimated  30  million  persons  have 
active  tuberculosis,  7 to  10  million 
new  cases  occur  annually,  and  3 mil- 
lion persons  die  each  year  from  tuber- 
culosis.1 
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of  Wisconsin  Department  of  Obstetrics 
and  Gynecology,  Madison.  Dr  Julian  is  an 
assistant  professor  at  the  University  of 
Wisconsin  Department  of  Obstetrics  and 


According  to  the  Centers  for  Dis- 
ease Control,  a 5%  annual  decrease 
in  incidence  occurred  over  the  past  30 
years,  stabilizing  at  22,201  cases  per 
year.  Since  1985  however,  there  has 
been  a yearly  increase  in  new  cases, 
thought  to  be  secondary  to  the  AIDS 
epidemic.2  In  New  York  City,  for 
example,  tuberculosis  cases  increased 
from  1,630  to  2,223  (a  36%  increase) 
from  1984  to  1986;  during  the  same 


Gynecology,  Madison.  Dr  Huey  is  a fellow 
with  the  Department  of  Laboratory  Med- 
icine and  Pathology,  University  of  Wis- 
consin, Madison.  Reprint  requests  to: 
T.M.  Julian,  MD,  Dept  of  Obstetrics  and 
Gynecology,  H4/ 648  CSC,  600  Highland 
Ave,  Madison,  WI 53792.  Copyright  1990 
by  the  State  Medical  Society  of  Wisconsin. 


period  reported  cases  for  the  entire 
nation  increased  by  2%  (22,255  to 
22,768). 

The  most  common  extra-pulmon- 
ary site  of  infection  is  the  genital  tract. 
This  report  describes  a recent  case  of 
endometrial  tuberculosis  referred  to 
the  Department  of  Gynecology  at  the 
University  of  Wisconsin  Hospital  and 
Clinics  in  Madison,  and  reviews  the 
literature  on  female  genital  tuber- 
culosis (FGTB). 

Case  Report 

L.J.,  a 64-year-old  married,  white 
woman  (Para  4044,  last  menstrual 
period  at  age  42),  had  two  months  of 
increasing,  vague,  lower-abdominal 
pain  and  two  episodes  of  vaginal  spot- 
ting two  and  three  months  prior  to  her 
visit.  She  had  not  experienced  night 
sweats,  weight  loss  or  genitourinary, 
gastrointestinal  or  respiratory  symp- 
toms. She  had  no  family  history  for 
tuberculosis  and  had  lived  in  Wiscon- 
sin, Illinois,  and  Michigan.  Tuberculin 
skin  tests  (purified  protein  derivative, 
or  PPD)  in  1942  and  1972  were  nega- 
tive, and  the  patient  did  not  recall  any 
exposure  to  tuberculosis.  She  smoked 
about  70  packs  of  cigarettes  annually. 
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Fzig  1— Endometrium  showing  non-CA  seating  granulomatous  process  with 
giant  cells  present  on  the  right  and  foamy  epithelioid  cells  on  the  right. 


Fig  2— Detail  of  an  acid  fast  bacilli  within  an  epithelial  cell. 


On  examination,  we  found  the  pa- 
tient to  be  an  obese,  elderly  woman 
in  good  health.  Her  lungs  were  clear 
to  auscultation  and  percussion,  and 
her  abdomen  had  no  masses  or  organ- 
omegaly. A pelvic  exam  revealed  that 
the  patient  had  a small  cervix  with  a 
nonpalpable  uterine  fundus,  caused 
by  her  obesity.  The  left  adnexa 
appeared  full  with  mild  tenderness  to 
palpation.  During  a rectal  exam  a 3 
cm  diameter  soft  polypoid  lesion  was 
palpated  about  5 cm  from  the  anal 
verge.  A colonoscopy  revealed  that 
the  polypoid  mass  was  a hemorrhoid. 
A chest  roentgenogram  showed  cal- 
cific granulomatous  disease  in  the 
upper  lobes  bilaterally.  A pelvic  ultra- 
sound obtained  in  September  1988 
disclosed  the  presence  of  a (4  x 4 x 
4.8)  corpus  and  a 25  mm  left  ovary; 
the  right  ovary  was  not  identified.  No 
other  masses  were  visible,  and  no 
fluid  was  seen  in  the  cul-de-sac.  An 
endometrial  biopsy  was  performed 
with  histology  demonstrating  granu- 
lomatous endometritis  (see  Fig  1), 
with  special  stains  demonstrating  acid 
fast  bacilli  (see  Fig  2).  The  initial  PPD 
test  was  negative. 

The  patient  was  treated  with  INH 
and  rifampin.  Her  abdominal  pain  and 
vaginal  bleeding  stopped.  Liver  tests 
are  to  be  monitored  during  therapy, 
and  a repeat  uterine  curettage  will  be 
performed  as  a test  of  cure  one  year 
after  chemotherapy  is  completed. 

Discussion 

The  first  case  of  FGTB  was  reported 
by  Morgagni  in  1744  after  a post- 
mortem examination  of  a 20-year-old 
woman.  The  uterus  and  tubes  were 
filled  with  a caseous  material.4 
Autopsy  studies  have  demonstrated 
that  4%  to  12%  of  women  who  die 
from  pulmonary  tuberculosis  also 
have  FGTB.  It  is  also  estimated  that 
5%  to  10%  of  infertile  women  in  the 
world  have  FGTB— varying  from  less 
than  1%  in  the  United  States  to  nearly 
13%  in  India.5 

FGTB  is  usually  considered  a dis- 
ease of  women  in  their  reproductive 
years.  Of  1,436  cases  of  the  disease 


reported  by  Nogales  et  al,  66%  of  pa- 
tients were  between  the  ages  of  25 
and  35  years;  only  11%  were  post- 
menopausal.6 Genital  tuberculosis  is 
almost  always  secondary  to  infection 
elsewhere,  most  commonly  in  the 
lungs.  The  primary  infection  may 
manifest  itself  only  as  the  develop- 
ment of  delayed-type  hypersensitiv- 
ity to  tuberculin  PPD.  It  is  estimated 
that  only  5%  to  15%  of  infected  pa- 
tients will  develop  clinically  evident 


tuberculosis,7  and  the  infection  may 
regress  when  the  primary7  infection 
site  heals.  If  the  bacilli  are  not 
eradicated,  however,  there  is  a life- 
long risk  of  reactivation,  especially  in 
conjunction  with  diseases  that  cause 
attenuation  of  T-cell  response  (eg, 
Hodgkin’s  lymphoma,  AIDS,  ster- 
oids, stress,  or  malnutrition). 

The  mode  of  spread  to  the  genital 
tract  is  usually  hematogenous  but  can 
be  via  the  lymph  system,  or  occa- 
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sionally  by  direct  contiguity  with  an 
intra-abdominal  or  peritoneal  focus. 
Primary  genital  tuberculosis  is  rare, 
although  there  are  reports  of  trans- 
mission as  a venereal  disease.8'9 

In  patients  with  FGTB,  the  fallo- 
pian tubes  are  involved  in  90%  to 
100%  of  the  cases,  the  endometrium, 
50%  to  79%,  the  cervix,  5%  to  24%, 
ovaries  11%  to  30%,  and  the  vulva 
and  vagina,  1%.2'10  FGTB  symptoms 
include  a hydrosalpinx,  tubo-ovarian 
abscess,  a collection  of  pus  in  the  cul- 
de-sac,  or  fistulas  to  the  bladder,  small 
intestine  and  rectum.  The  most  com- 
mon initial  symptom  is  infertility. 
Other  patients  will  have  pelvic  or 
abdominal  pain,  menorrhagia,  or  even 
amenorrhea.  They  may  also  complain 
of  malaise,  poor  general  health, 
weight  loss,  or  a low  grade  fever,  or 
they  may  give  a history  of  pelvic 
inflammatory  disease  that  is  unre- 
sponsive to  antibiotic  therapy. 

A definitive  diagnosis  of  FGTB 
requires  cultivation  of  Mycobacterium 
from  infected  tissue  or  fluids.  A 
presumptive  diagnosis  may  be  made 
when  acid  fast  bacilli  (AFB)  are  found 
in  specimens  or  if  granulomas  with 


caseation  necrosis  are  discovered  and 
fungal  infection  can  be  ruled  out. 

A chest  roentgenogram,  a modified 
skin  test,  AFB  staining,  and  cultures 
should  be  performed.  Normal  results 
from  a chest  roentgenogram  do  not 
rule  out  a diagnosis  of  FGTB  because 
the  initial  lesion  may  have  healed  or 
the  primary  source  may  be  elsewhere. 

Skin  test  results  may  be  nonspe- 
cific, since  other  mycobacteria  can 
cause  positive  reactions.  A warning 
of  delayed-type  hypersensitivity  oc- 
curs with  age,  particularly  in  persons 
over  the  age  of  55.  A booster  effect 
may  occur  in  which  the  initial  skin  test 
increases  the  response  to  subsequent 
skin  tests,  giving  the  false  impression 
of  recent  conversion.  Of  patients  with 
active  TB,  15%  to  20%  may  show 
transient  immunosuppression  initially 
and  may  have  negative  skin  tests. 

Endometrial  tissue,  menstrual 
blood,  and  uterine-cervical  secretions 
can  also  be  cultured.  The  best  time 
to  sample  the  endometrium  is  in  the 
week  preceding  the  menses. 

Patients’  urine  specimens  should  be 
stained  and  cultured  for  AFB.  An  in- 
travenous pyelogram  (IVP)  is  also 


recommended,  since  approximately 
10%  of  patients  with  FGTB  have 
renal  involvement. 

The  American  Thoracic  Society, 
the  Centers  for  Disease  Control,  and 
others  recommend  the  following 
treatment  regimen:4'5'10'11 

• A six-month  regimen  of  isoniazid 
(INH),  rifampin,  and  pyrazinamide 
given  for  two  months,  followed  by 
INH  and  rifampin  given  for  four 
months;  (When  INH  resistance  is 
suspected,  it  may  be  advisable  to 
include  ethambutol  in  the  initial 
treatment.) 

• An  additional  nine  months  of  treat- 
ment with  INH  and  rifampin;  (The 
need  for  an  additional  drug  in  the 
initial  phase  is  uncertain  unless  INH 
resistance  is  suspected;  in  this  case, 
ethambutol  should  be  included, 
pending  susceptibility  studies.) 

• In  the  presence  of  documented 
resistance  to  INH,  a treatment 
regimen  of  rifampin  and  etham- 
butol, perhaps  supplemented  initi- 
ally by  pyrazinamide  for  12  months. 

First-time  tuberculosis  treatment  is 
successful  in  95%  of  patients  if  the 
prescribed  regimen  is  followed,  and 
most  become  noninfectious  within 
two  weeks.12  A chest  roentgeno- 
gram, urine  cultures,  and  uterine 
curettage  should  be  repeated  at  the 
end  of  the  treatment  course,  and  a 
repeat  curettage  or  endometrial 
biopsy  should  be  performed  every  six 
to  12  months  thereafter  for  several 
years.8  Sutherland  reported  a recur- 
rence of  tuberculosis  pelvic  lesions  5 
or  more  years  after  the  completion  of 
therapy;  the  longest  reported  interval 
between  treatment  and  recurrence  is 
19  years.3 

Surgery  is  recommended  for  pa- 
tients with  persistent  or  recurrent  dis- 
ease following  medical  treatment, 
persistent  or  recurrent  pelvic  masses 
following  six  months  of  chemother- 
apy, persistent  or  recurrent  symp- 
toms, the  presence  of  nonhealing 
fistulas,  or  multiple  drug-resistant 
disease,  and  for  those  who  may 
have  concomitant  genital  tract  neo- 
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Immunization  record  card  available  from 
Division  of  Health 

Physicians  may  obtain  a newly  designed  immunization  record  card  free  of  charge 
from  the  Immunization  Program  in  the  Division  of  Health.  The  new  card  replaces 
the  one  that  has  been  in  use  since  1981. 

According  to  the  Immunization  Program,  the  new  form  includes  space  for 
recording  adult  immunizations  (hepatitis  B,  tetanus  and  diphtheria,  influenza, 
and  pneumococcal  disease).  Space  has  also  been  provided  for  health-care  pro- 
viders’ signatures,  as  required  by  school  and  day  care  immunization  laws  in 
most  states.  The  blue  and  gold  record  card  folds  to  credit  card  size  and  is  printed 
on  tear-proof  paper.  To  order  a supply  of  the  new  immunization  cards  contact 
the  Immunization  Program  at  the  Division  of  Health,  PO  Box  309,  Madison, 
WI  53701;  telephone:  608-266-2346. 

In  other  immunization  news,  a recent  survey  by  the  Immunization  Program 
found  that  more  than  95%  of  Wisconsin’s  students  in  kindergarten  through 
12th  grade  are  in  compliance  with  the  state’s  immunization  law.  An  assess- 
ment of  day  care  centers  found  that  88%  of  children  in  centers  were  properly 
immunized  for  their  age,  1%  had  received  waivers,  and  11%  were  out  of 
compliance.  ? 
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plasia.58'13  When  total  abdominal 
hysterectomy  and  bilateral  salpingo- 
oophorectomy  are  indicated,  surgery 
should  be  planned  for  the  middle  of 
the  menstrual  cycle  with  two  weeks 
of  preoperative  medical  therapy  con- 
tinuing for  six  to  12  months  after 
surgery. 
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Prenatal  care  in  northwestern  Wisconsin 


Mary  A.  Ocwieja,  MD,  Rice  Lake,  and  Betty  Lia-Hoagberg,  RN,  PhD, 
Minneapolis 

The  purposes  of  this  study  were  to  identify  the  components  of  prenatal 
care  given  by  family  practice  physicians  and  obstetricians  in  a rural  area 
and  determine  whether  they  were  in  agreement  with  standards  of  care 
advanced  by  the  the  American  College  of  Obstetricians  and  Gynecologists 
(ACOG).  We  surveyed  76  physicians  (family  physicians  with  and  without 
residency  training  and  obstetricians)  and  identified  40  components  of 
regular  prenatal  care;  they  were  consistent  with  94%  of  the  ACOG  recom- 
mendations. Few  differences  were  found  in  prenatal  care  practices  by 
type  of  family  practice  training.  Although  the  number  of  obstetricians  was 
small,  these  specialists  appeared  more  likely  to  agree  with  ACOG 
guidelines.  Risk  assessment  instruments  were  not  routinely  used  by  most 
physicians,  and  the  services  of  public  health  nurses  were  not  generally 
recommended  as  part  of  prenatal  care.  The  findings  have  implications  for 
continuing  medical  education  programs.  Wis  Med  J 1990;89(1):  17— 2 1 . 


Obstetrical  care  has  always 
been  an  important  part  of 
family  practice  in  the  United  States.1 
Family  physicians  and  general  prac- 
titioners have  provided  a large  share 
of  maternity  services,  particularly  in 
rural  communities.  There  has  been 


considerable  discussion  and  study, 
however,  on  whether  family  physi- 
cians are  as  competent  in  providing 
obstetric  care  as  obstetricians.  Recent 
research  indicates  that  family  physi- 
cians give  equally  safe  care  in  deliver- 
ing babies  as  do  obstetricians,2  7 


particularly  when  they  provide  per- 
sonalized prenatal  care,  do  appropri- 
ate referral  of  high-risk  pregnant 
women,  and  use  less  technological 
care  with  low  risk  women. 

Most  studies  have  examined  physi- 
cians’ practices  regarding  labor, 
delivery  and  infant  birth  outcomes, 
and  few  have  focused  on  physician  ac- 
tivities during  the  prenatal  period. 
Prenatal  care  is  generally  associated 
with  improved  pregnancy  outcomes, 
including  a decrease  in  the  number  of 
infants  with  low  birth  weights.8  Most 
research  has  emphasized  that  specific 
components  of  prenatal  care— such  as 
the  timing  and  frequency  of  prenatal 
visits,  medical  risk  assessment,  lab- 
oratory evaluations  and  social  and 
psychological  interventions— are 
related  to  pregnancy  outcome.913 

Prenatal  care  standards  have  been 
established  and  are  regularly  updated 
by  the  American  College  of  Obstetri- 
cians and  Gynecologists  (ACOG).14 
The  American  Public  Health  Associa- 
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tion  (APHA)  has  also  emphasized  the 
importance  of  psychosocial  aspects  of 
prenatal  care,15  and  the  Institute  of 
Medicine  has  recommended  that 
specific  services  be  included  in 
prenatal  care  to  reduce  the  number 
of  low  birth-weight  infants.16 

It  has  been  assumed  that  the  stan- 
dards recommended  by  ACOG  are 
followed  by  most  providers  and  that 
the  multi-disciplinary7  guidelines  of  the 
APHA  are  used  in  most  public  health 
programs.  A survey  of  obstetricians 
in  prepaid  group  practices,  however, 
found  that  prenatal  care  routines  sug- 
gested by  professional  groups  or  text- 
books were  not  uniformly  followed.17 

The  purpose  of  our  study  was  to 
determine  whether  family  practice 
physicians  and  obstetricians  in  north- 
western Wisconsin  were  following  the 
recommendations  of  ACOG.  This  in- 
formation could  be  helpful  in  updating 
current  professional  recommenda- 
tions and  in  developing  continuing 
education  programs  for  physicians, 
particularly  for  those  in  rural  areas 
who  have  less  contact  with  large  ter- 
tiary care  centers. 

Methods 

Physicians  from  a nine-county,  pre- 
dominantly rural  area  in  northwestern 
Wisconsin  were  surveyed  from 
March  to  June  1987.  The  survey  and 
a cover  letter  were  sent  to  133  physi- 
cians who  were  listed  in  regional  tele- 
phone directories;  109  questionnaires 
(82%)  were  returned.  Of  those,  79 
(73%)  were  completed  (30  persons 
said  they  did  not  or  no  longer  prac- 
ticed obstetrics).  Three  of  the  surveys 
were  not  included  in  the  study 
because  they  had  been  completed  by 
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a physician  assistant  or  a nurse 
practitioner. 

Our  questionnaire  was  developed 
using  ACOG’s  Standards  of  Obstetric- 
Gynecologic  Services, 14  Williams 
Obstetrics ,18  and  the  seven  general 
components  of  prenatal  care  iden- 
tified at  the  1986  Regional  Con- 
ferences on  Access  to  Prenatal  Care 
and  Preventing  Low  Birthweight.19 
The  list  of  52  items  included  33 
recommended  by  ACOG.  The  ques- 
tionnaire areas  included  initial  and 
ongoing  assessment  techniques  used 
during  pregnancy,  such  as  physical 
examination  parameters,  medical 
history  and  lifestyle  information, 
laboratory  tests,  risk  assessment,  and 
services.  Information  on  the  physi- 
cian’s training,  years  in  practice,  and 
numbers  of  prenatal  care  patients 
served  each  year  was  also  requested. 

The  physicians  surveyed  were 
asked  to  check  off  the  items  they 
regularly  used  in  their  patients’ 
prenatal  care.  Responses  were  then 
compared  to  the  ACOG  recommen- 
dations for  percent  of  agreement. 
Descriptive  statistics  and  chi-square 
tests  were  used  in  data  analysis. 

Results 

The  sample  of  76  respondents  in- 
cluded 18  family  physicians  without 
residency  training  (NR-FP),  49  family 
physicians  who  had  received  residen- 
cy training  (RT-FP),  and  nine  obste- 
tricians (OB/Gyn)(Table  1).  Obstetric 
experience  among  all  physicians 
ranged  from  1 to  35  years;  59%  had 
less  than  10  years  of  experience,  24% 
had  1 1 to  20  years  of  experience,  and 
17%  had  21  to  35  years.  The  RT-FPs 
constituted  the  majority  of  physicians 
with  less  than  10  years  of  experience, 
while  89%  of  NR-FPs  had  1 1 or  more 
years  of  experience.  (Most  residency 
programs  in  family  practice  were  not 
established  until  the  early  1970s.) 

The  76  respondents  cared  for  an 
estimated  4,335  obstetric  patients 
during  the  year  studied.  The  NR-FPs 
cared  for  584  patients  (13%),  the 
RT-FPs,  2,286  patients,  (53%),  and 
OB/Gyns,  1,465  patients  (34%). 


The  majority  of  physicians  (78%) 
indicated  that  more  than  80%  of  their 
patients  obtained  prenatal  care  dur- 
ing the  first  trimester  of  pregnancy. 
Ninety-one  percent  of  physicians 
reported  they  followed  the  ACOG 
standards  for  the  number  and  inter- 
val of  visits  for  prenatal  care.  The 
majority  (61%)  also  indicated  that 
high-risk  pregnancies  accounted  for 
20%  or  less  of  their  practices. 

Fifteen  prenatal  care  items  were 
performed  or  offered  by  100%  of  the 
respondents  (Table  2).  Most  of  these 
were  related  to  patient  history,  basic 
physical  examinations,  and  essential 
blood  work.  More  than  90%  of  the 
respondents  said  they  provided  29 
prenatal  care  components.  Overall, 
few  differences  were  identified  be- 
tween the  two  groups  of  family  prac- 
tice physicians.  Although  the  number 
of  obstetricians  in  the  study  was  too 
small  for  statistical  testing,  we  found 
some  differences  between  OB/Gyns 
and  the  family  practice  physicians. 
Urine  cultures  were  obtained  by  89% 
of  OB/Gyns  compared  to  52%  of 
RT-FPs  and  41%  of  NR-FPs.  None 
of  the  OB/Gyns  obtained  a hemo- 
globin level  at  each  visit,  while  6%  of 
RT-FPs  and  41%  of  NR-FPs  indi- 
cated performing  this  test. 

Eight  components  recommended 
by  ACOG  that  were  less  likely  to  be 
offered  by  these  physicians  were 
measuring  the  pregnant  woman’s 
height,  determining  her  work  in  and 
outside  the  home,  measuring  her 
stress  level,  administering  Rhogam, 
testing  for  alpha  fetoprotein,  taking 
a gonococcal  culture  and  performing 
an  amniocentesis. 

ACOG  makes  specific  recommen- 
dations on  33  of  the  components  in- 
cluded in  our  survey.  Overall,  66%  of 
respondents  said  they  had  incor- 
porated 90%  of  the  standards  into 
their  practices,  and  34%  of  the  physi- 
cians used  50%  to  90%.  Fewer 
NR-FPs  (50%)  relied  on  the  ACOG 
guidelines,  while  67%  of  RT-FPs  and 
89%  of  obstetricians  did  (Table  1). 

An  analysis  of  the  separate  cate- 
gories of  prenatal  care  components  in- 
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Table  1— Physician  demographic  data  and  agreement  with  ACOG  Prenatal  Standards 

Family 

Family 

Obstetrician- 

Total 

physician 

physician 

gynecologist 

NR* 

RTt 

Respondents  by 

n 

% 

n 

% 

n 

% 

n 

% 

Medical  training 
Years  in  obstetric  practice 

18 

(24) 

49 

(64) 

9 

(12) 

76 

GOO) 

1-10 

2 

(11) 

36 

(75) 

6 

(67) 

44 

(59) 

11-20 

7 

(39) 

8 

(17) 

3 

(33) 

18 

(24) 

21-35 

9 

(50) 

4 

(8) 

0 

(0) 

13 

(17) 

Unknown 

1 

1 

Number  of  deliveries /year 

1-50 

13 

(76) 

38 

(79) 

0 

(0) 

51 

(69) 

51-100 

4 

(24) 

8 

(17) 

2 

(22) 

14 

(19) 

>100 

0 

(0) 

2 

(4) 

7 

(78) 

(9) 

(12) 

Unknown 

1 

1 

2 

Agreement  with  ACOG’s 
Prenatal  Standards 

50-90% 

9 

(50) 

16 

(33) 

1 

(ID 

26 

(34) 

>90% 

9 

(50) 

33 

(67) 

8 

(89) 

50 

(66) 

* Non-residency  trained 
fResidency  trained 

dicated  that  60.5%  of  the  physicians 
routinely  included  all  eight  ACOG- 
recommended  examination  items  in 
their  care.  All  of  the  recommended 
patient  history  components  were  in- 
cluded in  care  by  55.3%  of  the  physi- 
cians, but  only  13%  performed  all  of 
the  laboratory  tests.  There  were  no 
differences  between  the  three  groups 
in  how  well  they  conformed  to  the 
standards  regarding  physical  exami- 
nation, history  or  prenatal  education. 
All  of  the  obstetricians,  however, 
initiated  more  than  90%  of  the  ACOG- 
recommended  laboratory  tests  in  their 
care;  this  compared  to  45%  of  RT-FPs 
and  17%  of  NR-FPs. 

A standardized  risk  assessment 
instrument,  such  as  that  developed  by 
Creasy,10  was  used  by  31%  of  our 
physicians,  most  frequently  those  in 
practice  five  years  or  less.  Education 
on  breast  feeding  was  provided  by 
97%  of  physicians  during  at  least  one 
visit;  91%  also  reported  that  they  pro- 
vided regular  nutrition  counseling  and 
birth  education.  Approximately  72% 
said  they  gave  their  patients  informa- 
tion about  supplemental  food  assist- 
ance available  from  the  WIC  pro- 


gram. Only  37%  referred  their 
patients  to  or  offered  them  the  ser- 
vices of  a public  health  nurse. 

Discussion 

Our  study  found  that  a majority  of 
physicians  in  this  area  agreed  on  40 
components  that  should  be  part  of 
routine  prenatal  care;  these  included 
29  of  31  items  (94%)  recommended 
by  ACOG.  Several  ACOG  compo- 
nents were  not  a part  of  standard  prac- 
tice by  some  physicians,  however. 
The  few  differences  that  were  found 
among  our  groups  may  be  explained 
by  physicians’  training.  Family  physi- 
cians with  residency  training  and 
obstetricians  appeared  more  likely 
than  family  physicians  with  no 
residency  training  to  use  the  ACOG 
guidelines. 

Although  they  are  not  part  of  the 
standards,  using  a risk  assessment 
instrument  and  referring  patients  to 
public  health  nursing  services  have 
been  found  to  improve  the  quality  of 
prenatal  care;  fewer  than  half  of  our 
physicians  said  they  did  either  of 
these.  It  is  possible,  however,  that  risk 
was  assessed,  but  that  a standardized 


instrument  was  not  used.  It  is  also 
possible  that  many  physicians  per- 
ceived their  patient  population  as  low 
risk  in  general,  or  that  they  were 
unaware  of  risk  scoring  and  its  use- 
fulness. Our  findings  suggest  that  risk 
assessment  should  be  considered  as 
a subject  for  continuing  medical  edu- 
cation programs. 

Possible  reasons  for  not  referring 
patients  to  public  health  nurses  may 
be  that  physicians  tended  to  focus  on 
the  medical  aspects  of  obstetrics  and 
overlooked  the  psychosocial  aspects, 
which  nurses  often  address.  Physi- 
cians may  also  be  unfamiliar  with  the 
elements  of  prenatal  care  that  could 
be  performed  by  community  health 
nurses. 

Our  general  conclusion  is  that  the 
majority  of  physicians  in  our  area  ap- 
pear to  follow  ACOG  guidelines,  sug- 
gesting that  they  practice  good 
prenatal  care.  This  study  does  note 
areas  for  improvement,  however.  The 
study  would  have  been  strengthened 
by  including  a larger  sample  of  physi- 
cians from  throughout  the  state 
representing  both  urban  and  rural 
areas.  In  addition,  it  would  have  been 


Wisconsin  Medical  Journal  • January  1990 


19 


desirable  to  examine  prenatal  records 
or  to  perform  a follow-up  by  tele- 
phone. Without  an  objective  verifica- 
tion of  prenatal  care  practices,  the 
question  of  whether  the  data  repre- 
sent actual  practice  remains  ques- 
tionable. Future  research  could  focus 
on  the  relationship  between  prenatal 
care  components  and  intrapartum  fac- 
tors and  birth  outcomes.  Data  are 
also  lacking  on  the  effectiveness  of 
the  various  prenatal  components  and 
women’s  participation  in  prenatal 
care. 
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Table  2— Prenatal  care  components  listed  according  to  the  percentage  of  respondents  who  offer  or  perform  them  during 

at  least  one  prenatal  visit  if  not  every  visit 

Prenatal  care 

Percentage  of  total  physician  respondents 

components 

100%  (n  = 76) 

90-99% 

50-89% 

<50% 

0% 

Physical 

Maternal  weight* 

Fetal  position* 

Maternal  height* 

assessment 

Blood  pressure* 

Pelvic  exam* 

Reflexes 

Uterine  size* 

Manual 

FHT’s* 

Edema 

pelvimetry* 

General 

Medical  history* 

Nutrition* 

Work  at  home* 

assessment 

Menstrual 

Alcohol  use* 

Work  outside 

history* 

Patient  inquiries* 

home* 

Obstetric  history* 
Family  history* 
Smoking* 

Fetal  movement 

Stress* 

Laboratory 

Maternal 

Antibody  screen* 

Rhogam  at 

GC  culture* 

Fetogram 

assessment 

bloodtype* 

VDRL* 

28  wks* 

Amniocentesis* 

X-ray  pelvimetry 

Maternal  Rh* 

Hemoglobin  or 

Alpha 

Paternal  Rh 

Rubella  titer* 

hematocrit* 

fetoprotein* 

Hepatitis  screen 

PAP  smear* 

Urinalysis 

CBC 

Blood  chemistries 

Urine  glucose/ 

Urine  culture 

Random  blood 

protein* 

Blood  sugar  after 

glucose 

50-100  g 

FBS 

glucose 

GTT 

challenge 

Ultrasound 
Vaginal  strep 

culture 

Education  and 

Nutrition 

WIC 

Public  health 

referral 

counseling* 

Birthing 

education* 

Breastfeeding 

nurse 

• education 

*33  components  specifically  recommended  by  the  ACOG  as  part  of  standard  prenatal  care 
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Late  prenatal  care 

Ken  Adler,  MD,  and  Melissa 
Emmerich,  BS,  Eau  Claire 


Women  WHO  FIRST  receive 
prenatal  care  late  in  their 
pregnancies  may  be  at  risk  for  deliver- 
ing infants  with  low  birth  weights  and 
associated  complications.12  The  US 
Surgeon  General  has  set  a goal  that 
by  1990,  90%  of  US  pregnant  women 
will  begin  receiving  prenatal  care  dur- 
ing their  first  trimester.3  In  1987, 
75.7%  of  pregnant  women  in  Eau 
Claire  County  received  first  trimester 
prenatal  care  as  compared  to  83.2% 
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for  the  uninsured  in 

for  the  state  of  Wisconsin  as  a 
whole.4 

The  lack  of  health  insurance  has 
been  associated  with  delayed  prenatal 
care  in  Michigan.5  The  purpose  of 
our  study  was  to  determine  how 
strongly  the  lack  of  health  insurance 
was  associated  with  late  prenatal  care 
at  the  Eau  Claire  Family  Medicine 
Clinic. 

Materials  and  methods 

The  Eau  Claire  Family  Medicine 
Clinic  is  a family  medicine  residency 
program  staffed  by  15  resident  physi- 
cians and  three  full-time  faculty 
members  as  well  as  many  supporting 


Birthweight.  Washington,  DC,  Na- 
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Eau  Claire 

physicians  and  health  professionals 
from  the  Eau  Claire  area.  The  clinic 
serves  about  10,000  patients,  of  which 
approximately  1,400  are  uninsured, 
2,000  receive  medical  assistance,  and 
1,500  belong  to  health  maintenance 
organizations  (HMOs).  The  largest 
HMO  at  our  clinic  is  Health  Protec- 
tion Plan  (HPP),  with  approximately 
900  subscribers.  The  remainder  of 
our  patients  have  various  combi- 
nations of  health  insurance  and 
Medicare. 

We  audited  all  available  clinic 
charts  for  pregnant  patients  who 
received  Medicaid,  belonged  to  HPP, 
or  were  uninsured  for  the  years  1986 


Table  1— Prenatal  patients’  marital  and  insurance  status 


Insurance 

Marital  Status 

tt  Patients  (%) 

Mean  age  group 

EGA  at  first  prenatal 

Status 

visit  (mean  weeks) 

Uninsured: 

Married 

28 

(77) 

25-29 

17.3 

Single 

7 

(23) 

25-29 

20.0 

Combined 

35 

(100) 

25-29 

18.0 

HPP: 

Married 

17 

(74) 

20-24 

8.0 

Single 

6 

(26) 

15-19 

7.0 

Combined 

23 

(100) 

20-24 

8.0 

Medicaid: 

Married 

19 

(48) 

25-29 

14.4 

Single 

21 

(52) 

20-24 

11.0 

Combined 

40 

(100) 

20-24 

13.0 

‘Estimated  gestational  age 
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Fig  1 — Estimated  gestational  age  at  first  visit  v age 


and  1987.  We  recorded  the  estimated 
gestational  age  at  the  patients’  first 
prenatal  visits  along  with  maternal 
age,  race,  marital  status  and  parity. 

Results 

Ninety-eight  pregnant  women  who 
sought  prenatal  health  care  at  the 
clinic  were  included  in  our  study;  23 
belonged  to  HPP,  40  received  medical 
assistance,  and  35  were  uninsured. 
For  all  three  groups,  the  majority  of 
patients  were  between  20  and  29 
years  old.  While  about  three  fourths 
of  the  HMO  and  uninsured  patients 
were  married,  only  half  of  those 
receiving  Medicaid  were  married  at 
the  time  of  their  first  prenatal  visit  (see 
Table  1).  Mean  parity  ranged  from 


0.48  (HPP)  to  1.48  (Medicaid)  with 
uninsured  patients  having  a mean 
parity  of  1.06.  All  patients  were  white 
with  the  exception  of  five  Hmong 
patients  in  the  Medicaid  group. 

Fig  1 indicates  that  regardless  of 
age  group,  uninsured  patients  con- 
sistently came  in  for  their  first 
prenatal  visits  later  in  their  pregnancy 
than  did  HPP  and  Medicaid  patients. 
The  35  plus  age  group  consisted  of 
only  one  HPP  and  one  Medicaid 
patient. 

While  more  HPP  and  Medicaid 
patients  came  in  for  their  first  prenatal 
visits  during  the  first  trimester  of  their 
pregnancy,  a majority  of  uninsured 
patients  came  in  later  (see  Table  2). 
Student’s  T tests  indicate  statistically 


significant  differences  between  all 
groups  of  patients  in  Table  2 at  the 
P < 0.01  level. 

Discussion 

Our  results  parallel  those  found  in  the 
National  Survey  of  Family  Growth,  as 
seen  in  Fig  2. 6 Nationally,  43%  of 
uninsured  women  received  late  pre- 
natal care,  while  in  our  study,  57%  of 
uninsured  patients  had  late  care. 

Controlling  for  maternal  age,  race, 
marital  status  or  parity  did  not  alter 
our  results  enough  to  explain  the  dif- 
ferences in  gestational  age  at  the  first 
prenatal  visit  seen  mong  HPP,  Medi- 
caid and  uninsured  patients. 

Our  results  suggest  that  outreach 
programs  are  essential  to  ensure 


Table  2— EGA  at  first  prenatal  visit 

EGA*  at  first  visit 

HPP  (n  = 23) 

Medicaid  (n  = 40) 

Uninsured  (n  = 35) 

(%) 

Number  of  Patients  (%) 

First  trimester  (1-12  weeks) 

20  (87) 

26  (65) 

15  (43) 

Second  trimester  (12-24  weeks) 

3 (13) 

9 (22.5) 

11  (31) 

Third  trimester  (24  + weeks) 

0 

5 (12.5) 

9 (26) 

Mean  EGA  at  first  prenatal  visit 

8 weeks 

13  weeks 

18  weeks 

’Estimated  gestational  age 
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Fig  2— Delayed  prenatal  care  by  insurance  status.  National  survey  v Eau  Claire  Family 
Medicine 


access  to  early  prenatal  care  for 
uninsured  women  at  our  clinic. 

There  is  little  obvious  economic 
incentive  for  uninsured  patients  to 
seek  prenatal  care  late  in  their  preg- 
nancies in  Eau  Claire.  All  providers 
of  prenatal  care  in  Eau  Claire  County 
charge  a standard  fee— regardless  of 
the  time  pregnancy  care  is  begun  or 
the  number  of  visits  required. 

The  impact  of  the  Wisconsin 
Healthy  Start  program,  which  pro- 
vides free  pregnancy  care  to  low- 
income  women  has  yet  to  be  seen. 
Publicizing  the  importance  of  early 
prenatal  care,  the  lack  of  savings  by 
coming  in  late  for  care,  and  the 
existence  of  Healthy  Start  may  be 
worthwhile  interventions. 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesi- 
ology, Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414'771-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Socioeconomic 


Wisconsin’s  Patient  Compensation  Fund:  An  overview 


Kay  Hutchinson,  SMS  policy  analyst 

The  Patients  Compensation 
Fund  (PCF)  was  established  in 
1975,  by  Wis  Stat  655,  to  provide 
excess  professional  medical  liability 
insurance  coverage  above  primary 
insurance  requirements  for  Wiscon- 
sin health  care  providers.  The  fund 
provides  professional  liability  occur- 
rence coverage  for  health  care  pro- 
viders permanently  practicing  in 
Wisconsin.  The  PFC  currently  pays 
that  portion  of  medical  professional 
liability  claims  in  excess  of  $400,000 
for  each  occurrence  and  $1,000,000 
for  all  occurrences  in  any  one  pol- 
icy year. 

The  fund  operates  on  a fiscal  year 
from  July  1 through  June  30.  Admin- 
istrative and  operating  costs  as 
well  as  claims  payments  are  funded 
through  assessments  paid  by  partici- 
pating health  care  providers. 

Since  the  fund’s  inception  and 
through  March  31, 1989, 2,140  claims 
had  been  filed  in  which  the  fund  had 
been  named.  During  that  same  period, 
246  claims  resulted  in  loss  payments 
totaling  $105,390,340.  Of  those  246 
claims,  25  involved  loss  payments  in 
excess  of  $1  million.  The  average  pay- 
ment per  claim  has  been  $428,416. 

In  June  1988,  there  were  148  hos- 
pitals, 6,799  physicians  and  333  nurse 
anesthetists  participating  in  the  fund. 

The  fund  is  managed  by  a 13- 
member  board  of  governors  made 
up  by: 


• three  representatives  of  the  insur- 
ance industry  appointed  by,  and 
serving  at  the  pleasure  of,  the 
insurance  commissioner; 

• one  person  named  by  the  State  Bar 
Association; 

• one  person  named  by  the  Wiscon- 
sin Academy  of  Trial  Lawyers; 

• two  persons  named  by  the  State 
Medical  Society  of  Wisconsin; 

• one  person  named  by  the  Wiscon- 
sin Hospital  Association; 

• the  insurance  commissioner  or  a 
designated  representative  of  the 
commissioner’s  office  (who  serves 
as  chair);  and 

• four  public  members,  at  least  two 
of  whom  are  not  attorneys  or  physi- 
cians and  are  not  professionally 
affiliated  with  any  hospital  or 
insurance  company,  appointed  by 
the  governor  for  staggered  3-year 
terms.  A physician  currently  occu- 
pies one  of  the  four  public  seats. 

The  board  of  governors  also  over- 
sees the  operation  of  the  Wisconsin 
Health  Care  Liability  Insurance  Plan 
(WHCLIP),  a state-run  insurance  pro- 
vider also  statutorily  created  in  1975 
for  the  provision  of  primary  coverage 
for  professional  medical  liability  insur- 
ance. WHCLIP  writes  primary  pro- 
fessional liability  coverage  up  to 
$400,000  per  claim  and  $1,000,000 
for  all  occurrences  in  any  one  policy 
year  for  a variety  of  health-care 
organizations  and  professions. 

As  of  Jan  3 1 , 1 989,  the  plan  insured 
1,231  physicians,  23  hospitals,  21 


hospital  subsidiary  corporations,  39 
county  health-care  facilities,  four 
other  government  facilities,  one 
cooperative,  114  partnerships  or  cor- 
porations, four  outpatient  surgical 
centers,  two  outpatient  clinics,  260 
nurse  anesthetists,  five  nurse  mid- 
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Phone:  414/781  9620 
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wives,  eight  nurse  practitioners,  26 
podiatrists  and  18  cardiovascular 
professionals. 

Premiums  and  fees 
Fees  for  WHCLIP  and  the  fund  are 
annually  set  by  rule  of  the  insurance 
commissioner  after  approval  by  the 
board  of  governors.  The  board  con- 
siders the  recommendation  of  its 
Underwriting  and  Actuarial  Commit- 
tee which  is  advised  by  a retained 
consulting  actuary— currently,  Mil- 
liman  & Robertson  of  Brookfield. 

In  February  1989,  the  board 
adopted  the  recommendation  of  the 
actuarial  committee  and  consulting 
actuary  that  the  WHCLIP  premium 
assessment  for  physicians  be  in- 
creased approximately  11%  for  1989- 
1990  and  that  the  fund  fee  assessment 
be  increased  by  16.3%,  the  actuarial 
break-even  estimate.  The  proposed 
rate  did  not  include  any  monies  to  help 
retire  the  PCF  deficit  of  $108  million, 


but  encompassed  enough  monies,  in 
the  actuary’s  opinion,  to  cover  all 
future  liability7  which  occurred  in  that 
fiscal  year  but  would  be  paid  over  the 
15-  to  20-year  tail  period.  The  rate 
would  have  increased  PCF  assess- 
ment income  from  $38  million  in 
1988-89  to  $44  million  in  1989-90. 

In  April  1989,  the  SMS  opposed  the 
proposed  16.3%  increase  in  PCF  fees 
for  1989-90  and  urged  the  insurance 
commissioner  to  limit  the  fee  increase 
to  not  more  than  7%,  the  then  current 
rate  of  inflation  for  the  medical  care 
component  of  the  consumer  price 
index.  The  board  of  governors  subse- 
quently recommended  a reduced  PCF 
fee  increase  of  11%  for  1989-90 
which  was  implemented.  It  is  interest- 
ing to  note  that,  although  an  1 1%  fee 
assessment  was  adopted  rather  than 
the  estimated  actuarial  break-even 
rate  of  16.3%,  the  fund  deficit  had 
been  reduced  by  approximately 
$200,000  by  November  1989. 


WHCLIP  premiums  are  set  for 
health  care  providers  in  nine  classes 
while  PCF  fees  are  assessed  health- 
care providers  in  four  physician 
classes  and  one  nurse  anesthesiologist 
class.  PCF  fees  are  assessed  on  the 
basis  of: 

• past  and  prospective  loss  and 
expense  experience  in  different 
types  of  practices; 

• past  and  prospective  loss  and 
experience  of  the  fund;  and 

• risk  factors  for  persons  who  are 
semi-retired  or  part-time  pro- 
fessionals. 

State  statute  655.27(3)  requires  that 
fund  fees  for  a fiscal  year  not  exceed 
the  greatest  of  the  following: 

• the  estimated  total  dollar  amount  of 
claims  to  be  paid  during  that  par- 
ticular fiscal  year; 

• the  fees  assessed  for  the  fiscal  year 
preceding  that  particular  fiscal  year, 

Continued  on  page  28 


YOU  CAN  HELP 
STOP  BEDWETTING 

For  a large  majority  of 
your  Enuretic  patients 

• Ethical  — prescription  only 

• Professional  — you  supervise 
treatment 

• Approximately  90  percent  effective 

• Proven  reliable  and  dependable 
bell,  pad,  and  light  system 

• Low  cost  rental  service  — $14.00 
per  week  (avg.  6-week  treatment) 

• Convenient  mall  order  service 
to  the  48  states 

For  more  Information,  call  or  write: 

S.  & L.  SIGNAL  COMPANY 

Helping  Enuretic  Clients 
Since  1950 

3216  Burke  Ave.  Madison,  Wl  53714 

Phone:  608-241-8882 

Accepted  for  advertising  In  the  AMA  Journal 


New  health  care  program  in 
Portage  County  aids 
working  poor 

More  than  20  health  care  providers  in  Portage 
County— including  14  physicians— are  participating  in 
a special  program  aimed  at  providing  low-cost  health 
care  to  area  families  who  cannot  afford  health  insurance 
yet  have  incomes  that  exceed  Medicaid  eligibility  limits. 
Under  the  program— called  Health  Plus— participating 
providers  agree  to  charge  half  their  usual  fee  to  eligible 
participants. 

The  program  receives  no  state  or  federal  funds  and 
is  jointly  administered  by  CAP  Services,  Inc,  and  the 
county  Community  Human  Services  Department.  To 
be  eligible,  at  least  one  household  member  must  be 
employed  a minimum  of  10  hours  a week,  and  the  fam- 
ily’s income  cannot  exceed  150%  of  the  federal  pov- 
erty level  for  the  previous  90  days.  Program  enrollees 
must  also  attend  monthly  focus  group  meetings  that 
promote  healthy  lifestyles,  and  they  receive  a quarterly 
newsletter  on  health  and  nutrition. 

The  program  is  part  of  a coordinated  effort  by  local 
organizations  to  help  low-income  families  obtain  afford- 
able health  care.  Portage  County  was  also  recently 
selected  by  the  SHIP  Council  as  an  implementation 
site  for  one  of  its  health  insurance  pilot  programs.  [ 
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WMJ  announces 
physician  photo  contest 


Awards:  Publication  on  the  cover  of  the  Wisconsin  Medical  Journal  and  a commemorative  plaque,  presented 
at  the  SMS  annual  meeting. 


Eligibility:  The  competition  is  open  to  members  of  the  State  Medical  Society  of  Wisconsin  and  its  Auxiliary  only. 


Guidelines:  A total  of  three  entries  in  any  combination  of  the  following  categories  may  be  submitted. 

• A doctor’s  life 

• The  science  of  medicine 

• The  art  of  healing 

• Wisconsin  wildlife 

• Wisconsin  places 

• Wisconsin  people 

Entry  in  the  contest  constitutes  agreement  to  allow  the  entered  photographs  to  be  published  in  or  on  the  cover 
of  the  Wisconsin  Medical  Journal.  Vertical  photos  are  preferred,  but  horizontal  photos  are  accepted.  Entrants 
retain  all  other  rights  to  their  photographs. 

Entries  must  be  original  prints  or  slides  in  color  or  black  and  white.  Prints  may  be  mounted,  but  not  framed, 
and  mount  size  should  not  exceed  11x14.  Negatives  must  be  available  for  all  prints. 

The  back  of  each  photograph  must  bear  the  photographer’s  name,  address  and  phone  number,  and  the  title— if 
any— of  the  photo.  Enclose,  preferably  on  a separate  sheet,  a brief  description  of  where,  when  and  how  the  photo 
was  taken.  If  possible,  note  the  make  and  model  of  camera  and  lens  used  for  each  photo,  film  used,  exposure 
settings,  and  any  special  equipment.  Previously  published  material  may  be  entered;  however,  please  include  the 
information  on  when  and  where  the  photo  has  appeared. 

The  WMJ  cannot  be  responsible  for  entries— so  do  not  send  your  only  copy. 


Deadline:  All  entries  must  be  postmarked  no  later  than  February  15,  1990.  Send  entries  to:  Photo  Contest, 
Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI  53701. 


Continued  from  page  26 
adjusted  by  the  commissioner  of 
insurance  to  reflect  changes  in  the 
consumer  price  index  for  all  urban 
consumers,  US  city  average,  for  the 
medical  group,  as  determined  by 
the  US  Department  of  Labor;  or 
• 200%  of  the  total  dollar  amount 
disbursed  for  claims  during  the 
calendar  year  preceding  that  par- 
ticular fiscal  year. 

The  board  of  governors  is  assisted 
in  its  duties  by  the  following  commit- 
tees: the  aforementioned  Under- 
writing and  Actuarial  Committee, 
Legal  Committee,  Claims  Committee, 
Investment  Committee  (WHCLIP 
funds  only)  and  Peer  Review  Council. 

Among  its  assigned  responsibilities, 
the  Claims  Committee  establishes 
claim  guidelines  and  procedures  and 
monitors  claims  management  by  the 
staff  of  the  Office  of  the  Commis- 
sioner of  Insurance  (OCI)  and  the 


claims  contractor,  currently  Employ- 
ers Insurance  of  Wausau.  The  com- 
mittee consists  of  five  members  from 
the  board  and  three  others  (currently 
two  representatives  from  the  insur- 
ance industry  and  one  representative 
from  the  SMS). 

In  1986,  the  Peer  Review  Council 
was  statutorily  created  to  review  paid 
claims.  The  board  designates  the 
chair,  vice-chair  and  secretary  of  the 
council  and  the  terms  to  be  served. 
The  council  consists  of  five  persons, 
not  more  than  three  of  whom  are 
physicians  actively  engaged  in  the 
practice  of  medicine  in  Wisconsin. 
The  chair  must  be  a physician  who 
also  serves  as  an  ex-officio,  non-voting 
member  of  the  Medical  Examining 
Board. 

Surcharges 

The  Peer  Review  Council  determines 
whether  medical  negligence  indeed 


occurred  or  if  payment  by  the  con- 
tractor was  made  in  the  absence  of 
actual  negligence.  If  negligence  is 
found,  the  council  may  recommend 
the  assessment  of  a surcharge  against 
a particular  physician  based  on  such 
factors  as  the  degree  of  negligence, 
severity  of  the  injury  and  past  record 
of  the  physician.  Pursuant  to  the 
Wisconsin  Administrative  Code,  the 
commissioner  of  insurance  has  estab- 
lished a table  of  surcharge  assess- 
ments to  be  invoked.  To  date,  a 
surcharge  has  not  been  assessed 
against  any  physician. 

The  names  of  current  appointees  to 
the  board  of  governors,  members  of 
the  Peer  Review  Council  and  OCI 
staff  assisting  the  board  are  available 
through  SMS.  Interested  members 
may  contact  the  SMS  Division  of 
Medical  Policy  and  Practice  at  608- 
257-6781  or  1-800-362-9080  for  addi- 
tional information.  | 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


■I^B1 

Diners  Club 

L?: 

5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


1 PRN 

PHYSICIAN  RESOURCE  NETWORK'^ 

1*80 0-472-3660 

MILWAUKEE  • 259-3660 


Public  health 

Cervical  cancer  deaths  among  older  women: 
Implications  for  prevention 


50% 
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30%  9% 

Cervical  Cancer  Cases 


56% 

Cervical  Cancer  Deaths 
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Fig  1.  —Age  distribution  of  cervical  cancer  cases  and  deaths,  Wisconsin,  1987-1988. 


Patrick  Remington,  MD, 

Paula  Lantz,  MA,  and 
Jerri  Linn  Phillips,  MA, 

Madison 

Cervical  cancer  deaths  are 
preventable  through  the  use  of 
routine  Pap  tests.1  Nevertheless, 
since  1980  more  than  500  women 
have  died  from  cervical  cancer  in 
Wisconsin  alone.  During  this  time, 
although  most  cases  of  cervical  cancer 
occurred  among  younger  women, 
most  deaths  occurred  among  older 
women.  The  purpose  of  this  report  is 
to  describe  cervical  cancer  mortality, 


incidence,  and  screening  practices  in 
Wisconsin,  in  an  effort  to  explain  the 
apparent  excess  of  cervical  cancer 
deaths  among  older  women. 


We  analyzed  cervical  cancer  mor- 
tality data  from  the  Wisconsin  Death 
Registration  System  and  incidence 
Continued  on  page  32 


PHYSICIANS  INTERESTED  IN  TAKING  THE  TWO  MONTH 


AIR  FORCE  FLIGHT  SURGEONS  COURSE  TO  ENTER 
THE  WISCONSIN  AIR  NATIONAL  GUARD.  YOU  WILL 
SERVE  ONE  WEEKEND  A MONTH  PLUS  TWO  WEEKS  A 
YEAR,  WITH  WORLD  WIDE  TRAVEL  OPPORTUNITIES. 
FOR  MORE  INFORMATION  AND  DETAILS  ABOUT  OUR 


AIR  GUARD  OPPORTUNITIES  CONTACT  : 


SMSGT  WARNER  W SCHWANDT 
3110  MITCHELL  STREET 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


- i t Z. 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we  re  not  just  insuring  vour  finances.  We're 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability'  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 
Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don't  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  todav. 


jfaHJ y P eattn e t v a 

Serving  Wisconsin  Physicians  Since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Road,  Elm  Grove,  \\  1 55122,  (414)  784-5780 
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Fig  2.  —Extent  of  disease  at  the  time  of  diagnosis  by  age,  Wisconsin,  1987-1988. 


Continued  from  page  30 
data  from  the  Wisconsin  Cancer 
Reporting  System  for  1987-1988 
(during  this  time,  1,528  cases  were 
reported,  and  there  were  1 14  deaths). 
In  addition,  we  used  data  on  the  self- 
reported  use  of  Pap  tests  among 
women  from  the  1988  Wisconsin 
Behavioral  Risk  Factor  telephone 
surveys  (n  = 679  women).2 

The  results  of  this  analysis  are  sum- 
marized in  three  figures.  Fig  1 shows 
that  although  most  of  the  cases  of  cer- 


Dr  Remington  is  a medical  epidemiologist 
in  the  Chronic  Disease  Surveillance  Unit, 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin  Divi- 
sion of  Health.  Lantz  is  a senior  research 
specialist  in  the  Center  for  Health  Policy 
and  Program  Evaluation  and  a graduate 
student  at  the  University  of  Wisconsin- 
Madison.  Phillips  is  the  lead  analyst  for 
the  Wisconsin  Cancer  Reporting  System, 
Center  for  Health  Statistics.  Part  of  this 
work  was  made  possible  by  a grant  from 
the  National  Cancer  Institute,  grant 
number  R01-CA-46883.  Reprint  requests 
to:  Patrick  Remington,  MD,  Wisconsin 
Division  of  Health,  1 West  Wilson  Street, 
PO  Box  309,  Madison,  WI  53701-0309. 
Copyright  1990  by  the  State  Medical 
Society  of  Wisconsin. 


vical  cancer  occur  among  younger 
women,  approximately  half  of  all  of 
the  deaths  (56%)  occur  among  women 
65  years  of  age  or  older.  Fig  2 shows 
that  among  older  women  cervical 
cancer  is  more  likely  to  have  spread 
from  the  cervix  at  the  time  of  diag- 
nosis. Whereas  only  3%  of  cervical 
cancer  has  spread  regionally  or  dis- 
tantly at  the  time  of  diagnosis  among 

Percent 


women  18  to  35  years  of  age,  39%  has 
spread  among  women  65  years  of  age 
or  older.  Fig  3 shows  that  older 
women  are  less  likely  to  have  had  a 
recent  Pap  test. 

Comment 

This  report  demonstrates  that  many 
older  women  in  Wisconsin  are  not  get- 
ting routine  Pap  tests,  and  as  a result, 
cervical  cancer  is  detected  at  a later 
stage.  This  late  diagnosis  contributes 
to  the  increased  mortality  seen  among 
the  older  women— although  the  5-year 
survival  rate  is  about  90%  for  women 
with  localized  cervical  cancer,  it  is 
much  lower  (about  40%)  for  women 
with  advanced  disease.1 

Currently,  there  is  debate  regarding 
the  appropriate  use  of  Pap  tests 
among  older  women.  Research  has 
suggested  that  older  women  do  not 
benefit  from  Pap  testing  if  repeated 
cervical  smears  have  been  consis- 
tently normal.1  According  to  the 
recent  guidelines  from  the  US  Pre- 
ventive Services  Task  Force,  ‘‘Reg- 
ular Papanicolaou  (Pap)  testing  . . . 
may  be  discontinued  at  age  65  if  pre- 
vious smears  have  been  consistently 
normal.”1  In  contrast  to  these  recom- 
mendations, several  major  national 
health  organizations  (the  American 
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65+ 


| Never  had/heard  of  Q 3 or  more  years  ago  |_J  Less  than  3 years  ago 

Fig  3. — Time  since  last  Pap  smear  test  by  age,  Wisconsin,  1988. 
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Series  coordinators 

The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of  Environ- 
mental and  Chronic  Disease 
Epidemiology,  and  Patrick 
Remington,  MD,  are  coordi- 
nating this  public  health  series 
for  the  Wisconsin  Medical  Jour- 
nal. The  US  Preventive  Ser- 
vices Task  Force’s  Guide  to 
Clinical  Preventive  Services  pre- 
sents a thorough  assessment  of 
the  efficacy  of  screening  for  cer- 
vical cancer,  as  well  as  for  more 
than  150  interventions  for  60 


other  diseases  and  health  issues. 
The  report  is  intended  for  pri- 
mary care  physicians,  nurses, 
nurse  practitioners,  physician’s 
assistants,  other  allied  health 
professionals,  and  students.  Re- 
searched and  written  by  a panel 
of  experts  over  the  past  5 years, 
this  reference  represents  a sig- 
nificant accomplishment  for  the 
field  of  preventive  medicine  and 
should  be  of  great  value  to  all 
clinicians.  Copies  of  the  guide 
can  be  ordered  by  calling  1-800- 
638-0672  (the  cost  is  $19.95). 


Cancer  Society,  National  Cancer 
Institute,  American  College  of  Obste- 
tricians and  Gynecologists,  Ameri- 
can Medical  Association,  American 
Nurses  Association,  American  Acad- 
emy of  Family  Physicians,  and  the 
American  Medical  Women’s  Associa- 
tion) recommend  annual  Pap  smears 
for  all  women  who  are  or  have  been 
sexually  active  or  have  reached  age 
18.  These  organizations  recommend 
Pap  testing  less  frequently  once  three 
or  more  annual  smears  have  been  nor- 
mal and  if  recommended  by  a physi- 
cian, but  do  not  recommend  an  age 
to  discontinue  Pap  testing. 

According  to  the  data  presented  in 
this  report,  many  older  women  have 
never  had  Pap  tests.  Despite  the  con- 
troversy regarding  the  frequency  of 
Pap  tests  for  older  women,  it  is 


imperative  that  at  a minimum,  all 
women  over  the  age  of  65  have  a 


documented  record  of  at  least  three 
normal  Pap  smear  results. 

Continued  on  next  page 
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fy. Call 
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Continued  from  preceding  page 
There  are  important  policy  and 
economic  implications  to  the  recent 
Preventive  Services  guidelines,  which 
recommend  less  frequent  Pap  smear 
testing  among  women  of  all  ages. 
Following  these  guidelines  could 
reduce  by  one  half  or  more  the 
number  of  smears  taken  on  the  more 
than  1.5  million  women  in  Wisconsin 
who  are  at  risk  for  cervical  cancer. 


The  effectiveness  of  cervical  cancer 
screening  in  the  population  will  be 
improved,  however,  only  if  screening 
is  extended  to  those  who  are  not  cur- 
rently being  screened,  such  as  the 
elderly,  the  poor,  and  the  uninsured.2 
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HMO  financial  report,  second  quarter  1989 

The  following  chart  provides  the  second-quarter  1989  statement  of  Wisconsin’s  HMOs,  as  provided  by  the  Office 
of  the  Commissioner  of  Insurance.  The  WMJ publishes  this  information  as  part  of  the  SMS’s  ongoing  effort  to  provide 
greater  accountability  of  HMO  administrations  to  their  contracting  physicians. 

Numbers,  however,  do  not  tell  the  whole  story,  so  physicians  should  contact  either  the  OCI  or  the  chief  financial 
officer  of  the  HMO  in  question. 


Office  of  the  Commissioner  of  Insurance  HMO  quarterly  statement— 2nd  quarter  1989— unaudited 


Assets 

Liabilities 

Net  worth 

Revenue 

Expenses 

Net  income 

Enrollees 

Aetna 

2,204,936 

1,621,080 

583,856 

3,792,432 

4,635,294 

(556,289) 

8,159 

Comm  Choice 

1,982,296 

1,716,888 

265,408 

2,683,656 

2,795,512 

(111,856) 

6,909 

Compcare 

21,077,489 

16,859,805 

4,217,684 

65,083,771 

65,935,214 

(666,753) 

141,899 

Centurion 

1,405,689 

129,299 

1,276,390 

71,967 

70,379 

1,588 

0 

Dean 

22,361,525 

17,987,848 

4,373,677 

44,913,922 

42,909,623 

1,202,492 

95,895 

Family 

37,737,231 

19,884,124 

17,853,107 

40,757,105 

39,346,194 

1,410,911 

73,509 

GHC-EC 

2,724,219 

2,209,244 

514,975 

6,424,400 

6,254,251 

170,149 

13,028 

GHC-SC  WI 

9,812,668 

7,820,680 

1,991,988 

16,253,439 

15,175,017 

1,078,422 

35,152 

GLHP 

577,570 

359,402 

218,168 

854,849 

854,592 

657 

2,031 

HMO  Midwest 

2,080,485 

1,820,332 

260,153 

5,463,133 

5,420,470 

42,663 

9,525 

HMO  of  WI 

6,142,208 

4,905,963 

1,236,245 

17,637,523 

17,497,776 

99,697 

38,733 

Maxicare 

—late— 

—late— 

0 

0 

0 

0 

—late— 

Med  Assoc 

545,475 

92,492 

452,983 

1,379,754 

1,290,320 

89,434 

2,766 

Metlife 

2,231,134 

1,883,849 

347,285 

3,429,294 

3,954,906 

(525,612) 

4,196 

Midelfort 

3,236,078 

2,386,347 

849,731 

17,510,634 

17,375,355 

135,279 

28,379 

Network 

2,647,008 

1,971,163 

675,845 

10,232,953 

9,963,710 

157,354 

23,282 

NCHPP 

8,092,309 

6,064,735 

2,027,574 

14,791,225 

14,147,860 

643,365 

28,667 

Phys  Plus 

5,802,774 

4,280,740 

1,522,034 

31,187,146 

31,186,446 

700 

59,814 

Primecare 

17,097,074 

16,266,266 

830,808 

45,969,538 

47,174,562 

(1,205,024) 

102,008 

Samaritan 

19,652,829 

15,132,660 

4,520,169 

41,456,722 

40,909,695 

547,027 

85,671 

Security 

17,112,177 

13,323,030 

3,789,147 

35,543,499 

34,197,425 

1,346,074 

67,980 

U-Care 

2,474,270 

2,000,315 

473,955 

5,636,428 

5,475,424 

161,004 

12,558 

United 

2,503,417 

1,728,302 

775,115 

5,817,999 

5,940,819 

(122,820) 

14,565 

WHOIC 

13,457,536 

10,812,865 

2,644,671 

40,556,314 

39,986,208 

570,106 

95,497 

EHIC 

N/A 

N/A 

N/A 

18,378,495 

21,962,684 

(2,101,737) 

39,477 

Q-Care 

N/A 

N/A 

N/A 

5,338,051 

5,300,654 

37,397 

10,502 

Allhealth 

N/A 

N/A 

N/A 

2,353,718 

2,348,692 

5,026 

3,304 

WHPP-EC 

N/A 

N/A 

N/A 

2,964,673 

4,035,288 

(1,070,615) 

4,043 

WHPP-GrnBay 

N/A 

N/A 

N/A 

12,838,553 

13,938,601 

(1,100,048) 

25,428 

WHPP-Oshk 

N/A 

N/A 

N/A 

1,559,165 

1,882,274 

(323,109) 

2,615 

WHPP-WINN 

N/A 

N/A 

N/A 

1,980,225 

1,677,350 

302,875 

2,629 

WHPP-WISAP 

N/A 

N/A 

N/A 

737,261 

768,587 

(31,326) 

1,409 
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Yellow  pages 


Des  Moines,  Iowa.  Multispecialty  PC  has 
immediate  need  for  BC/BE  physicians  in  the 
following  specialties:  family /general  practice, 
oncology,  dermatology,  internal  medicine,  and 
OB  / G YN.  Initial  financial  package  with  start- 
up assistance,  coverage,  and  free  lease-space 
is  available.  Located  in  metro-area  of  400,000, 
great  schools,  diverse  cultural  activities,  col- 
lege/professional sports.  Interested  physicians 
reply  to  Dept  626  in  care  of  the  Journal. 

1-3/90 

Family  practice  opportunities  in  a group 
setting.  Located  in  a family  oriented  eco- 
nomically strong  small  city.  Located  near  lakes 
and  metro  area.  Contact  Andrew  V.  Lagatta, 
President  & CEO,  Clintonville  Community 
Hospital,  35  N Anne  St,  Clintonville,  WI 
54929,  ph  715-823-3121.  pl-6/90 

BC  / BE  family  physician,  internist  needed 
to  join  multispecialty  group  with  emphasis  on 
primary  care.  Town  of  12,000  with  excellent 
school  system  located  on  scenic  St  Croix  River 
20  minutes  from  Minneapolis-St  Paul,  suppor- 
tive medical  community  with  strong  local  hos- 
pital, competitive  salary  and  benefits.  Send  CV 
to  Jane  Wilkens,  MD,  St  Croix  Valley  Clinic, 
921  S Greeley  St,  Stillwater,  MN  55082;  ph 
612-439-2215.  1/90 

We  are  seeking  a Board-eligible  OB/ 

GYN  and  an  internist  with  or  without  sub- 
specialty interests  to  join  a well  established 
nine-man  expanding  multispecialty  group. 
Location  is  in  a southeastern  Wisconsin  city 
of  36,000  and  a drawing  area  of  85,000. 
240-bed  well  equipped  hospital.  Guaranteed 
salary  for  the  first  year.  Full  status  in  service 
corporation  with  shared  overhead  and  an 
incentive  oriented  formula  after  the  first  year. 
Please  contact  David  Lawrence,  MD,  92  E. 
Division  St,  Fond  du  Lac,  WI  54935;  ph 
414-921-0560  collect.  ltfn/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  col- 
umn inch. 

All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be  received 
by  the  1st  of  the  month  preceeding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical 
Jounral,  PO  Box  1109,  Madison,  WI 
53701 . FAX:  608-283-5401.  Classified 
ads  are  not  taken  over  the  telephone, 
but  questions  may  be  directed  to  608- 
257-6781  or  toll-free  in  Wisconsin, 
1-800-362-9080. 


Antigo,  Wisconsin.  Seeking  director,  full- 
time and  part-time  emergency  physicians  for 
low-volume  facility  located  in  sportsman’s 
paradise.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc,  2240  S Airport  Rd,  Room 
36,  Traverse  City,  MI  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496.  pl/90 

Family  Practice.  Physicians  seeking  a 
BE/BC  family  practice  physician  for  the  Nor- 
way, Michigan,  service  area.  The  physician 
would  have  the  option  of  joining  one  of  the 
existing  practices  and/or  setup  his/her  own 
practice.  Anderson  Memorial  Hospital  is  a 
part  of  Dickinson  County  Hospital  and  has  a 
service  area  population  of  over  45,000.  Con- 
tact: Dr  Paul  Hayes,  Anderson  Memorial  Hos- 
pital, Main  Street,  Norway,  Michigan  49870; 
ph  906-563-9243  or  office  906-563-9255. 

1-2/90 

Radiologist.  A three-man  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  ph  906- 
779-4565.  1-2/90 

Family  practice  seeking  physician  (BC  / BE) 
to  replace  retiring  MD  in  five-physician  group 
with  large  established  practice,  including  OB 
in  small  community  of  18,000  conveniently 
located  between  Milwaukee  and  Madison  with 
modem  hospital.  Guaranteed  first-year  salary 
and  fringe  benefits.  Contact:  M.  Chin,  MD, 
1507  Doctors  Court,  Watertown,  WI  53094; 
ph  414-261-4265.  pl/90 

I m mediate  care.  Primary  care  physician  to 
staff  “Walk  In”  Department  in  a multi- 
specialty group.  No  call  duties.  University 
town  with  great  cultural,  educational  and 
recreational  amenities.  Reply  to:  Adminis- 
trator, Rice  Clinic,  SC,  2501  Main  St,  Stevens 
Point,  WI  54481.  ltfn/90 

The  Wausau  Medical  Center  is  seeking 
BC  / BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics /Gynecology, 
Pediatrics  and  Rheumatology.  Modern  clinic 
facility  located  across  the  street  from  modern 
300-bed  hospital.  Full  partnership  in  three 
years.  Easy  access  to  lakes,  woods  and  moun- 
tains. Write  including  CV  to  D.K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Dr,  Wausau, 
WI  54401.  p4tfn/88 


Milwaukee  suburb.  New  and  rapidly  ex- 
panding multispecialty  full-service  clinic.  At- 
tractive benefits,  salary,  and  early  partnership 
opportunity.  Positions  available  in  internal 
medicine,  family  practice,  and  pediatrics. 
Please  send  CV  to  Administrator,  Park  Crest 
Medical  Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  ltfn/90 

Physician  opportunities.  Family  practice, 
internal  medicine,  general  surgery,  neph- 
rology, oncology,  and  OB  /GYN  opportunities 
available  in  the  midwest  and  nationwide.  All 
guarantee  excellent  incomes  and  can  be  re- 
viewed in  full  confidence.  Call  or  send  CV  to 
Mary  Agnello,  Caswell /Winters  Inc,  11400 
W Lake  Park  Dr,  Milwaukee,  WI  53224  or 
1-800-332-0488  (In  Wisconsin  414-359-1111). 

1/90 

Northeast  Wisconsin.  Position  available 
for  a BE/BC  family  physician  to  join  the 
Shawano  Clinic.  Multispecialty  group  includes 
10  full-time  family  physicians  whose  compre- 
hensive practice  includes  OB,  varied  office  pro- 
cedures, and  inpatient  management.  Call  once 
even,’  third  week.  Shawano  (population  7,500; 
service  area  25,000)  is  situated  on  the  scenic 
Wolf  River  35  miles  northwest  of  Green  Bay. 
Area  offers  abundant  outdoor  recreation.  At- 
tractive first-year  salary  with  benefits;  part- 
nership available.  More  complete  information 
available  from  Professional  Resources  Man- 
agement, 1-800-272-2777.  PRM  has  over  40 
other  positions  available  here  in  Wisconsin  in 
a variety  of  metropolitan,  urban  and  rural 
settings.  pl/90 

Lake  Winnebago,  Wisconsin  area. 

Seeking  director,  full-time  and  part-time 
emergency  physicians  for  low  volume  60-bed 
hospital.  Attractive  compensation,  full 
malpractice  insurance  coverage  and  benefit 
package  available.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  in 
Michigan  1-800-632-3496.  pl/90 

Rheumatologist— the  Racine  Medical 
Clinic,  a 37-physician  multispecialty  group 
conveniently  located  between  Chicago  and 
Milwaukee.  Well  equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excel- 
lent fringe  benefits  and  early  ownership. 
Please  send  curriculum  vitae  to:  R.D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  WI  53406. 

lltfn/87 

Internist— BC/BE.  Very  busy,  young,  solo 
internist  seeking  ambitious  associate.  Family- 
oriented  community  on  Lake  Winnebago  with 
a population  of  40,000.  No  HMOs,  PPOs  or 
subspecialists  in  internal  medicine.  Send  CVs 
to  Michael  Sergi,  MD,  14  North  Main  St,  Fond 
du  Lac,  WI  54935.  p8-12/89;l/90 
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Physicians  Exchange 

continued 

Family  practice.  Four-physician  group 
seeks  fifth  MD  (BC  / BE)  to  join  growing  prac- 
tice located  within  one  hour  of  Madison  and 
Milwaukee.  Full  benefits,  first-year  salary 
guarantee.  One  hundred  and  two  bed  commu- 
nity hospital  located  within  one  block  from 
office.  Send  CV  to  Betty  J.  Parish,  Clinic 
Mgr,  PO  Box  49,  Watertown,  WI  53094; 
ph  414-261-5204.  9-12/89;  1/90 

Minneapolis.  BC  / BE  family  practitioner  or 
other  specialty  with  emergency  room  experi- 
ence sought  for  the  Urgent  Care  Department 
of  a large  multi-specialty  group  in  desirable 
Twin  Cities  location.  Our  medical  clinic  is  a 
highly  reputable,  well-established  clinic  that 
has  been  in  existence  for  over  38  years.  Salary 
and  benefits  are  highly  competitive.  Regular 
work  week  expectation  without  night  call  or 
hospital  obligation.  Send  CV  and  letter  of 
inquiry  to  Patrick  Moylan,  Park  Nicollet 
Medical  Center,  Minneapolis,  MN  55416. 

12/89;l-2/90 

Internal  medicine  and  family'  practi- 
tioner BC/BE,  to  join  a progressive  12-phy- 
sician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  R.  M.  Hammer, 
MD,  River  Falls,  WI  54022;  ph  715-425-6701 
or  612-436-8809.  clOtfn/89 


Madison,  Wisconsin.  Familyprac- 
tice  physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit  sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.  C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish  Hatch- 
ery Road,  Madison,  WI  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


NEW  PHYSICIANS 
FOR  WISCONSIN 
is  seeking 

• Family  Physicians  • Pediatricians 

• Orthopedic  Surgeons  • Internists 

• General  Surgeons 
Contact:  Fred  Moskol 
UW  Office  of  Rural  Health 
810  University  Bay  Drive 
Madison,  WI  53705 
608/263-7933 

7-12/89;l-6/90 


Orthopedic  surgeon.  A progressive 
126-bed,  two-hospital  system  is  seeking  an 
orthopedic  surgeon  to  join  an  established  prac- 
tice in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Dickinson 
County  Hospitals  has  a medical  staff  of  45  full- 
time physicians  and  a total  service  area  popula- 
tion of  over  45,000.  Dr  Roberts  will  guarantee 
$200,000  plus  malpractice  insurance,  office 
space,  CME,  vacation  and  relocation  expenses. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

12/89;l/90 

Emergency  physician.  Outstanding 
opportunity  for  qualified  individual  to  join 
incorporated  group  of  three  BP/BC  emer- 
gency physicians  in  a unique,  democratic  and 
thoroughly  enjoyable  practice.  Excellent  com- 
pensation and  complete  career  opportunities 
are  offered  in  a very  livable  community  offer- 
ing a diversity  of  recreational  and  cultural 
pursuits.  Call  or  write  Mark  Singsnak,  MD, 
NET,  PC,  Emergency  Department,  Mercy 
Health  Center.  Dubuque,  IA  52001. 

pi  1—12/  89;1  /90 

General  surgeon  to  join  an  established 
eight-physician  group  in  a community  within 
one  hours  drive  of  Mpls./St  Paul.  Excellent 
guarantee,  good  call  coverage  and  excellent 
back-up.  Beautiful,  scenic  Wisconsin  com- 
munity. For  more  information,  call  Debbie 
Bakula  at  1-800-332-0488.  12  / 89;  1-2  / 90 

Dermatology.  The  Racine  Medical  Clinic, 
a 37-physician  multi-specialty  group  conve- 
niently located  between  Chicago  and  Mil- 
waukee. Well  equipped  clinic  offering  salary 
guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  curriculum  vitae  to:  R.  D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  WI  53406. 

lltfn/89 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact: 
J.  Linstroth,  MD,  414-835-7761.  8tfn/89 


Central  Wisconsin-BC/ BE  general 
internist  to  join  expanding  27-physician 
multi-specialty  group  with  five  intern- 
ists, two  nephrologists  and  one  gastro- 
enterologist. Very  desirable  university 
city  with  many  outdoor  recreational  and 
cultural  amenities.  Attractive  income 
and  ownership  arrangements.  Other 
areas  of  expansion  may  provide  oppor- 
tunity for  spouse  if  also  a physician. 
Send  CV  to:  Administrator,  Rice  Clinic, 
SC,  2501  Main  St,  Stevens  Point,  WI 
54481  or  call  collect  715-344-4120. 

lltfn/89 


OB  / GYN  and  family'  practice  physician, 
board  certified  / eligible.  Full-  or  part-time  to 
join  an  established  busy  group  practice  in 
Milwaukee,  Wisconsin.  Send  curriculum  vitae 
to:  Shafi  Medical  Center,  SC,  Suite  C312, 2000 
W Kilbourn  Ave,  Milwaukee,  WI  53233;  ph 
414-342-3000.  12/89;l-2/90 

Family  practice.  37-physician  multispe- 
cialty group  conveniently  located  between 
Chicago  and  Milwaukee.  Well-equipped  clinic 
offering  salary  guarantee  with  incentive 
bonus;  excellent  fringe  benefits  and  early 
ownership.  Please  send  current  curriculum 
vitae  to  Roger  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  5625  Washington  Ave, 
Racine,  WI  53406.  4tfn/88 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine.  A progressive  126-bed, 
two-hospital  system  is  seeking  the  above 
specialists  to  establish  practices  in  the  Iron 
Mountain  area  of  Michigan’s  upper  peninsula. 
Must  be  BE/BC.  Located  100  miles  north  of 
Green  Bay,  Wisconsin,  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population 
of  over  45,000.  Diagnostic  capabilities  include 
a CT  scanner,  C02  laser,  and  a fully  staffed 
special  diagnostic  department.  Contact:  John 
Schon,  Administrator,  Dickinson  County 
Hospitals,  400  Woodward  Ave,  Iron  Moun- 
tain, MI  49801;  ph  906-779-4500. 

12/89;l/90 

Family  practice.  Southwest  Iowa  com- 
munity of  7800  (servicing  27,000)  seeking  a 
family  physician  to  join  well-established  six- 
doctor  practice.  Modern  facility  adjacent  to 
100-bed  hospital.  Income  guaranteed  first  year 
and  full  partnership  after  first  year.  For  addi- 
tional information  write  to  Atlantic  Medical 
Center,  Sue  Marsh,  Office  Manager,  PO 
Box  429,  Atlantic,  Iowa  50022  or  phone 
712-243-2850.  ll-12/89;l/90 

Baraboo,  Wisconsin.  Emergency  Depart- 
ment at  St.  Clare  Hospital  seeks  full-timt 
staff  physician.  Approximately  10,000  annual 
visits.  Compensation  to  be  negotiated.  Pleas- 
ant area  in  which  to  live,  near  Devil’s  Lake  and 
the  Baraboo  Hills.  Also,  Madison  nearby.  Con- 
tact: Thomas  Warwick,  Executive  Vice  Pres- 
ident, St  Clare  Hospital,  707  14th  St,  Baraboo, 
WI  53913;  608-356-5561,  ext  492.  lltfn/89 


Northwestern  Wisconsin.  Family 
practitioner  to  join  two  physicians  in 
Shell  Lake.  Guaranteed  salary  and 
fringes.  Local  hospital.  Enjoy  excellent 
family  living  in  great  all  season  recrea- 
tional area.  Contact  Alan  Haesemeyer, 
MD,  209  4th  Ave,  W,  Shell  Lake,  WI 
54871;  ph  715-468-2711. 

12/89;l-2/89 
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Physicians  Exchange 

continued 


West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for 
100-bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insur- 
ance provided  and  benefit  package  available 
to  full-time  staff.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496.  pl/90 

Internist  BE/BC.  North  Shore  Internal 
Medicine,  PC,  is  seeking  an  energetic  general 
internist  to  enjoy  the  benefits  of  a rapidly 
expanding  practice.  New  office  close  to  hospi- 
tal. Michigan  State  Medical  School  Campus. 
Send  resume  to  2420  First  Ave,  South, 
Escanaba,  MI  49829;  ph  906-786-1563. 

10tfn/88 

Practice  for  sale.  Southwest  Milwaukee 
suburb.  Internal  medicine  or  primary  care. 
Located  on  main  thoroughfare  in  hospital 
neighborhood.  Reasonable  terms.  Financial 
assistance  available.  Inquire:  PO  Box  727,  Elm 
Grove,  WI  53122.  8tfn/89 

Ski-Vail,  Beaver  Creek,  Colorado. 

Beautiful  two-bedroom,  two-bath  condo.  1100 
sq  feet.  Located  at  the  entrance  of  Beaver 
Creek.  For  more  information  call  Herald  Trim- 
mell,  DDS;  ph  414-567-8386.  1/90 


Wisconsin  Indiana  Michigan 


• Internal  Medicine 


• OB/GYN  • Family  Practice 
A variety  of  practice  settings— many  on  lakes. 


Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1 -800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 


STRELCHECK  & ASSOCIATES.  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  WI  53092  pl-2/90 


Beloit  Clinic,  SC,  an  expanding 
44-physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
family  practitioner  and  a plastic  sur- 
geon. Guaranteed  salary  with  incentive, 
plus  excellent  fringe  benefits.  Send  CV 
to  James  R.  Ruethling,  Administrator, 
Beloit  Clinic,  SC,  1905  Huebbe  Park- 
way, Beloit,  WI  53511;  ph  608- 
364-2200.  12/89;l-5/90 


Twenty-nine  physician  multispecialty 
clinic  located  in  desirable  East  Central  Wis- 
consin location  is  seeking  Board-certified  or 
Board-qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospital. 
Liberal  guarantee  and  benefits.  If  interested 
contact  D.F.  Sweet,  MD,  Fond  du  Lac  Clinic, 
SC,  80  Sheboygan  St,  Fond  du  Lac,  WI  54935. 

9tfn/87 


Medical  Meetings — Continuing 
Medical  Education 

continued 

February  6-8,  1990:  Indianhead  Sym- 
posium and  Ski  Outing,  Lakewoods,  Cable, 
Wisconsin.  Wisconsin  Academy  of  Family 
Physicians;  ph  414/784-3656.  1/90 


March  19—21,  1990:  NIH  Consensus 
Development  Conference:  Surgery  for  Epi- 
lepsy. Masur  Auditorium,  Bethesda,  Mary- 
land. Info:  Conference  Registrar,  Prospect 
Associates,  1801  Rockville  Pike,  #500,  Rock- 
ville, MD  20852;  301-468-6338.  gl2/89 

June  24— 27,  1990: 17th  Annual  Harvard 
Medical  School  Course  on  Intensive  Care 
Medicine,  "The  Art  and  Science  of  Critical 
Care.”  Omni  Parker  House  Hotel,  Boston, 
Mass.  Info:  Bart  Chernow,  MD,  Dept  of 
Anaesthesia,  Harvard  Medical  School /Massa- 
chusetts General  Hospital,  32  Fruit  St,  Boston, 
MA  02114;  ph  617-726-2858. 

gl2  / 89;  1—3  / 90 

July  26—28,  1990:  Wisconsin  Society  of 
Obstetrics  & Gynecology  Annual  Meeting, 
Embassy  Suites  Hotel,  Brookfield,  gl-6/90 


March  4— 10, 1990: 19th  Annual  Pediatric 
Postgraduate  Course,  Pediatric  Update  1990, 
Hotel  Ritz,  Lisbon,  Portugal.  Info:  Ann  J. 
Boehme,  CMP,  Schneider  Children’s  Hospital 
of  Long  Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY  11042;  ph  718-470-8650. 

gl2/89 


September  13—15,  1990:  Wisconsin 
Society  of  Internal  Medicine,  Concourse 
Hotel,  Madison.  gl-8/90 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are  par- 
ticularly invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Educa- 
tion courses  at  the  following  rates:  55<t 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must 
be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month  of 
publication;  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address  com- 
munications to:  Wisconsin  Medical 
Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  in  Wisconsin:  1-800-362-9080. 
OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


Nearly  a perfect  practice; 
working  with  a preventative 
health  care  team  in  a beautiful 
new  facility.  This  well  estab- 
lished women’s  program  offers: 

• Excellent  guaranteed 
income /benefits 

• Flextime  available 

• Affiliation  with  premier 
multi-specialty  group 

• Safe,  well-educated 
community 

Send  CV  or  call: 
Maxine  Brinkman,  Director 
(515)  424-1100 
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Medical  Meetings — Continuing 
Medical  Education 

continued 

September  14—16,  1990:  Wisconsin 
Society  of  Anesthesiologists,  Embassy  Suites, 
Green  Bay.  gl-8/90 


AMA 

June  24—28,  1990:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  2—5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23—27,  1991:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  8— 11,1 99 1 : Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  6—9,  1992:  Interim  House  of 
Delegates,  Nashville. 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 

1989— 1993 

All  meetings  will  be  held  in  Milwaukee 
at  the  Milwaukee  Exposition  and  Con- 
vention Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the 
headquarters  hotel,  unless  otherwise 
indicated. 

1990—  April  26-28:  Green  Bay 
Convention  Center,  Embassy  Suites 

1991—  April  18-20:  Milwaukee 
Wyndham  Hotel 

1992—  April  23-25 

1993—  April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994—  April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and 
Friday;  the  first  session  of  the  House 
of  Delegates  will  convene  on  Thursday, 
the  second  and  third  on  Friday.  Scien- 
tific programming  will  be  on  Friday 
and  Saturday. 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI 53701.  Local  Tele- 
phone: 257-6781;  toll-free  in  Wiscon- 
sin: 1-800-362-9080. 
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1 990  CME  CRUISE /CONFERENCES 
ON  MEDICOLEGAL  ISSUES  AND 
SELECTED  MEDICAL  TOPICS.  Carib- 
bean, Bermuda,  Alaska/Canada,  New 
England,  Scandinavia,  W Mediterranean, 
Europe,  Asia,  Trans  Panama  Canal.  Approved 
for  20-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Dis- 
tinguished lecturers.  Excellent  group  fares  on 
finest  ships.  Pre-scheduled  in  compliance  with 
IRS  requirements.  Information:  International 
Conferences,  1290  Weston  Rd,  #316,  Ft 
Lauderdale,  FL  33326;  ph  800-521-0076  or 
305-384-6656  plO-1 1 / 89;  1 / 90 
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EATING  RIGHT 
IS  HIGHLY 
LOGICAL. 


Recommendations: 

Eat  high-fiber  foods,  such 
as  fruits,  vegetables,  and 
whole  grain  products.  Eat 
fewer  high-fat  foods. 
Maintain  normal  body 
weight.  And  live  long 
and  prosper. 
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Medical  Writing 
Contest 

Contestants: 

• Medical  students  enrolled  in  either  of  Wisconsin’s  two  medical  schools 

• Residents  actively  training  in  Wisconsin 

Awards: 

• One  student;  one  resident 

• Recognition  certificate 

• $500 

• Publication  in  the  Wisconsin  Medical  Journal 

• Presentation  at  the  1990  SMS  Annual  Meeting 

Rules: 

• Subject  matter  must  fall  within  the  parameters  of  scientific  medicine:  clinical,  case 
report,  research  and  review 

• Paper  must  be  original,  unpublished,  and  credited  to  one  author  (although  multiple 
authors  may  be  listed) 

• Limited  to  10  pages,  typewritten,  double-spaced,  1-inch  margins 

• Illustrations  are  encouraged,  but  must  be  included  in  the  10-page  length  limit 

• The  Editorial  Board  of  the  Wisconsin  Medical  Journal  serves  as  the  panel  of  judges 
and  has  final  authority  in  all  decisions 

Criteria: 

• Scientific  merit:  research  methods,  data  analysis,  subject  or  patient  population 
selection,  control  of  variables,  literature  analysis 

• Applicability:  usefulness  of  results  to  private  practitioner,  academician,  researcher 

• Content:  depth  of  analysis,  continuity  of  discussion  supporting  the  main  thesis, 
feasibility  of  conclusions 

• Innovation:  uniqueness  of  idea,  creativity,  improvement  of  existing  techniques, 
previously  undiscovered  data,  advancement  of  basic  understanding 

• Organization 

• Clarity  of  writing 

Deadline: 

Entries  must  be  received  by  the  Wisconsin  Medical  Journal  no  later  than  February  15, 
1990:  PO  Box  1109,  Madison,  WI  53701 

Group  Major  Medical  Insurance  Plan 


Endorsed  for  members  of 
the  State  Medical  Society 
by  SMS  Services,  Inc. 


You  Pay 
Your  Chosen 
Annual  Deductible* 
on  covered  charges 


The  Plan 

then  pays  80%  of  next  $2,500 
of  covered  charges 


Next  the  Plan  then  pays 

100%  of  covered  charges  incurred  during  the  balance  of  the  calendar  year 
subject  to  the  $1 ,000,000  lifetime  maximum  benefit  per  person 


‘The  deductible  is  per  person  per  calendar  year  with  a family  maximum  of  three  times  the  per  person  deductible. 


• Free  Choice  of  Physician 

• Guarantee  Issue  for  New  SMS  Members 
Provided  They  Enroll  When  First  Eligible 

• Deductible  Choices:  A.  Physicians  $500  or  $1,000; 

B.  Employees  $100,  $500  or  $1,000 

• Personal  Service 

• Competitive  Rates 

Call  us 


ERVICES 


P.O.  Box  1109,  Madison,  WI  53701 

Phone  608/257-6781  or  Toll-Free  1-800-362-9080 
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Alien  HMOs  are  trying  to 
carve  themselves  a big- 
ger slice  of  the  healthcare 
pie.  They're  landing  satel- 
lite offices  in  communities  that, 
until  recently,  they  ignored.  What 
attracts  them  now?  Your  patients. 
HMO  OF  WISCONSIN  was  con- 
ceived as  an  organization  concerned 
about  community  healthcare.  We 
are  dedicated  to  preserving  exist- 
ing healthcare  resources  across 
Wisconsin.  We’ve  helped  build  a 
strong  network  of  providers,  clinics 
and  hospitals  to  keep  “quality 
healthcare  close  to  home.” 

It  doesn't  take  much  to  see  the 
difference  between  us  and  the 
alien  HMOs. 

122980489 


We  promote  cooperation  and  local 
autonomy.  They  depend  on  a 
remote,  centralized  structure.  We 
have  a base  of  more  than  2,000 
specialists  for  our  primary  care 
physicians  to  choose  from.  They 
funnel  their  physicians'  referrals  to 
their  own  specialists.  We  help 
keep  healthcare  dollars  circulating 
in  the  community.  They  ship  it 
back  to  the  main  office. 

Which  choice  is  better  for  you,  your 
patients  and  your  practice?  When 
you  join  HMO  OF  WISCONSIN, 
you  are  represented  on  its  board 
through  your  membership  in  the 
Rural  Physicians’  Association.  And 
you  have  stock  ownership  oppor- 
tunities. So  you  are  working  for 
yourself,  and  for  your  future. 


Why  cut  a smaller  piece  of  the 
pie?  For  more  information  about 
the  advantages  of  HMO  OF 
WISCONSIN,  call  us  toll-free  at 
1-800-362-3308. 


HMO 

of  Wisconsin 

576  Third  St  • Prairie  du  Sac,  Wl  53578  • (608)  643-2491 
Toll-tree  in  Wl  1-800-362-3308 
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Vice  Speaker 
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Opinions 


President’s  page 

Arbitration  as  an  alternative  to  torts 


FOR  the  past  year  and  a half, 
The  SMS  Blue  Ribbon  Task 
Force  on  Alternatives  to  the  Tort 
System  in  medical  liability  disputes, 
has  been  meeting.  Of  the  various 
alternative  dispute  resolution  systems 
studied  to  date,  binding  arbitration 
seems  to  have  the  most  potential  for 
addressing  our  current  system’s  prob- 
lems. It  also  has  the  decided  advan- 
tage of  not  necessarily  requiring 
legislation  for  its  implementation. 

For  a physician  to  enter  into  a com- 
pulsory binding  arbitration  system 
with  a patient,  that  physician  would 
have  to  sit  down  with  the  patient 
before  any  diagnosis  or  treatment  and 
obtain  an  agreement  stating  that  if  any 
dispute  should  arise  in  the  course  of 
treatment,  that  dispute  would  be 
resolved  by  a compulsory  binding  ar- 
bitration system  rather  than  by  a jury. 

In  this  type  of  one-on-one  system 
such  a scenario  acted  out  prior  to  any 
diagnosis  or  treatment  could  chill  the 
rapport  between  patient  and  physi- 
cian, if  not  irreparably  harm  the 
doctor-patient  relationship.  This  type 
of  system  is  in  place  in  a few  states 
such  as  Michigan,  New  York,  and 
Colorado,  but  they  have  not  reported 
a case  history  we  can  evaluate.  The 
approach  being  used  for  several  years 
by  Kaiser  Permanente  in  California, 
however,  really  caught  our  attention. 

This  giant  HMO  has,  as  part  and 
parcel  of  its  agreement  with  sub- 
scribers, a stipulation  calling  for  bind- 
ing arbitration  rather  than  tort 
proceedings  if  disputes  arise  between 
patients  and  physicians  or  other 
health  care  providers.  We  spent  a day 
discussing  this  method  with  a rep- 


resentative from  Kaiser.  The  conver- 
sation was  quite  enlightening.  When 
disputes  arise  under  the  Kaiser  plan, 
the  plaintiff  appoints  one  arbitrator, 
the  defendant  appoints  one  arbitrator, 
and  these  two  arbitrators  pick  a third. 
Kaiser’s  experience  has  shown  (as 
well  as  common  sense)  that  attorneys 
knowledgeable  in  medical  malprac- 
tice law  make  the  best  arbitrators. 

Two  of  the  advantages  of  such  a 
system  are  that  it  is  quicker  and 
cheaper.  The  average  time  from  case 
filing  to  final  resolution  is  con- 
siderably shorter  under  such  an  ar- 
bitration system.  Under  Kaiser’s 
arbitration  system,  a 10-  to  14-day 
proceeding  is  replaced  by  a 2-  to  3-day 
arbitration  hearing.  The  proceedings 
are  fought  just  as  hard,  but  the  argu- 
ments are  at  a much  higher  plane 
because  the  arbitrators  don’t  have  to 
be  educated  in  the  law  on  such  mat- 
ters as  negligence  and  causation. 

A third  advantage  is  that,  according 
to  Kaiser,  the  level  of  argument  and 
discussion  used  in  an  arbitration  hear- 
ing, as  opposed  to  the  dramatics  and 
histrionic  frequently  employed  in  a 
jury  trial,  are  less  debilitating  to  a 
physician’s  self  esteem  and  emotional 
health.  Inflammatory  verbiage  such 
as  “incompetent”  and  “butcher”  find 
no  quarter  in  reasoned  discussion. 

Finally,  the  results  of  arbitration 
proceedings  are  much  more  predict- 
able than  with  our  present  jury 
system.  Runaway  jury  awards  fos- 
tered out  of  sympathy  are  avoided, 
but  when  a negligent  act  of  a physi- 
cian is  found  to  cause  an  injury  to  a 
patient,  an  appropriate  award  is 
given. 


William  L.  Trcacx,  MD 


Because  of  the  attractiveness  of  this 
system,  Mark  Adams,  corporate 
counsel  of  the  SMS,  and  I have  been 
visiting  a number  of  groups  who 
either  have  a strong  HMO  affiliation 
or  are  self-insured,  to  explore  the 
possibility  of  starting  a system  like 
this  in  our  state.  The  response  we 
have  received  from  these  groups  so 
far  has  been  quite  positive. 

One  can  be  assured  that  once  a 
system  like  this  is  started  in  Wiscon- 
sin, the  press  will  quickly  attempt  to 
evaluate  it’s  merits  and  give  it  pub- 
licity. We  are  confident  this  system 
will  be  found  equitable  to  both  doc- 
tors and  patients. 

The  groups  we  have  visited  are  now 
internally  evaluating  the  pros  and 
cons  of  this  system.  I hope,  for  all  of 
us  practicing  medicine  in  this  “sue 
’em”  era,  we  will  see  a system  im- 
plemented in  the  near  future  that  is 
swift,  predictable,  and  fair  to  our  pa- 
tients and  to  ourselves,  f 
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WMJ  announces 
physician  photo  contest 


Awards:  Publication  on  the  cover  of  the  Wisconsin  Medical  Journal  and  a commemorative  plaque,  presented 
at  the  SMS  annual  meeting. 

Eligibility:  The  competition  is  open  to  members  of  the  State  Medical  Society  of  Wisconsin  and  its  Auxiliary  only. 

Guidelines:  A total  of  three  entries  in  any  combination  of  the  following  categories  may  be  submitted. 

• A doctor’s  life 

• The  science  of  medicine 

• The  art  of  healing 

• Wisconsin  wildlife 

• Wisconsin  places 

• Wisconsin  people 

Entry  in  the  contest  constitutes  agreement  to  allow  the  entered  photographs  to  be  published  in  or  on  the  cover 
of  the  Wisconsin  Medical  Journal.  Vertical  photos  are  preferred,  but  horizontal  photos  are  accepted.  Entrants 
retain  all  other  rights  to  their  photographs. 

Entries  must  be  original  prints  or  slides  in  color  or  black  and  white.  Prints  may  be  mounted,  but  not  framed, 
and  mount  size  should  not  exceed  11x14.  Negatives  must  be  available  for  all  prints. 

The  back  of  each  photograph  must  bear  the  photographer’s  name,  address  and  phone  number,  and  the  title— if 
any— of  the  photo.  Enclose,  preferably  on  a separate  sheet,  a brief  description  of  where,  when  and  how  the  photo 
was  taken.  If  possible,  note  the  make  and  model  of  camera  and  lens  used  for  each  photo,  film  used,  exposure 
settings,  and  any  special  equipment.  Previously  published  material  may  be  entered;  however,  please  include  the 
information  on  when  and  where  the  photo  has  appeared. 

The  WMJ  cannot  be  responsible  for  entries— so  do  not  send  your  only  copy. 

Deadline:  All  entries  must  be  postmarked  no  later  than  February  15,  1990.  Send  entries  to;  Photo  Contest, 
Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI  53701. 


Editorials 

A victim  of  misinformation 


The  following  letter  and 
testimony  were  received  as  a 
response  to  my  letter  to  Sen  Moen, 
in  which  I voiced  opposition  to  SB 
243. 1 think  you’ll  find  it  interesting. 

Dear  Dr  Sautter: 

...  It  is  not  the  intent  of  this  legislation 
to  penalize  residents  or  interns.  I intro- 
duced this  legislation  in  response  to  com- 
plaints that  I received  from  residents  about 
working  long  hours.  This  legislation  is  an 
attempt  to  address  those  complaints  and 
to  improve  the  quality  of  health  care  for 
hospital  patients  in  Wisconsin  ...  I am 
enclosing  a copy  of  my  testimony  which 
I presented  at  the  SB  243  public  hearing 
...  I feel  that  this  legislation  would  im- 
prove the  quality  of  health  care  in  our 
state 

—Joseph  J.  Czamezki 
state  senator,  8th  District 


Testimony  on  SB  243 

Thank  you  for  the  opportunity  to  testify 
in  favor  of  SB  243.  I will  keep  my 
testimony  brief,  because  I am  not  an 
expert  on  this  issue.  Unfortunately,  those 
who  are  experts,  the  residents,  interns  and 
their  families,  who  have  spoken  to  me  in 
confidence  on  this  issue,  probably  will  not 
be  here  to  testify,  because  they  fear 
reprisals  from  their  employer  or  black- 
listing by  the  medical  establishment. 

SB  243  would  impose  what  opponents 
will  call  radical  limits  on  the  hours 
residents  and  interns  would  be  allowed  to 
work  in  Wisconsin  hospitals.  SB  243 
would  limit  residents  and  interns  to  a 
24-hour  work  day,  an  80-hour  work  week 
and  require  at  least  one  day  off  per  week. 
Currently,  some  residents  and  interns 
work  32-,  36-  and  48-hour  shifts.  They 
always  are  on  call.  Some  work  100-hour 
weeks,  with  little  or  no  sleep,  and  minimal 
supervision,  as  part  of  their  medical  train- 


ing. These  long  hours  lead  to  stress  and 
fatigue  that  can  compromise  patient  care. 

The  hours  of  these  interns  and  residents 
are  intolerable.  We  have  exhausted  doc- 
tors taking  care  of  terribly  ill  patients. 

Shortening  hours  and  reducing  work- 
load for  residents  and  interns  is  long  over- 
due, if  we  are  to  ensure  that  all  patients 
have  a competent,  caring  physician.  The 
old  system  of  residents  working  long,  long 
hours  needs  to  be  broken  up  into  shorter 
work  shifts  with  periods  of  rest. 

We  have  a system  of  very,  very  sick 
patients  being  cared  for  by  very,  very  tired 
doctors.  We  have  to  relieve  residents  and 
interns  of  some  of  their  work  and  give 
hospital  patients  the  care  that  they 
deserve. 

Opponents  of  this  bill  will  argue  that  it 
simply  costs  too  much  and  that  it  will  re- 
quire additional  medical  personnel  to  per- 
form the  duties  now  being  performed  by 
Continued  on  next  page 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Continued  from  preceding  page 
residents  and  interns.  However,  this  is  not 
always  the  case.  Residents  have  told  me 
that  a large  amount  of  their  work  is  un- 
skilled and  entry  level.  They  work  as 
messengers  and  transporters,  and  perform 
other  unskilled  tasks.  These  tasks  do  not 
require  doctors  or  even  nurses.  People  are 
available  to  do  this  work  if  we  just  manage 
our  time  and  personnel  better. 

Opponents  also  will  argue  that  this  bill 
could  compromise  medical  education  and 
training.  I believe  that  this  bill  can  only 
improve  the  training  of  doctors,  because 
residents  will  be  more  alert  during  the  time 
they  are  seeing  their  patients.  Residents 
tell  me  that  now  they  are  watching  the 
clock  after  24,  32  or  36  hours,  dying  to 
leave  the  hospital,  because  they  are  so 
tired.  They’re  not  thinking  about  what 
they  are  doing  or  how  they  are  caring  for 
their  patients  and  they  are  certainly  not 
learning. 

I view  SB  243  as  an  important  first  step. 
If  we  are  to  significantly  improve  patient 
care,  we  must  reduce  workload,  but  we 
also  must  consider  increasing  compensa- 
tion for  residents  and  interns,  so  they  are 
not  forced  to  work  long  hours  or  to 

Soundings 

Our  doctors 

A doctor  is  an  eternal  student, 
Necessary  if  he  is  considered 
prudent; 

Of  course  new  diseases,  bound  to 
sprout, 

And  oldies  like  the  bothersome 
gout. 

Using  various  instruments  and 
stethoscope 

Helps  him  to  give  all  patients 
hope. 

At  the  office,  and  hospital  too, 

He  knowingly  attacks  the  old  and 
the  new; 

Understanding,  kindness  and 
sympathy 

Are  expected  to  come  from  he  or 
she. 

Nurses,  he  must  ever  have  on  call, 
A qualified  young  lady,  loved  by 
all. 


moonlight  for  economic  reasons.  We  also 
should  consider  deferring  payment  of 
medical  education  loans  until  residency 
and  internships  are  complete. 

Passage  of  SB  243  can  only  improve  the 
quality  of  health  care  for  the  people  of 
Wisconsin.  I urge  the  committee  to  act 
favorably  on  this  legislation. 

I would  respond  by  saying  that  the 
senator’s  heart  is  in  the  right  place 
but,  alas,  he  does  not  understand  the 
situation.  He  has  probably  been  vic- 
timized by  misinformation.  As  occurs 
in  many  such  instances,  there  is  a 
grain  of  truth  in  his  testimony  and 
there  may  be  an  occasional  resident 
in  Wisconsin  who  works  a 100-hour 
week.  It  is  certainly  not  the  common 
situation  and  does  not  justify  passage 
of  SB  243. 

For  the  senator  to  portray  the  direc- 
tors of  the  residency  programs  as 
slave  drivers  is  a gross  misrepresen- 
tation. I can  only  speak  for  our  institu- 
tion, which  is  actively  involved  in 
residency  training,  but  we  do  not 
generally  expect  our  residents  to  be 


So  doctors  and  their  staffs  who 
serve 

Ailing  people  who  always  deserve 

The  best  of  the  physician’s  talents 

Obtain  everything  reserved  for 
their  patients. 

With  God’s  help  and  knowledge 
gained 

Eliminating  all  that  causes  pain. 

With  total  talents  doctors  know 
they  must 

Help  all  of  them  who  in  them 
trust. 

And  our  Lord  and  nurses  aid 
them. 

—Clarence  E.  Leet 
West  Allis 

—Submitted  by  George  R. 
Schneider,  MD 
West  Allis  I 


on  call  more  than  one  night  in  three. 
On  some  services,  they  can  take  call 
at  home  where  they  are  with  their 
families. 

The  implication  that  residents  who 
support  his  bill  are  fearful  of  being 
black-listed  is  without  foundation.  I 
have  received  a letter  from  Diane 
Cook,  administrator  of  the  University 
of  Wisconsin  Housestaff  Association, 
which  indicated  that  the  UWHA,  as 
a group,  does  not  support  SB  243  or 
the  concept. 

In  the  distant  past,  interns  and 
residents  were  a source  of  cheap 
labor.  That  situation  has  changed 
greatly.  First-year  residents  receive 
$30,000  (salary’  plus  benefits)  and  fifth 
year  residents  receive  $47,000  (salary 
plus  benefits).  It  would  be  hard  to  con- 
vince our  blue-collar  folks  in  Wiscon- 
sin that  this  is  not  a living  wage  (slave 
labor).  Additionally,  to  my  knowl- 
edge, the  majority  of  educational 
loans  are  deferred  until  after  comple- 
tion of  a residency  program. 

The  senator,  I fear,  misses  the  point 
of  greatest  concern  for  all  program 
directors— that  their  programs  pro- 
vide sufficient  training  for  their 
residents  to  become  quality  physi- 
cians, and,  hopefully,  to  pass  the 
board  examination  which  certifies 
them  as  specialists.  Most  program 
directors  I know  mark  their  success 
by  the  percent  of  residents  who 
receive  certification. 

In  many  instances,  the  relationship 
between  a program  director  and  the 
residents  he  or  she  is  training  is  an 
intimate  one.  The  senator  suggests 
that  legislative  action  will  improve 
this  relationship.  Legislative  action 
will  not  improve  the  situation.  It  will 
interfere  with  teaching  and  the  learn- 
ing process  which  is  essential  to  pro- 
duce highly  qualified  specialists.  This 
is  another  example  of  misguided 
elected  officials  feeling  legislation  will 
solve  all  problems  regardless  of  how 
intricate.  I believe  SB  243  should  be 
rejected. 

—Richard  D.  Sautter,  MD 

medical  editor 

Marshfield  | 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
light.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we're  not  just  insuring  your  finances.  We  re 
protecting  vour  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  vears  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  vour  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
sene  our  doctors. 

If  you  would  like  this  kind  of  aggressive' 
defense  in  your  corner,  don't  wait.  Call  The 
Medical  Protective  Companv  General  Agent 
in  vour  area  todav. 


'IG.c.Rl 

^ f»t  n ttM  r.  P ;<ty 1-  su*  r c '/  w City/fVAVt  r 

Serving  Wisconsin  Physicians  Since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Road,  Elm  Grove,  W I 53122,  (414)  784-5780 
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PO  Box  1109,  Madison,  WI  53701.  f 


Letters 

The  80-hour 
work  week 
revisited 

To  THE  EDITOR:  In  a recent  editorial 
(' Wis  Med  J 1989;88(10):6-7),  it  was 
stated  proposed  legislation  to  limit 
interns  and  residents  to  an  80-hour 
work  week  originated  from  “ignor- 
ance of  the  health  care  system’’  and 
the  “purposes  the  system  services.” 
The  editorial  went  on  to  suggest  the 
legislation  would  have  an  adverse 
affect  on  the  delivery  of  health  care 
to  rural  Wisconsin  communities.  The 
“apprentices,”  residents  and  interns, 
would  be  unable  to  “serve  small  rural 
hospitals”  if  this  legislation  was 
adopted.  Hence,  this  legislation  would 
have  a “devastating  effect”  on  the 
delivery  of  health  care  in  those  areas. 

The  editorial  offers  scenarios  as 
what  could  “conceivably  appear”  if 
there  was  a legislated  cap  on  weekly 
hours.  A surgeon,  it  was  stated  in  his 
or  her  80th  hour  would  have  to  quit 
an  operation  “even  though  the  pro- 
cedure was  not  completed.”  Also, 
wouldn’t  a patient  be  “unfortunate” 
if  he  or  she  had  massive  bleeding  and 
the  doctor  assigned  had  completed  his 
or  her  80  hours  and  must  leave  the 
hospital.  The  implication  in  the  edi- 
torial is  that  these  physicians  should 
not  have  hourly  restrictions  and  be 


allowed  to  continue  delivering  health 
care  to  their  respective  patients. 

However,  should  these  scenarios  be 
preserved  in  rural  Wisconsin?  Are 
these  scenarios  appropriate  goals  for 
health  care  in  rural  Wisconsin?  The 
editorial  seems  to  imply  it  is  OK  for 
rural  Wisconsinites  to  be  having  sur- 
gery by  a physician  who  has  already 
worked  80  hours  that  week.  It  is  OK 
for  the  patient  with  the  massive  bleed- 
ing, in  rural  Wisconsin,  to  have  a 
physician  managing  their  care  who 
has  already  been  working  80  hours? 
Some  of  the  “ignorant”  do  not  feel  this 
health  care  standard  ought  to  be 
preserved. 

Nowhere  in  Wisconsin,  rural  or 
urban,  should  a person  in  need  of 
health  care  have  as  there  only  alter- 
native a physician  managing  their 
care  who  has  already  worked  80  hours 


that  week.  Very  few  physicians  feel 
any  professional’s  competency  in- 
creases after  he  works  80  hours  in  a 
week.  Physicians  are  no  different. 
Our  profession  ought  to  be  supplying 
more  farsighted  goals  and  options  for 
health  care  in  Wisconsin.  We  ought 
to  be  on  the  forefront  telling  Wiscon- 
sinites we  do  not  think  the  scenarios 
depicted  should  be  preserved.  We 
should  support  the  80-hour  work 
week  cap.  The  editorial  states  this 
legislation  would  adversely  “affect 
the  delivery  of  health  care  in  the  in- 
dividual communities.”  While  it’s  true 
that  delivery  of  health  care  to  indi- 
vidual Wisconsin  communities  is  im- 
portant, delivery  of  excellent  health 
to  Wisconsin  individuals  is  more 
important. 

—David  C.  Olson,  MD 
Wauwatosa  f 


Dr  Kabler  elected  president  of  North  Central 
Medical  Conference 

J D Kabler,  MD,  of  Madison,  immediate  past  president  of  the  SMS,  assumed 
the  presidency  of  the  North  Central  Medical  Conference  at  the  group’s  annual 
meeting  in  Minneapolis  in  November.  Dr  Kabler  had  served  as  president-elect 
of  the  conference  for  1988-89. 

Dr  Kabler  is  director  of  the  University  Health  Service  of  the  University  of 
Wisconsin-Madison  and  served  as  president  of  the  SMS  during  1988-89. 

Discussions  about  rural  health  care  problems  dominated  this  year’s  two-day 
meeting.  The  North  Central  Medical  Conference  includes  the  medical  associa- 
tions of  North  Dakota,  South  Dakota,  Nebraska,  Iowa,  Minnesota,  and  Wiscon- 
sin and  represents  about  25,000  physicians,  f 
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No  Other  Physician-Supervised  Weight  Control 
Program  Delivers  This  Winning,  Combination 
...and  that  makes  Medifast  #i 


Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • 


Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help. ..the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 


TRAINING  MANUALS 


Medifast  will  work  for  you,  too. 
Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 
The  Medifast  Program  includes: 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 

* Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 


Nutritionally  complete. 

* Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

* Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

* Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


* National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles ; PATIENT  SUPPORT 


You  know,  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMOTION  PORTFOLIO 
For  complete  information  call  toll-free 


1 800  638-7867 
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The  Nutrition  Institute  of  Mary  land 
I William  J.  Vitale,  M.D. 
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Scientific 


the  potential  for  prevention 


Liver  cancer  in  Wisconsin: 

Irene  R.  Mirkin,  MD,  Patrick  L.  Remington,  MD,  Mark  Moss,  DDS,  and 
Henry  Anderson,  MD,  Madison 

In  this  study  liver  cancer  deaths  that  could  be  attributed  to  certain  risk 
factors  were  calculated.  Applying  population  attributable  risk  meth- 
odology, the  attributable  risk  of  liver  cancer  was  estimated  for  alcohol 
use,  hepatitis  B viral  exposure,  and  occupational  and  industrial  exposures. 
We  found  that  these  three  risk  factors  accounted  for  38%  of  liver  cancer 
mortality  in  Wisconsin;  29%  was  attributable  to  alcohol  consumption, 

7%  to  occupational  exposures,  and  2%  to  hepatitis  B viral  infection.  More 
than  half  of  liver  cancer  mortality,  however,  was  not  accounted  for  by  the 
three  risk  factors  studied.  Wis  Med  J 1990;89:49-53. 


Liver  cancer  is  an  uncommon, 
but  important  cause  of  cancer 
in  Wisconsin;  in  1987,  108  cases  of 
liver  cancer  were  reported  to  the 
Wisconsin  Cancer  Reporting  Sys- 
tem.1 Liver  cancer  is  usually 
diagnosed  late  in  the  course  of  the 
disease  and  carries  a poor  prognosis, 
with  a median  survival  time  of  only 
four  to  six  months.2  In  fact,  the 
5-year  survival  rate  of  liver  cancer  is 
3%,  one  of  the  lowest  when  compared 
to  other  cancers.3  Because  the 
diagnosis  is  usually  made  in  the  late 
stages  of  the  disease  and  treatment 
is  generally  ineffective,  prevention  is 
particularly  important.24  In  this 


From  the  Environmental  and  Chronic 
Disease  Epidemiology  Section,  Wiscon- 
sin Division  of  Health.  At  the  time  of  the 
study,  Dr  Mirkin  was  assigned  to  the  divi- 
sion from  the  Field  Services  Division  of 
the  Centers  for  Disease  Control,  Atlanta, 
Ga.  Reprint  requests  to  Henry  Anderson, 
MD,  Wisconsin  Division  of  Health,  1 W 
Wilson  St,  Madison,  WI,  53701.  Copy- 
right 1990  by  the  State  Medical  Society 
of  Wisconsin. 


report,  we  estimated  the  proportion 
of  liver  cancer  deaths  in  Wisconsin 
that  are  potentially  preventable  by 
using  population  attributable  risk 
methodology. 

Methods 

Population  attributable  risk  (PAR)  is 
defined  as  the  proportion  of  a disease 
in  the  population  that  can  be  attri- 
buted to  a certain  risk  factor.  To 
determine  the  PAR,  estimates  of  the 
relative  risk  (RR)  (or  odds  ratio  (OR) 
as  an  approximation  of  relative  risk) 
and  the  prevalence  of  the  risk  factor 
in  the  population  (PRV)  are  required. 
Using  a microcomputer  Lotus  spread- 
sheet with  PAR  methodology  des- 
cribed by  Milsum  and  Jones,5  the 
PAR  for  various  liver  cancer  risk 
factors— both  known  (alcohol  and 
hepatitis  B)  and  suspected  (occupa- 
tional exposures)— was  calculated.  5 
In  brief,  the  crude  PAR  was  obtained 
using  the  following  formula:  PAR  = 
(PRV*(RR-1))/(1  + PRV*(RR-1)). 
When  several  precursors  co-exist  or 
when  a precursor  needs  to  be  con- 


sidered at  several  levels,  a multifac- 
torial method  must  be  used  to  allow 
for  interaction  (as  described  by 
Milsum  and  Jones). 

Relative  risks:  The  RR  estimates  for 
primary  liver  cancer  deaths  due  to 
alcohol  use,  hepatitis  B viral  infection, 
and  occupational  exposures  were  ob- 
tained from  a review  of  the  litera- 
ture.69 Alcohol  consumption  in  the 
studies  was  converted  to  number  of 
drinks  per  month.  Occupations  and 
industries  were  selected  for  inclusion 
if  shown  by  epidemiologic  studies8-9 
to  have  a statistically  significant  RR 
or  OR  (95%  confidence  not  over- 
lapping 1.0). 

Risk  factor  prevalence:  Prevalence  data 
for  alcohol  use  were  obtained  from  the 
1987  Wisconsin  Behavioral  Risk  Fac- 
tor Survey,  the  prevalence  for  hepa- 
titis B was  estimated  by  using  the 
estimate  of  0.2%  for  the  low-risk 
general  US  population,10  and  em- 
ployment prevalence  was  determined 
by  the  1980  Wisconsin  census  figures. 

Wisconsin  mortality  data:  All  Wis- 
consin death  certificates  for  1979 
through  1987  with  a diagnosis  of 
primary  liver  cancer  (ICD-9  codes 
155.0  and  155.1)  were  included  in  this 
study.  The  PAR  percentage  was  ap- 
plied to  1979-1987  liver  cancer  mor- 
tality to  estimate  the  number  of  deaths 
attributable  to  each  risk  factor.  To 
estimate  the  validity  of  the  PAR  esti- 
mates, we  reviewed  these  death  cer- 
tificates for  any  mention  of  cause  of 
death  related  to  alcohol,  hepatitis  B, 
or  employment  in  one  of  the  high-risk 
occupations  or  industries. 
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For  alcohol  use,  the  death  cer- 
tificates for  liver  cancer  cases  were 
scrutinized  for  an  alcohol-related 
diagnosis  as  another  cause  of  death. 


A diagnosis  of  cirrhosis  of  the  liver 
was  considered  an  alcohol-related 
death.  Exposure  to  the  hepatitis  B 
virus  was  determined  by  looking  at 


other  causes  of  death  listed  that 
included  ICD-9  codes  related  to  a 
diagnosis  of  viral-hepatitis.  These 
included  chronic  hepatitis  or  viral 
hepatitis  B or  both— with  or  without 
hepatic  coma.  Occupational  exposure 
was  determined  by  occupation  and  in- 
dustry coded  on  the  death  certificate. 

Results 

There  were  766  cases  of  primary  liver 
cancer  from  1979  through  1987,  475 
among  males  (62%)  and  291  among 
females  (38%)  (Fig  1). 

Alcohol  consumption:  Table  1 shows 
reported  monthly  alcohol  consump- 
tion for  Wisconsin  residents  and  cor- 
responding relative  risk  estimates 
from  three  case-control  studies6'8  for 
liver  cancer  at  various  alcohol  con- 
sumption amounts.  Using  the  calcu- 
lated PAR  (%),  an  estimated  number 
of  deaths  attributable  to  alcohol  inges- 
tion was  determined  for  each  of  the 
studies.  The  estimated  PAR  for  liver 
cancer  due  to  alcohol  ranged  from 
0.5%  to  52%  of  the  liver  cancer 
deaths.  In  examining  the  Wisconsin 
liver  cancer  deaths  for  any  alcohol- 
related  diagnosis  listed  as  a cause  of 
death  on  death  certificates,  we  found 
101  (13%)  with  an  alcohol-related 
diagnosis. 

Hepatitis  B infection:  From  a case- 
control  study  by  Austin  et  al,6  for 
those  patients  who  tested  positive  for 
hepatitis  B surface  antigen  (HBsAg), 
an  RR  of  13.0  can  be  estimated.  Yu, 
et  al7  also  found  that  persons  with  a 
history  of  hepatitis  infection  had  an 
RR  of  13.0  for  developing  hepatocel- 
lular carcinoma.  Using  this  figure,  the 
estimated  PAR  of  liver  cancer  due  to 
hepatitis  B is  2%  of  the  liver  cancer 
deaths  in  Wisconsin  (Table  2).  A 
hepatitis-related  diagnosis  was  listed 
on  9 (1%)  of  the  Wisconsin  liver 
cancer  death  certificates. 

Occupation:  Occupational  and  in- 
dustrial exposures  showed  wide 
ranges  of  relative  risk  estimates. 
Table  3 summarizes  the  statistically 
significant  RR  estimates  from  two 
case-control  studies8  9 that  looked  at 


1979  1980  1981  1982  1983 

Year 

Fig  1.  — Trends  in  liver  cancer  deaths  in  Wisconsin: 

1984 

1979- 

1985 

1987. 

1986  1987 

Table  1.— Liver  cancer  deaths  and  alcohol  consumption,  Wisconsin,  1979-87 

Attributable 

No.  of 

deaths 

drinks/month 

Prevalence 

RR 

No. 

% 

Study  1 7 All  adults  (67  cases,  63  controls) 

none 

30 

1 

0 

0 

1-3 

10 

1.4 

18 

2 

4-29 

38 

2.3 

224 

29 

30  + 

22 

2.6 

159 

21 

Total 

100 

401 

52% 

Study  28  All  adults  (78  cases,  78  controls) 

0-29 

78 

1 

0 

0 

30-209 

22 

0.9 

0 

0 

210  + 

0.2 

4.2 

4 

0.5 

Total 

100 

4 

0.5% 

Study  39  (335  cases,  530  controls) 

Men  0 

22 

1 

0 

0 

1-10 

19 

1.01 

1 

<1 

11-42 

36 

1.17 

23 

6 

43-87 

16 

2.5 

89 

19 

88  + 

6 

1.96 

21 

5 

Women  0 

38 

1 

0 

0 

1-10 

31 

1.66 

40 

17 

11-42 

24 

2.19 

56 

22 

43-87 

5 

3.74 

27 

12 

88  + 

1 

5.57 

9 

4 

Total 

266 

35% 
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Table  2.— Liver  cancer  deaths  and  hepatitis  B infection,  Wisconsin,  1979-87 


Attributable  deaths 


Hepatitis  B 

Prevalence 

RR 

No. 

% 

Not  infected 

99.8% 

1 

0 

0 

Antigen  positive 

0.2% 

13 

15 

2 

Total 

100% 

15 

2% 

occupational  or  industrial  exposure  or 
both,  the  calculated  PAR  and  number 
of  Wisconsin  liver  cancer  deaths  esti- 
mated from  the  PAR  (deaths:  attrib- 
utable), and  the  actual  number  of 
deaths  (deaths:actual)  by  occupation 
or  industry  coding  on  the  death  cer- 
tificate. In  study  1,  five  occupations 
were  found  to  have  a statistically  sig- 
nificant risk  for  liver  cancer  in  males, 
with  15  (3.2%)  of  the  deaths  attributed 
to  occupational  exposure  and  corres- 
ponding death  certificate  occupation 
coding  in  ten  (2%)  of  the  case  deaths. 
In  study  2,  five  occupations  and  three 
industries  were  found  to  have  statis- 
tically significant  risks  for  liver 
cancer.  Eighty-three  occupational  or 
industrial  attributable  deaths  (11%) 
are  estimated  (Bartenders  were  not 
included  in  the  total  because  of  poten- 
tial overlap  with  the  eating  and  drink- 
ing industry.  Farm  workers  wrere  not 
included  in  the  total  because  of  poten- 
tial overlap  with  agriculture  indus- 
try.), and  these  corresponded  to  59 


coded  occupations  or  industries  (8%) 
on  the  death  certificates. 

Discussion 

Several  factors  have  been  etiologic- 
ally  linked  to  the  development  of 
primary  liver  cancer.  Hepatitis  B viral 
infection  is  associated  with  hepato- 
cellular carcinoma.  The  highest  inci- 
dence of  hepatocellular  carcinoma 
worldwide  correlates  w'ith  the  high 
prevalence  of  hepatitis  B infection, 
and  studies  have  shown  that  hepato- 
cellular carcinoma  occurs  200  times 
more  frequently  among  HBsAg  car- 
riers than  among  non-carriers. 


Alcohol  abuse  and  alcoholic  cirrhosis 
are  also  risk  factors  for  the  develop- 
ment of  hepatocellular  carcinoma.2'4 

Many  substances  have  been  shown 
to  cause  hepatotoxicity.  A rare  form 
of  liver  cancer— angiosarcoma  of  the 
liver— has  been  shown  to  be  related 
to  the  occupational  exposure  to  vinyl 
chlorides.11  Although  other  forms  of 
primary  liver  cancer  have  not  been 
clearly  associated  with  occupational 
exposures,  exposure  to  a variety  of 
hepatotoxins  in  the  workplace  has  led 
to  speculation  that  occupational  ex- 
posures may  be  associated  writh  the 
development  of  liver  cancer.12  Al- 


Table  3.— Liver  cancer  deaths  and  occupational  exposures,  Wisconsin,  1979-87 


Rate  Deaths 


Industry  or  Occupation 

Study  l11 

Sex 

(x  lOOO) 

RR* 

PAR 

attributable 

actual 

plumbers  / pipefitters 

male 

7 

2 

1 

3 

2 

cooks 

male 

9 

2.2 

1 

5 

2 

textile  workers 

male 

3 

3.1 

1 

3 

0 

butchers /meat  cutters 

male 

5 

2.6 

1 

4 

2 

oil  refinery 
Total 

Study  29 

Occupations 

male 

.4 

2.0 

<1 

0 

15 

(3.2%) 

4 

10 

(2%) 

cleaners 

female 

27 

4.3 

8 

24 

5 

laundry  /garment  workers 

female 

2 

2.5 

<1 

1 

4 

bartender* 

male 

8 

2.3 

1 

4* 

4* 

gas  station  attendant 

male 

9 

2.9 

2 

7 

2 

farm  workers* 

male 

18 

1.9 

2 

7* 

2* 

Industries 

agriculture 

male 

68 

2.1 

7 

32 

32 

eating /drinking 

male 

34 

2.2 

4 

17 

15 

apparels /finished  products 
Total 

female 

8 

2 

1 

2 

83 

(11%) 

1 

59 

(8%) 

‘Bartenders  were  not  included  in  the  total  because  of  potential  overlap  with  the  eating  and  drinking  industry.  Farm  workers 
were  not  included  in  the  total  because  of  potential  overlap  with  agriculture  industry. 
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Table  4.— Population  attributable  risk  for  death  from  liver  cancer  due  to 
alcohol,  hepatitis  B,  and  occupational  exposures 


death  certificate 

Risk  factor 

Mean  PAR 

PAR  range 

listing 

% 

No. 

alcohol 

29% 

0.5%-52% 

13 

101 

hepatitis  B 

2% 

— 

1 

9 

occupation* 

7% 

3%-ll% 

9 

67 

*If  an  occupational  exposure  potentially  overlapped  with  an  industrial  exposure, 
the  occupation  was  deleted  from  overall  totals  in  this  summary  table.  Cooks, 
bartenders,  and  farm  workers  (see  Table  3)  were  not  included  for  this  reason. 


though  the  relationship  is  difficult  to 
quantify,  the  National  Cancer  Insti- 
tute estimates  that  4%  to  6%  of  cancer 
mortality  is  due  to  occupational  ex- 
posure.13 

Our  analysis  had  several  limita- 
tions. First,  three  of  the  five  case- 
control  studies  looked  at  hepatocel- 
lular carcinoma,  while  the  other  two 
studied  all  primary  liver  cancers. 
Hepatocellular  carcinoma  is  the  most 
common  form  of  primary  liver  cancer, 
constituting  from  75%  to  95%  of  pri- 
mary liver  cancers.2  Because  his- 
tology is  not  included  on  the  death  cer- 
tificate and  linkage  of  death  certificate 
data  to  the  cancer  reporting  system 
data  is  not  easily  accomplished,  all 
histologic  categories  are  included  in 
this  analysis. 

Another  difficulty  was  obtaining  an 
estimate  of  exposure  to  alcohol  or 
hepatitis  B viral  infection.  For 
calculating  the  number  of  liver  cancer 
deaths  attributable  to  either  of  these 
risk  factors,  an  alcohol  or  hepatitis- 
related  diagnosis  listed  on  the  death 
certificate  was  examined.  For  alcohol 
exposure,  a diagnosis  of  cirrhosis  of 
the  liver  was  assumed  to  indicate 
alcohol  exposure.  This  may  have 
underestimated  alcohol  exposure 
since  some  consumption  levels  used 
in  the  case-control  studies  may  not 
have  led  to  an  alcohol-related  diag- 
nosis that  would  have  been  recorded 
on  the  death  certificate.  Also,  death 
certificates  may  not  include  other 
secondary  diagnoses,  despite  the  con- 
ditions’ being  present. 

Similarly,  for  hepatitis  B exposure 
a diagnosis  of  viral  hepatitis  B or 
chronic  hepatitis  was  considered  an 
indication  of  HBV  exposure.  Because 
HBV  is  not  the  only  cause  of  chronic 
hepatitis,  this  may  have  led  to  an 
overestimation  of  numbers.  But 
again,  more  likely,  underestimation  of 
exposure  to  hepatitis  B may  be  a fac- 
tor. Serologic  testing  is  the  most  ac- 
curate way  to  determine  hepatitis  B 
viral  infection  status,  and  this  infor- 
mation does  not  appear  on  death  cer- 
tificates. Infection  with  hepatitis  B 
may  not  result  in  persistent  infection, 


and  even  if  present,  may  not  be  re- 
corded on  the  death  certificate.  As 
with  alcohol-related  diagnoses,  even 
if  a hepatitis  B infection  was  a con- 
tinuing health  concern,  if  it  was  not 
the  primary  cause  of  death,  it  may  not 
have  been  recorded  on  the  death 
certificate. 

The  representativeness  of  occupa- 
tion and  industry  designation  on  death 
certificates  to  obtain  a usual  lifetime 
occupational  history  is  limited  accord- 
ing to  some.14'17  But  keeping  this  in 
mind,  death  certificate  data  were  the 
only  readily  available  source  of  this 
information. 

In  this  analysis,  each  of  the  three 
risk  factors  was  considered  to  be  in- 
dependent. This  is  often  not  the  case, 
however,  and  some  of  the  risk  factors 
are  probably  interrelated.  For  exam- 
ple, one  study  showed  that  bartenders 
and  those  working  in  eating  and  drink- 
ing places  had  a significantly  in- 
creased risk  of  death  from  liver 
cancer.  These  increased  risks  are 
probably  due  to  an  increased  con- 
sumption of  alcohol. 

In  our  study,  we  found  a wide  range 
of  estimates  for  the  PAR  calculated 
for  two  risk  factors,  alcohol  use  and 
occupational  exposures.  We  used  the 
mean  PAR  values  as  the  best  estimate 
of  attributable  deaths  (Table  4). 
Alcohol  accounted  for  between  0.5% 
and  52%  of  liver  cancer  deaths,  with 
a mean  value  of  29%.  For  occupa- 
tional exposure,  PAR  estimates 


ranged  from  3%  to  1 1%,  with  a mean 
estimate  of  7%.  Hepatitis  B was  esti- 
mated to  have  a PAR  of  2%  in  both 
case-control  studies  that  looked  at  this 
risk  factor. 

Our  analysis  accounted  for,  at  most, 
38%  of  liver  cancer  mortality  due  to 
one  of  three  risk  factors.  By  validating 
these  estimates  with  death  certificate 
information  regarding  the  three  risk 
factors,  there  is  a good  correspon- 
dence between  the  PAR  estimates 
and  death  certificate  information  for 
occupational  and  hepatitis  exposure. 
Although  only  13%  of  death  certifi- 
cates indicated  a possible  alcohol- 
related  cause  of  death  and  the  mean 
PAR  for  alcohol  was  estimated  to  be 
29%,  this  discrepancy  is  not  unex- 
pected given  the  limitations  pre- 
viously discussed. 

Because  liver  cancer  is  generally 
diagnosed  late  in  its  course  with  very 
few  efficacious  treatment  options, 
prevention  is  particularly  important. 
More  than  half  of  liver  cancer  mor- 
tality is  not  accounted  for  by  the  three 
risk  factors  we  studied  (Fig  2).  Other 
potential  causes  for  primary  liver 
cancer,  such  as  aflatoxin  consump- 
tion, are  difficult  to  quantify.2  Other 
less  certain  risk  factors  were  not  con- 
sidered in  our  study.  For  example,  a 
recent  study  suggests  oral  contracep- 
tive use  increases  the  risk  of  liver 
cancer.18  Based  on  these  findings,  as 
much  as  one  third  of  liver  cancer  cases 
among  young  women  might  be  at- 
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Fig  2.— Causes  of  liver  cancer  deaths  in  Wisconsin:  1979-1987. 


tributable  to  oral  contraceptive  use. 

This  analysis  provides  an  estimate 
of  the  public  health  impact  of  several 
known  and  suspected  risk  factors  on 
liver  cancer  mortality  in  Wisconsin. 
Many  liver  cancer  deaths  in  Wiscon- 
sin could  be  prevented  by  limiting 
alcohol  exposure,  preventing  hepatitis 
B viral  infection,  and  perhaps  identi- 
fying and  then  eliminating  potential 
toxic  exposures  in  occupations  shown 
to  be  at  risk. 
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The  origins  of  electroconvulsive  therapy 


Luca  Alvemo,  MD,  Milwaukee 


Many  centuries  before  elec- 
tricity became  a known  phy- 
sical entity  (the  middle  of  the  18th  cen- 
tury), Roman  physicians  were  re- 
ported by  Scribonius  Largus  (AD  46) 
to  be  using  live  electric  eels  to  cure 
intractable  pain,  such  as  headache  and 
gout.1 

Hippocrates  also  knew  of  the  effect 
of  the  electric  eel,  but  advocated  its 
use  only  as  a delicacy  to  be  served  for 
breakfast  to  patients  with  consump- 
tion.2 

That  electricity  is  antispasmodic, 
anti-inflammatory,  analgesic,  and 
stimulating  has  been  known  for  a long 
time,  and  Freud  himself  used 
“electro-therapy11— brief  shocks  to 
the  back  and  limbs— to  treat  the 
symptoms  of  neurasthenia.3  It  took 
well  into  the  20th  century,  however, 
for  researchers  to  understand  that  ap- 
plications of  electric  current  could 
produce  therapeutic  seizures. 

The  observation  made  by  Ladislas 
von  Meduna  in  1933  that  schizo- 
phrenics with  grand  mal  seizures 
experienced  a remission  of  psychotic 
symptoms  led  to  the  treatment  of 
schizophrenia  with  pentylenetetrazol- 
induced  (Metrazol)  seizures.4  This 
type  of  seizure  induction,  however, 
resulted  in  violent  contractions  and 
frequently,  fractures  of  the  limbs  and 
spine. 
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Obviously  there  was  a need  for  a 
less  drastic  and  more  controllable 
treatment,  and  this  was  discovered  in 
Italy  at  the  University  of  Rome.  Here, 
under  the  direction  of  Professor  Ugo 
Cerletti,  the  chair  of  the  Department 
of  Neurology,  a group  of  young,  ener- 
getic and  enthusiastic  neuropsychi- 
atrists—Bini,  Felici,  and  Accomero— 
had  been  experimenting  for  some 
years  on  the  brains  of  animals  that  had 
been  subjected  to  repeated  seizures. 
Accomero  in  his  later  years  wrote  a 
lucid  narrative  of  those  days  when  the 
first  ECT  was  tried  on  a man.5 

Bini  had  constructed  a rudimentary 
machine  with  which  he  could  titrate 
the  voltage  and  the  duration  of  the 
electrical  stimulus.  Experimenting  on 
dogs,  he  placed  one  electrode  on  the 
head  and  the  other  in  the  anus  of  the 
animal.  He  obtained  seizures,  but 
50%  of  the  animals  died. 

As  the  news  spread  in  the  medical 
world  that  seizures  could  be  used 
therapeutically  for  the  mentally  ill,  the 
Roman  group  found  themselves  well 
advanced  in  research  and  knowledge- 
able in  the  production  of  seizures  with 
electricity.  Although  the  problem  of 
50%  mortality  was  still  vexing,  Bini 
had  observed  that  the  dogs  were 
dying  of  cardiac  death  rather  than 
cerebral  lesions.  A very  adaptable 
organ,  the  brain  was  capable  of  sur- 
viving the  seizures. 

Bini  was  probably  the  first  to  have 
the  idea  to  place  both  electrodes  on 
the  head  of  the  animal.  On  his  return 
from  an  International  Psychiatric 
Congress  in  Muesingen,  Switzerland, 
in  1937,  he  was  told  by  Cerletti  to 
investigate  what  was  happening  at  the 
slaughterhouse  in  Rome. 

Here  hogs  were  briefly  anesthe- 
tized before  being  slaughtered.  The 
anesthesia,  produced  by  a brief  elec- 
tric impulse  administered  to  the  head 
of  the  hog,  was  followed  by  a brief 
seizure.  By  sparing  some  animals, 
Bini  was  able  to  observe  that  the 
animals  slept  a short  while  after  the 


convulsive  episode  and  then,  on  wak- 
ing, appeared  completely  normal.  The 
experiment  could  be  repeated  count- 
less times,  with  no  death  and  no  ap- 
parent damaging  consequences. 

After  more  experiments  on  the 
dogs,  the  group  was  ready  for  the  first 
administration  of  electroconvulsive 
treatment  to  a human.  Cerletti,  one 
of  the  most  brilliant  neurologists  in 
Europe  at  that  time,  (fluent  in  three 
languages,  he  had  studied  with  Pierre 
Marie  and  Kraepelin)  and  the  chair  of 
the  most  prestigious  school  of  neuro- 
logy in  Italy,  had  reasons  for  hesita- 
tion. If  the  first  trial  resulted  in  a death 
or  disability  for  the  patient,  years  of 
research  and  preparation  were  going 
to  be  lost,  not  to  speak  of  the  dire  con- 
sequences for  his  career  and  the  repu- 
tation of  his  school. 

In  this  atmosphere  of  hopeful 
readiness  and  careful  restraint,  a man 
was  admitted  to  the  Institute  of 
Neurology  with  symptoms  of  schizo- 
phrenic psychosis.  He  was  unable  to 
provide  any  history  about  himself  and 
appeared  to  have  no  relatives.  He  was 
speaking  a jargon  of  his  own,  which 
was  disjointed  and  full  of  neologisms. 

One  morning  in  April  1938,  in  total 
secrecy,  the  patient  was  taken  to  a 
remote  room  on  the  first  floor  of  the 
institute.  He  was  quite  docile  and  lay 
quietly  on  the  examining  table.  One 
assistant,  Challiol,  was  guarding  the 
door  to  chase  away  any  intruders. 
Cerletti,  Bini,  Felici,  Accomero,  and 
a male  nurse  were  in  attendance.  Ten- 
sion was  very  high.  Bini  and  Felici 
stood  close  to  the  machine  while 
Cerletti  and  Accomero  were  watch- 
ing the  patient.  The  electrodes  were 
placed  on  the  temporal  sides  of  the 
head,  and  the  machine  was  set  at  80 
volts  for  one  tenth  of  a second.  At  a 
nod  from  the  professor,  Bini  turned 
the  switch.  There  was  a buzz,  and  the 
patient  had  a sharp  contraction, 
followed  by  relaxation. 

Accomero  listened  to  the  heart;  the 
rate  and  sounds  were  normal.  On 
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questioning,  the  patient  appeared  to 
have  no  knowledge  of  what  had 
happened. 

The  voltage  was  increased  to  90 
volts  for  one  tenth  of  a second.  Cerletti 
nodded,  there  was  “another  click  and 
another  buzz,”5  and  another  violent 
contraction,  followed  by  relaxation. 
This  time  the  patient  remained  un- 
conscious for  a brief  time.  When  he 
was  questioned,  much  to  everybody’s 
relief,  he  started  to  sing  an  obscene 
song. 

In  the  absence  of  seizures,  however, 
the  treatment  was  not  taking  place. 
Now  the  question  was  whether  to  try 
again  and  when  to  stop  before  caus- 
ing any  harm.  The  patient  had,  up  to 
that  point,  been  relatively  uncon- 
cerned, but  when  Cerletti  ordered  that 
the  voltage  and  duration  be  increased 
for  another  try,  he  seemed  to  realize 
what  was  happening  and  said,  “Care- 
ful, the  first  was  pestiferous,  the 
second  will  be  mortiferous.”  (He  had 
forgotten— according  to  Accomero— 
that  there  had  already  been  two  at- 
tempts.) Yet  even  without  the  seiz- 
ures, somehow  the  machine  had 
partly  restored  his  sanity. 

Cerletti  gave  the  signal,  and  a third 
impulse  produced  the  usual  contrac- 
tions, followed  this  time  by  a grand 
mal  seizure.  The  patient  became  pale, 
then  cyanotic,  and  stopped  breathing. 
The  corneal  reflex  disappeared,  and 
tachycardia  set  in.  Accomero  was 
timing  the  apnea.  After  45  seconds 
there  was  a big  stertorous  breath,  and 
then  the  cyanosis  disappeared.  The 
pulse  became  normal,  and  everybody 
felt  relieved.  With  a mixture  of 
understatement  and  optimism  Cer- 
letti said  simply,  “I  can  presume  that 
electric  current  can  induce  seizures 
in  a man  without  risks.”5 

A plaque  at  the  Institute  of  Neuro- 
logy in  Rome  commemorates  the 
event. 

After  this  first  memorable  trial, 
many  more  followed,  and  the  team 
started  to  thoroughly  study  each  pa- 
tient before  and  after  each  treatment. 

The  first  patient  improved  con- 
siderably after  11  sessions;  he  re- 


gained his  memory  and  his  reason, 
went  back  to  his  family  in  northern 
Italy,  and  resumed  his  work.  He  also 
wrote  a letter  of  thanks  to  Cerletti,  but 
some  years  later  his  wife  reported  that 
he  had  begun  to  suffer  from  delusions 
again. 

Although  the  patient  certainly  car- 
ried the  greatest  risk  during  the  proj- 
ect, his  name  did  not  go  down  in  his- 
tory, only  his  initials— S.E. 

ECT,  or,  as  it  was  originally  called, 
electroshock,  opened  a new  era  of 
rapid  improvement  in  some  mental 
disorders  that  would  otherwise  have 
taken  several  months,  if  not  years, 
to  reach  remission.  Looking  for 
any  possible  explanation,  Cerletti 
postulated  that  electrically  induced 
seizures  were  producing  compounds 
in  the  central  nervous  system,  which, 
duly  extracted  and  purified,  might 
prove  equally  curative  on  any  mental 
illness.  He  called  these  substances 
“acroagonines.”6 

His  theory  had  no  scientific  basis, 
but  when  Cerletti  died  in  1963  new 
antidepressant  drugs  were  being 
developed,  and  the  era  of  the 
neurotransmitters  was  just  around  the 
comer.  In  some  ways,  Cerletti’s 
theory  that  ECT  was  engendering 
chemical  changes  in  the  brain  did  not 
prove  so  outlandish  as  it  first 
appeared. 

As  for  who  should  have  the  merit 
of  being  the  inventor  of  ECT, 
Accomero  says  explicitly  that  both 
Cerletti  and  Bini  should  equally  share 
the  credit.  Cerletti  was  the  promoter, 
and  he  provided  the  means,  the  en- 
couragement, and  the  direction.  Bini 
was  the  indefatigable  researcher  and 
the  inventor  of  the  first  machine,  un- 
surpassed in  the  technical  knowledge 
of  the  procedure.  Only  in  the  foreign 
literature,  however,  do  the  two  names 
appear  together.  In  Italy,  only  Cerletti 
is  reported  as  the  inventor  of  ECT. 
The  fact  is  that  Cerletti  considered 
Bini  only  a technician  7 and  never 
wanted  Bini’s  name  to  figure  as  the 
co-inventor  of  ECT.  Bini,  having 
never  acquired  great  recognition,  died 
at  the  age  of  56,  one  year  after 


Cerletti. 

In  the  United  States  ECT  was 
begun  almost  simultaneously  in  New 
Y ork  and  Chicago  at  the  beginning  of 
1940. 6 The  war  had  erupted  in 
Europe,  but  Italy  was  not  yet  at  war, 
and  communications  with  the  United 
States  were  still  open.  In  Chicago  an 
alert  psychiatrist,  Victor  Gonda,  had 
obtained  one  of  the  first  machines 
manufactured  in  Italy  and  set  up  his 
first  treatments  in  January  1940.  A 
curious  episode  of  self-experimenta- 
tion was  reported  by  Gonda.  To  test 
the  machine,  he  applied  both  elec- 
trodes to  his  thigh  and  produced  a 
violent  contraction;  his  leg  hit  the 
table,  and  for  some  days  he  could  not 
walk.  If  he  had  doubts  about  using  the 
machine  on  his  patients  before  this  ac- 
cident, he  had  even  more  reasons  for 
hesitation  thereafter. 

In  New  Y ork  the  first  ECT  was  ad- 
ministered by  Renato  Almansi,  who 
had  left  Italy  at  the  end  of  1939 
because  of  racial  persecutions  and  had 
brought  a machine  obtained  directly 
from  Bini.  In  association  with  David 
Impastato,  Almansi  began  adminis- 
tering electroconvulsive  treatment  to 
private  patients  at  Columbus  Hos- 
pital. At  about  the  same  time,  Lothar 
Kalinowsky,  who  had  traveled  across 
Europe  after  witnessing  one  of  the 
first  ECTs  in  Rome,  reached  the 
United  States,  and  in  September  1940 
he  started  his  research  in  ECT  at  the 
New  York  Psychiatric  Institute.  He 
published  numerous  papers  on  ECT 
and  remained  for  many  decades  the 
most  authoritative  expert  on  ECT  in 
the  United  States. 

To  disparage  ECT  as  having  been 
conceived  in  a slaughterhouse  does  an 
injustice  to  Bini,  who  most  likely  had 
conceived  the  idea  of  placing  both 
electrodes  on  the  head  of  an  experi- 
mental animal  before  the  slaughter- 
house experiments.  Although  the 
early  researchers  may  be  criticized  for 
their  cavalier  attitude  in  administer- 
ing ECT  to  a human  subject  (an  ap- 
proach certainly  not  permissible 
today),  the  association  of  ECT  with 
a slaughterhouse— with  its  images  of 
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horror  and  torture— has  fomented  un- 
merited criticism  from  lay  people, 
politicians,  former  mental  patients’ 
organizations,  and  members  of  the 
medical  profession  itself.8  The 
slaughterhouse  factor  is  only  a trivial 
detail,  however. 

With  continuous  modifications, 
such  as  general  anesthesia,  unilateral 
administration,  the  documentation  of 
the  brain  seizures  on  EEG,  and  the 
proper  training  of  medical  and  para- 
medical personnel,  ECT  has  become 
a relatively  safe,  reliable,  and  effec- 
tive medical  procedure.9  It  is  also  the 
only  one  of  many  somatotherapies 
introduced  in  the  1930s  that  has  sur- 
vived the  test  of  time. 
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Cardiac  involvement  in  metastatic  breast  cancer 


Michael  J.  Volk,  MD,  Paul  P.  Carbone,  MD,  Myron  A.  Pozniak,  MD,  and 
Peter  S.  Rahko,  MD,  Madison 

Metastatic  disease  is  the  most  common  cause  of  death  in  breast  cancer. 
Although  cardiac  involvement  has  been  reported  in  12%  to  30%  of  cases, 
intra-atrial  involvement  is  rare.  In  this  report  we  describe  a 41-year-old 
woman  with  metastatic  breast  cancer  whose  left  atrium  was  invaded  by  a 
metastatic  tumor  that  resulted  in  intermittent  left  ventricular  in-flow 
obstruction.  Such  a presentation  has  not  been  described  previously  in 
metastatic  breast  cancer.  The  pertinent  literature  is  reviewed.  Wis  Med  J 
1990;89:56-60. 


The  most  common  cause  of 
death  for  women  with  breast 
cancer  is  metastatic  disease.1  Breast 
cancer  together  with  lung  cancer  and 
malignant  melanoma  have  the  highest 
rates  of  cardiac  involvement.2  Can- 
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cers  may  involve  the  heart  and 
pericardium  by  hematogenous  spread, 
retrograde  lymphatic  spread,  or  by 
direct  extension.2 

In  this  report  we  present  the  case 
of  a 41-year-old  woman  with  metasta- 
tic breast  cancer  whose  tumor  in- 
vaded the  left  atrium  by  neoplastic 
extension  from  a left  lung  metastasis. 
This  resulted  in  a prolapsing  pedun- 
culated metastasis  with  a ball  valve 
effect  compromising  ventricular  in- 
flow. 

Case  report 

Ms  Z was  a 41-year-old  woman  who 
underwent  conservative  surgery  with 
a limited  resection  of  a 2 cm  breast 


cancer  mass  followed  by  local  radio- 
therapy five  years  prior  to  admission. 
Estrogen  and  progesterone  receptor 
status  at  the  time  were  not  deter- 
mined. Results  of  lymph  node  tests 
were  negative  for  metastatic  cancer. 
No  adjuvant  chemotherapy  was  initi- 
ated. She  was  followed  with  semi- 
annual examinations  and  tests  and  did 
well.  Two  months  prior  to  admission 
she  experienced  increasing  fatigue, 
headaches,  peripheral  visual  defects 
and  dyspnea  on  exertion.  An  ophthal- 
mology evaluation  revealed  severe 
bilateral  papilledema.  A head  CT  scan 
showed  extensive  metastatic  disease 
to  the  brain,  and  a chest  roentgeno- 
gram revealed  metastatic  lesions  in 
the  left  mid-lung.  Bronchoscopy  and 
transbronchial  biopsies  confirmed 
that  the  lung  lesions  were  related  to 
the  breast  cancer.  Whole  brain  radio- 
therapy was  initiated  and  completed 
at  an  outside  institution.  She  came  to 
our  facilities  for  a second  opinion 
regarding  further  treatment  options. 

The  patient’s  medical  history  was 
significant  only  for  a subtotal  thy- 
roidectomy for  a benign  goiter.  Medi- 
cations on  admission  included  pheny- 
toin  (Dilantin),  200  mg  orally  (PO) 
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Fig  la  and  b.—PA  and  lateral  chest.  Large  left  perihilar  mass  inseparable  from  upper  cardiac  silhouette.  It  abuts  and  obliterates  margins 
of  aorta,  left  pulmonary  artery  and  veins,  and  airway.  Right  upper  lobe  mass  and  right  pleural  effusion  noted. 


once  a day,  levothyroxine  (Synthroid), 
0.2  mg  PO  once  a day,  and  dexameth- 
asone,  8 mg  PO  once  a day. 

The  patient  complained  of  fatigue, 
headaches,  impairment  of  vision  in 
her  right  eye,  right  arm  weakness  and 
severe  dyspnea  on  minimal  exertion 
without  orthopnea.  She  also  reported 
several  episodes  of  falling  at  home, 
one  of  which  led  to  a displaced  right 
clavicle  fracture.  Her  admission 
weight  was  49.5  kg,  blood  pressure 
was  100/60,  heart  rate  was  75  beats 
per  minute  and  regular,  and  she  was 
afebrile. 

A physical  examination  revealed 
severe  papilledema.  The  examiner 
also  noted  a grade  2/6  mitral  regur- 
gitation murmur  associated  with  a 
diastolic  rumble.  Dullness  and  de- 
creased breath  sounds  were  noted 
over  her  right  lung,  and  expiratory 
rhonchi  were  heard  in  half  of  her  left 
lung.  No  external  tumor  masses  or 
palpable  lymphadenopathy  were 
noted.  Results  from  an  abdominal 
examination  were  normal.  A neuro- 


logical examination  revealed  slightly 
decreased  strength  in  her  right  arm 
compared  to  the  left  side  and  de- 
creased lateral  vision  in  her  right  eye. 

Laboratory  data  on  admission  were 
remarkable  for  an  LDH  of  464  u/L 
(normal  range,  90  to  200  u/L),  a GGT 
of  248  u/L  (normal  range  0 to  40),  and 
an  SGPT  of  76  u/L  (normal  range  0 
to  35).  Results  of  the  admission  elec- 
trocardiogram were  within  the  normal 
range.  A chest  roentgenogram  dis- 
closed a left  hilar  mass  and  decreased 
vascularity  over  the  entire  left  lung 
(Figs  la  and  lb).  On  the  right  side  an 
upper  lobe  mass  and  a right  pleural 
effusion  were  noted.  An  echocardio- 
gram and  chest  CT  scan  with  IV  con- 
trast medium  was  performed. 

The  echocardiogram  showed  a 
large  echogenic  left  atrial  mass 
measuring  3 by  5 cm.  It  appeared 
adherent  to  the  atrial  side  of  both 
mitral  leaflets,  particularly  to  the 
posterior  leaflet  and  posterolateral 
atrial  wall.  This  mass  caused  a func- 
tional mitral  stenosis  with  partial 


obstruction  of  the  left  ventricular  in- 
flow and  partially  prolapsed  into  the 
left  ventricle  during  diastole.  The 
antegrade  transmitral  flow  was  quite 
turbulent.  There  was  minimal  mitral 
regurgitation.  The  left  atrial  mass 
contained  cystic  areas  suggestive  of 
necrotic  tumor.  There  was  also  a sug- 
gestion of  a much  smaller  mass  ad- 
herent to  the  right  atrial  side  of  the 
septal  leaflet  of  the  tricuspid  valve. 
This  was  not  seen  in  all  views.  Mod- 
erate tricuspid  regurgitation  and  mild 
atrial  enlargement  were  also  evident. 
The  left  and  right  ventricles  were 
normal  in  size  and  function.  No  peri- 
cardial effusion  was  seen. 

The  CT  scan  of  her  chest  revealed 
a large  left  upper  lobe  mass.  It  in- 
volved the  aorto-pulmonary  window 
(Fig  2a)  and  the  subcarinal  area,  com- 
pressing the  left  pulmonary  artery  and 
partially  obstructing  the  left  main- 
stem  bronchus.  The  mass  extended 
directly  into  the  left  atrium  com- 
promising pulmonary  venous  return 
(Fig  2b).  Additional  lesions  were  seen, 
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CMFT  and  to  receive  radiotherapy  to 
the  mediastinum  and  to  the  brain  at 
her  local  hospital.  She  died  suddenly 
in  her  local  hospital  two  weeks  later 
after  being  admitted  for  fever  and 
leukopenia.  Permission  for  an  autopsy 
was  denied. 

Discussion 

Cardiac  metastases  are  increasing  in 
frequency.  The  prevalence  of  cardiac 
involvement  in  metastatic  disease  in 
a pre- World  War  II  series  was  be- 
tween 1.5%  and  10. 9%. 3 More  re- 
cent series  indicate  an  overall  preva- 
lence of  cardiac  metastasis  of  about 
20%  in  patients  with  malignant 
tumors.3'4  Explanations  for  this  in- 
crease include  a rising  incidence  of 
cancer  itself,  patients’  living  longer 
with  their  disease  as  a result  of  more 
effective  treatment,5  a changing  fre- 
quency of  certain  tumor  types  within 
the  population,2  and  perhaps  most 
important,  the  intensity  of  workup  for 
cardiac  metastasis.2 

Overall,  the  data  on  the  true  preva- 
lence of  cardiac  metastasis  are  sus- 
pect as  all  reported  series  are  retro- 
spective, and  therefore,  may  be 
biased.  In  two  large  series 5 6 patients 
were  from  Veterans  Administration 
Hospitals  and  reflect  the  disease  spec- 
trum seen  at  these  facilities. 

In  various  autopsy  series,  cardiac 
involvement  is  most  commonly  seen 
in  metastatic  melanoma  with  rates 
ranging  between  30%  and  60%. 2 4'7'8'9 
In  bronchogenic  carcinoma  more  re- 
cent series  report  between  20%  and 
30%3-4'7  involvement.  In  breast  car- 
cinoma rates  ranging  from  12%9  to 
30%1'3'4'7'10  are  described. 

Our  report  describes  a patient  with 
metastatic  breast  cancer  with  involve- 
ment of  the  left  atrium  from  metasta- 
tic tumor  extending  from  a left  upper 
lobe  metastasis.  This  led  to  a func- 
tional ball-valve  effect  with  left  ven- 
tricular inflow  obstruction.  Such  a 
presentation  is  more  common  in  atrial 
myxoma  and  is  not  very  common  in 
metastatic  disease  to  the  heart.  More- 
over, there  are  only  two  case  reports 
of  metastatic  breast  carcinoma  with 


Fig  2a. — CT  scan  at  level  of  aorto-pulmonary  window.  Chest  mass  abuts  descending  aorta. 
Nodularity  in  aorto-pulmonary  window  represents  coalescent  mass  of  tumor  and  adenopathy. 


Fig 2b. — Tumor  mass  clearly  seen  within  left  atrium.  Left  inf erior  pulmonary  vein  inflow 
(arrow j compromised  by  mass.  Left  atrial  appendage  (arrowhead)  distended,  presumably 
by  secondary  expansion  resulting  from  space  occupying  mass. 


including  a smaller  more  peripheral 
left  upper  lobe  mass,  a left  lower  lobe 
mass  and  a large  right  upper  lobe 
lesion  with  an  associated  pleural 
effusion. 

We  felt  that  she  might  have  tem- 
porary symptomatic  improvement 
with  palliative  therapy  and  started 


chemotherapy  with  CMFT:  cyclo- 
phosphamide (Cytoxan)  100mg/m2 
PO,  day  1 to  day  14;  methotrexate, 
40  mg/m2  IV,  day  1 and  day  8, 
5-FU,  500  mg/m2  IV,  day  1 and  day 
8;  and  tamoxifen,  lOmg  PO,  twice 
daily.  She  then  was  discharged  to  her 
home  with  the  plan  to  continue 
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Figs  3 and  4. — Apical  four  chamber  view  from  two-dimensional  echocardiogram.  During 
systole  (Fig  3)  tumor  confined  to  left  atrium.  During  diastole  (Fig  4)  portions  of  mass  moved 
across  mitral  valve  plan  into  the  left  ventricle.  Mass  very  irregularly  shaped.  Occupied  posterior 
and  lateral  half  of  left  atrium  and  filled  about  50%  of  orifice  of  mitral  valve  in  diastole. 
Flow  velocities  increased  to  2.0  m /s  in  early  diastole.  Atrial  septum  free  of  tumor  involvement. 


secondary  intracardiac  tumor  in  the 
literature. 

One  report11  relates  to  a 52-year- 
old  woman  with  metastatic  breast  car- 
cinoma and  a solitary  cardiac  metas- 
tasis involving  the  tricuspid  valve 
ring,  but  without  right  ventricular  in- 
flow obstruction.  Hiraoka  et  al,12 
reported  the  case  of  a 78-year-old 
woman  in  whom  a tumor  originating 
from  a metastatic  lung  lesion  had 
grown  into  the  left  ventricle  and  to  the 
left  atrium  forming  a cord  11cm  long 
and  1 to  5 mm  thick.  Anatomically 
there  was  no  left  ventricular  inflow 
obstruction.  Most  interestingly  the 
intracardiac  tumor  mass  had  led  to 
tumor  embolization  of  the  left  cir- 
cumflex coronary  artery  with  subse- 
quent massive  myocardial  infarction 
and  myocardial  rupture,  the  ultimate 
cause  of  death  in  this  patient. 

Although  intracardiac  involvement 
is  a very  unusual  presentation,  it  has 
the  potential  of  causing  dissemination 
of  other  metastases  via  tumor  em- 
bolism. Boland  et  al13  reported  the 
case  of  a 37-year-old  woman  with 
metastatic  chondrosarcoma  to  the 
lung  extending  into  the  left  atrium 
who  developed  acute  left  lower  ex- 
tremity ischemia  secondary  to  a left 
common  iliac  artery  tumor  embolus. 
A similar  case  was  described  by  Spin- 
dola-Franco.14  Although  such  a 
dramatic  presentation  seems  to  be 
rare,  most  patients  with  secondary 
left  side  intracardiac  tumors12’1519 
had  evidence  at  autopsy  of  general- 
ized metastatic  disease  with  uncom- 
mon sites  of  metastasis,  such  as  the 
spleen1618  or  gingiva,  gastric  sub- 
mucosa and  mandibular  bone.12 

Unlike  most  other  researchers  in 
this  area— except  for  Spindola-Franco 
et  al14  who  made  the  diagnosis  of  a 
left  intraventricular  metastasis  by 
angiography— we  were  able  to  make 
our  diagnosis  of  secondary  intracar- 
diac tumor  clinically. 

Our  initial  suspicion  arose  because 
of  a loud  systolic  murmur  associated 
with  a diastolic  rumble  appreciated  by 
the  primary  examiner.  As  follow-up 
exams  revealed,  these  murmurs  were 


quite  variable  over  a day’s  period  with 
changing  intensity  and  predominance 
of  the  systolic  and  diastolic  com- 
ponents. This  tumor  mass  was  not 
considered  to  be  a myxoma  because 
the  chest  CT  scan  showed  an  exten- 


sion from  a large  central  left  upper 
lobe  mass  into  her  left  atrium,  rather 
than  an  isolated  intracardiac  metas- 
tasis. 

The  clinical  diagnosis  of  meta- 
static disease  to  the  heart  is  not  an 


Wisconsin  Medical  Journal  • February  1990 


59 


easy  one.2  In  most  reported  cases 
cardiac  involvement  was  not  sus- 
pected, iu2,is.i7-22  despite  the  pres- 
ence of  clinical  symptoms  and  find- 
ings such  as  rapid  onset  of  heart 
failure,19  new  paroxysmal  atrial 
fibrillation11  or  significant  new  car- 
diac murmur.21  In  two  patients— one 
with  symptoms  of  severe  mitral 
stenosis,16  the  other  with  signs  of 
systemic  embolization14— atrial  myx- 
oma was  suspected,  leading  to  further 
investigation. 

The  importance  of  a careful  physi- 
cal examination  in  the  oncologic 
patient,  even  in  the  face  of  widespread 
metastatic  disease,  cannot  be  over- 
emphasized, since  other  screening 
examinations  such  as  the  electro- 
cardiogram may  not  reveal  cardiac  in- 
volvement,8 as  it  was  the  case  in  our 
patient. 

Despite  our  patient’s  terminal 
stage,  we  decided  to  initiate  systemic 
palliative  chemotherapy  and  radio- 
therapy to  the  mediastinum  and  lung 
and  brain.  Cham  et  al23  reported 
responses  to  radiotherapy  (defined  as 
the  relief  of  cardiac  symptoms,  such 
as  dyspnea  and  palpitations,  and  the 
reversal  of  abnormal  radiological  and 
electrocardiographic  findings)  in  1 1 of 
16  patients  with  breast  cancer  and 
cardiac  involvement.  The  median 
duration  of  response  was  four  months, 
with  a range  from  two  to  36  months. 
In  their  series  of  37  patients,  only  one 
patient  was  found  to  have  a partial 
right  ventricular  outflow  obstruction, 
and  the  response  to  therapy  was  not 
specifically  listed. 
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In  Wisconsin  and  throughout  the 
United  States,  there  has  been  in- 
creasing support  for  policies  that  limit 
smoking  in  public  places.  This  move- 
ment has  resulted  in  large  part  from 
the  growing  scientific  consensus  re- 
garding the  health  consequences  of 
environmental  tobacco  smoke— so- 
called  passive  or  involuntary  smok- 
ing. In  1986,  the  surgeon  general’s 
report  on  the  health  effects  of  involun- 
tary smoking  said  that  “involuntary 
smoking  is  a cause  of  disease,  in- 
cluding lung  cancer,  in  healthy  non- 
smokers.”1  Since  then,  it  has  been 
estimated  that  involuntary  smoking 
is  responsible  for  as  many  as  46,000 
deaths  each  year  in  the  United 
States.2 


Dr  Remington  is  a medical  epidemiologist 
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requests  to:  Patrick  Remington,  MD,  Divi- 
sion of  Health,  1 W Wilson  St,  Madison, 
WI  53701-0309.  Copyright  1990  by  the 
State  Medical  Society  of  Wisconsin. 
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In  this  report,  we  compare  Wiscon- 
sin’s clean  indoor  air  policies  with  the 
policies  in  other  states  throughout  the 
nation.  We  used  data  from  the  1989 
report  of  Tobacco-Free  America,3 
which  rated  state-wide  clean  indoor 
air  policies  according  to  an  index  of 
their  restrictiveness  (see  Table). 

By  1989, 44  states  had  laws  limiting 
smoking  in  public  places,  and  about 
half  of  all  states  had  laws  restricting 


smoking  in  restaurants  or  private 
work  sites.  States  in  the  southeast 
were  much  less  likely  to  have  clean 
indoor  air  laws  (Fig).  In  fact,  of  the 
six  leading  tobacco-producing  states 
(North  Carolina,  Kentucky,  South 
Carolina,  Virginia,  Tennessee, 
Georgia),  three  had  no  anti-smoking 
laws,  and  three  had  only  nominal 
regulations.  In  contrast,  northeastern 
and  north-central  states  were  more 


Restrictiveness  of  state  indoor  air  policies,  through  October  1989. 3 

Restrictiveness 
of  state  law 

None* 

States 

Alabama,  Louisiana,  Missouri,  North  Carolina, 
Tennessee,  Virginia,  and  Wyoming  (seven  states). 

Nominalf 

Arkansas,  Delaware,  Georgia,  Illinois,  Kentucky, 
Mississippi,  South  Carolina,  and  West  Virginia 
(eight  states). 

Basic  4 

Arizona,  Colorado,  Indiana,  Maryland, 
Massachusetts,  New  Mexico,  Nevada,  Ohio, 
Pennsylvania,  South  Dakota,  and  Texas  (11  states). 

Moderate  § 

California,  District  of  Columbia,  Hawaii,  Idaho,  Kansas, 
Michigan,  North  Dakota,  Oklahoma,  Oregon,  and 
Washington  (ten  states). 

Extensive  || 

Alaska,  Connecticut,  Florida,  Iowa,  Maine,  Minnesota, 
Montana,  Nebraska,  New  Hampshire,  New  Jersey, 
Rhode  Island,  Utah,  Vermont,  and  Wisconsin 
(15  states). 

* no  statewide  restrictions. 

t state  regulates  smoking  in  one  to  three  public  places,  excluding  restaurants 
and  private  work  sites. 

t state  regulates  smoking  in  four  or  more  public  places,  excluding  restaurants 
and  private  work  sites. 

§ state  regulates  smoking  in  restaurants  but  not  private  work  sites. 

1 1 state  regulates  smoking  in  private  work  sites. 
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likely  to  have  laws  restricting  smok- 
ing in  public  places,  such  as  restau- 
rants and  work  sites. 

Comment 

Wisconsin’s  legislature  passed  its  first 
clean  indoor  air  law  in  1984.  Under 
this  law  smoking  was  prohibited,  ex- 
cept in  designated  “smoking  allowed” 
areas,  in  government  buildings,  edu- 
cational and  inpatient  health-care 
facilities,  indoor  movie  theaters, 
restaurants  that  seat  more  than  50 
persons,  retail  establishments,  public 
transportation,  passenger  elevators, 
and  public  waiting  rooms. 

The  legislature  in  1989  passed  a law 
extending  coverage  to  private  offices 
—thus  strengthening  the  state’s 
policy  from  “moderate”  to  “exten- 
sive.” (The  law  defines  private  offices 
as  “a  place  of  work  at  which  the  prin- 
ciple activities  consist  of  professional, 
clerical,  or  administrative  services.” 
It  also  covers  state  and  local  correc- 
tional facilities,  completely  bans 
smoking  on  commercial  buses,  and 
provides  a penalty  for  violators.) 

Under  the  new  law,  all  rooms  are 
now  considered  to  be  nonsmoking, 
unless  a smoking  area  is  designated. 


No  entire  room  may  be  designated  as 
“smoking  allowed”  unless  the  room 
is  used  exclusively  by  smokers.  Most 
health-  care  professionals  now  work 
in  places  covered  by  the  clean  indoor 
air  law— including  physicians’  offices, 
clinics,  nursing  homes,  and  hospitals. 

Despite  their  increasing  restric- 
tiveness, clean  indoor  air  policies 
enjoy  continued  support  throughout 
the  United  States.  In  a 1985  national 
Gallop  survey,  87%  of  adults  thought 
that  companies  should  have  a policy 
on  smoking,  and  in  a 1987  Harris  poll, 
84%  of  adults  surveyed  thought  that 
smoking  should  be  limited  in  public 
places  (23%  thought  it  should  be 
banned,  and  61%  thought  that  there 
should  be  separate  smoking  and  non- 
smoking sections).4 

In  a December  1989  survey  by  the 
American  Lung  Association,  86  of 
Wisconsin’s  100  largest  firms 
reported  that  they  restrict  smoking  in 
some  areas  of  the  work  site  (including 
1 1 who  ban  smoking  entirely).  Of  the 
86  that  currently  restrict  or  ban  smok- 
ing, only  one  said  it  believed  that  the 
employees  were  opposed  to  these  re- 
strictions, and  82  reported  that  the 
employees  were  neutral  or  suppor- 


tive. Both  companies  that  restrict 
smoking  and  those  that  do  not  said 
that  employees  support  restrictions. 

Most  cigarette  smokers  would  like 
to  quit.  In  a recent  national  survey, 
about  65%  of  current  smokers  report 
having  tried  to  quit  at  some  time  in 
the  past,  and  an  additional  20%  said 
they  would  like  to  quit  if  there  was 
an  easy  way  to  do  so.4  Policies  that 
limit  smoking  in  public  places  and  in 
the  work  site  provide  incentives  for 
those  smokers  who  wish  to  quit,  but 
it  is  important  that  smokers  who  are 
affected  by  these  policies  be  given  ad- 
ditional support  and  assistance  in  their 
efforts. 
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Series  coordinators 

The  Wisconsin  Division  of  Health’s 
Henry  Anderson,  MD,  chief  of  the 
Section  of  Environmental  and 
Chronic  Disease  Epidemiology,  and 
Patrick  Remington,  MD,  are  coor- 
dinating this  public  health  series  for 
the  Wisconsin  Medical  Journal.  The 
recent  law  passed  by  the  legislature 
and  signed  by  Gov  Thompson  has 
broad  support  among  health 
groups,  such  as  the  American  Lung 
Association,  American  Cancer 
Society,  American  Heart  Associa- 
tion, Wisconsin  Cancer  Council, 
Wisconsin  Thoracic  Society,  and 
State  Medical  Society.  In  addition 
to  working  through  education  and 
research  to  prevent  lung  diseases— 
especially  those  caused  by  smok- 
ing—the  American  Lung  Associa- 
tion offers  consultation  in  develop- 
ing company  smoking  policies  and 
offers  cessation  options  for  both 
individuals  and  companies.  The 
Lung  Association  also  offers  “No 
Smoking”  and  “Smoking  Allowed” 
signs  for  a minimal  fee.  For  more 
information,  call  the  Lung  Associa- 
tion at  1-800-242-5160  or  414-258- 
9100  in  the  Milwaukee  area. 
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lways, 


here  for  you 
to  depend  on 


A lot  of  professional  liability  insurance  companies 
have  come  and  gone  over  the  years,  so  you  need 
a company  that  you  can  depend  on.  One  that  has 
a long-term  commitment  to 
you.  One  that  cares  about 
your  reputation  and  knows 
how  to  defend  it.  One  that 
# # # encourages  physician  in- 
volvement and  accepts  responsibility  for  the 
future.  Physicians  Insurance  Company  of  Wiscon- 
sin is  your  only  choice. 

• Reliable  coverage 

• Group  practice  policy 

• Vigorous  claims  defense 

• Loss-free  credit  program 

• Risk  management  services 

For  more  information,  please  contact 
our  office  or  one  of  our  agents. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


328  East  Lakeside  Street 
Madison,  Wisconsin  53715 
608-256-6677  (local) 
1-800-362-2433  (toll-free) 
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News  Highlights 

The  * indicates  an  SMS  member. 

The  Ripon  Memorial  Hospital 

medical  staff  has  elected  the  follow- 
ing officers  for  1990:  Paul  Nelsen, 
MD,  president:  Richard  J.  Gauthier, 
MD,*  vice  president;  and  Barry  L. 
Rogers,  MD,*  secretary-treasurer. 

The  Riverview  Hospital  Associa- 
tion medical  staff  in  Wisconsin 
Rapids  recently  elected  James  A. 
Wilkes,  MD,*  president.  Other  of- 
ficers are  Christine  L.  Uber,  MD,* 
vice  president,  and  Gregory  Naze, 
MD,  secretary-treasurer. 

The  Bloomer  Community  Memor- 
ial Hospital  and  Nursing  Home 

recently  announced  that  John 
Perushek  has  been  appointed  admin- 
istrator of  the  facility.  A native  of  Ely, 
Minn,  Perushek  is  a graduate  of  Ver- 
milion Community  College  and  the 
University  of  Minnesota-Duluth.  He 
previously  had  been  the  administrator 
of  Ely  Bloomenson  Community  Hos- 
pital and  Nursing  Home. 


THE  STATE  OF  WISCONSIN 


1989  Assembly  Joint  Resolution  91 


ENROLLED  JOINT  RESOLUTION 


Relating  to  early  detection  and  early  treatment  of  breast  cancer. 


Whereas,  breast  cancer  is  the  leading  cause  of  death  among  Wisconsin  women 
in  the  prime  of  their  lives;  and 

Whereas,  early  detection  and  early  treatment  could  save  the  lives  of  300 
Wisconsin  women  each  year;  and 

Whereas,  early  detection  and  early  treatment  are  the  only  proven  methods  of 
preventing  death  and  disfiguring  surgery  from  breast  cancer;  and 

Whereas,  a regular  screening  mammogram  is  recommended  for  women  over  age  40 
as  the  most  reliable  method  of  early  detection;  and 

Whereas,  mammography  can  detect  a breast  cancer  lesion  when  it  is  the  size 
of  the  head  of  a pin  or  a small  freckle  --  as  early  as  2 years  before  it  can  be 
felt  as  a lump;  and 

Whereas,  more  than  half  of  all  women  over  40  years  of  age  --  more  than 
400,000  women  in  Wisconsin  --  have  never  had  a mammogram;  now,  therefore,  be  it 

Resolved  by  the  assembly,  the  senate  concurring,  That:  the  Wisconsin  legis- 
lature urges  all  women  to  become  aware  of  the  breast  cancer  risk  and  the  oppor- 
tunities for  early  detection  through  mammography;  and,  be  it  further 

Resolved,  That  the  Wisconsin  legislature  urges  health  care  providers  to 
discuss  a screening  program  with  their  women  clients  as  part  of  routine  physical 
examinations;  and,  be  it  further 

Resolved,  That  the  Wisconsin  legislature  urges  health  care  providers  to  seek 
courses  to  reduce  the  barriers  of  cost  and  fear  associated  with  mammography; 
and,  be  it  further 

Resolved,  That  the  assembly  chief  clerk  shall  immediately  transmit  a copy  of 
this  joint  resolution  to  all  of  the  following: 

(1)  The  State  Medical  Society  of  Wisconsin. 

(2)  The  Wisconsin  Association  of  Health  Maintenance  Organizations. 

(3)  The  Wisconsin  Women's  Network. 

(4)  The  Wisconsin  Nurses  Association. 

(5)  The  university  of  Wisconsin-Madison  clinical  cancer  center. 

(6)  The  Medical  College  of  Wisconsin,  Inc.,  and  the  university  of 
Wisconsin-Madison  medical  school. 

(7)  The  American  Cancer  Society,  Wisconsin  chapter. 


A:  A.i: 


--Senator  Fred  A.  Risser 
President  of  the  Senate 


Representative  TjTiomas  A.  Loftus 
Speaker  of  the  Assembly 


OgHpA,, 


Thomas  T.  Melvin 
Assembly  Chief  Clerk 


The  Wausau  Medical  Center  medi- 
cal staff  has  elected  the  following 
officers:  Thomas  A.  Starkey,  MD,* 


president;  Arthur  M.  Waldman, 
MD,*  vice  president;  and  Philip  R. 
Albert,  MD,*  secretary-treasurer,  jr 
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State  Medical  Society 

of 

Wisconsin 


1989 

Achievement  Report 


FROM  THE  PRESIDENT 


Dear  Friends, 

As  the  new  year  gets  underway  and  my 
tenure  as  your  president  draws  to  a close,  it 
seems  appropriate  to  review  the  Society’s 
achievements  during  the  past  year  and  to 
outline  our  future  course. 

I am  proud  to  report  that  our  accomplish- 
ments in  1989  were  numerous.  On  the  legisla- 
tive front  your  Society  soundly  defeated  several 
Medicare  mandatory  assignment  proposals.  As 
you  are  doubtless  aware,  we  also  fought  vigor- 
ously on  your  behalf  for  medical  liability  re- 
form; although  this  issue  still  awaits  resolution 
in  the  legislature,  the  campaign  has  already 
paid  off  in  other  areas:  we  informed  legislators 
and  the  public  about  the  medical  liability  crisis 
and  its  effects  on  health  care,  and  we  forged 
valuable  links  with  the  business  community  and 
health  professional  groups  that  will  continue  to 
benefit  all  groups  for  many  years  to  come. 

Throughout  the  past  year  your  Medical 
Society  also  continued  to  direct  the  health-care 
agenda  at  the  state  level  and  provide  leader- 
ship on  a number  of  key  topics-including 
AIDS,  health-care  access  for  the  uninsured,  the 
elderly  and  the  poor,  medical  manpower,  envi- 
ronmental health,  and  ethical  issues,  such  as 
surrogate  parenting. 

In  addition,  your  Society  provided  you  with 
numerous  services  that  enhanced  your  skills  as 
a practitioner.  Practice  management  seminars, 
free  expert  advice  on  regulatory  changes- 
particularly  in  Medicare  and  Medicaid,  legal 
counsel,  and  group  insurance  plans  through 
SMS  Services  were  only  a few  of  the  many 
practical  benefits  offered  to  members  of  the 
Society  in  1989. 


Many  new-and  continuing-challenges 
await  us  in  the  years  ahead.  Health  insurance, 
rural  health  and  other  issues  related  to  access 
to  care  promise  to  dominate  public  debate,  and 
the  Society  will  be  active  in  these  areas.  We  will 
continue  to  provide  legislators  with  the  facts  on 
the  issue  of  mandatory  assignment.  In  addition, 
we  will  continue  to  express  physicians’  concerns 
about  unreasonable  managed  care  require- 
ments to  legislators,  regulators  and  the  courts, 
when  necessary. 

The  Society’s  physician  leaders  and  staff  are 
ready  to  meet  these  challenges,  but  we  cannot 
do  it  alone.  This  year-for  the  good  of  your 
fellow  physicians  and  your  patients-resolve  to 
get  involved  in  the  affairs  of  your  Medical 
Society.  Volunteer  your  expertise  to  an  SMS 
commission  or  committee;  participate  in  your 
district  caucus;  attend  the  annual  meeting  in 
Green  Bay  in  April  and  help  direct  the  future 
course  of  your  Society.  If  you  cannot  find  time 
for  these  activities,  at  least  take  a few  minutes 
to  educate  yourself  about  organized  medicine’s 
major  issues  and  then  discuss  them  with  your 
patients,  members  of  your  community  and  your 
legislators. 

I am  honored  to  have  served  you  as  presi- 
dent for  the  past  year,  and  I look  forward  to 
seeing  you  in  Green  Bay. 


William  L.  Treacy,  MD 
President 


Fighting  for  medical  liability  reform 

In  1989  the  Society  mounted  a major  effort  in  the  legis- 
lature, aided  by  a statewide  grassroots  campaign,  to 
reform  Wisconsin’s  medical  liability  system.  This 
endeavor,  spearheaded  by  the  Division  of  Public  Affairs, 
with  the  assistance  of  the  divisions  of  Communications 
and  Medical  Policy  and  Practice,  entailed  contacts  with 
nearly  every  county  society  in  the  state,  daily  discussions 
with  legislators  in  the  Capitol,  the  production  and 
distribution  of  informational  materials  and  contacts  with 
the  news  media.  Physicians  across  the  state  responded  to 
calls  for  action  and  joined  the  effort.  More  than  700 
physicians  wrote  to  the  governor  and  talked  to  their 
legislators  about  medical  liability  problems  while  many 
others  discussed  the  issue  with  community  leaders  and 
enlisted  their  support. 

Coupled  with  the  legislative  strategy,  the  Society 
implemented  a public  education  campaign  about  the  po- 
tential effects  of  the  medical  liability  crisis  on  the  availa- 
bility of  health  care.  Nearly  55,000  patient  education 
brochures  and  information  packets  were  produced  and 
distributed  to  county  medical  societies  and  individual 
physicians,  and  the  Society  discussed  the  issue  with  the 
public  through  paid  television  and  radio  advertisements 
in  targeted  areas  in  the  state.  These  various  activities 
kept  the  issue  before  the  public  throughout  the  year  and 
resulted  in  numerous  news  stories  in  the  statewide 
media.  Many  of  these  activities  are  expected  to  continue 
in  1990. 

Representing  physicians  in  the 
legislature 

The  Society’s  lobbying  staff  achieved  several  key  victo- 
ries on  behalf  of  physicians  in  the  legislature  during 
1989.  Some  of  them  were: 

* Resoundingly  defeated  attempts  to  pass  Medicare 
mandatory  assignment  proposals  in  the  biennial  budget 
three  times; 

* Derailed  attempts  to  pass  a means-tested  mandatory 
assignment  proposal  advanced  as  a compromise  by  the 
bill’s  proponents-the  bill  was  withdrawn  from  the  As- 
sembly’s calendar  for  floor  action  after  a show  of 
majority  support  for  the  Society’s  position; 

* Saved  Wisconsin  physicians  $2  million  in  Patients 
Compensation  Fund  fees  by  persuading  the  Insurance 
Commissioner  to  roll  back  a proposed  fee  increase  from 
16%  to  11%-testimony  by  SMS  staff  and  physicians 
helped  persuade  legislators  that  the  professional  liability 


crisis  is  discouraging  physicians  from  practicing  in  rural 
communities; 

* Pushed  for  several  initiatives  aimed  at  improving  rural 
health  care  including  a loan  forgiveness  program  for 
physicians  practicing  in  underserved  areas-the  measure 
was  passed  by  the  Assembly  and  is  awaiting  action  in  the 
Senate; 

* Enhanced  AIDS  education  and  prevention  by  support- 
ing mandatory  AIDS  education  for  youth  in  grades  six 
through  12-the  measure  easily  passed  both  houses; 

* Achieved  substantial  increases  in  physicians’  reim- 
bursements under  Medicaid,  including  a 3%  yearly 
increase  for  the  1989-1991  biennium  (compared  to  less 
than  1%  annually  for  the  past  several  years)-an  Assem- 
bly-passed plan  to  increase  physicians’  reimbursements 
for  obstetrical  care  is  pending  in  the  Senate; 

* Helped  save  lives  by  working  for  the  extension  of  the 
state’s  mandatory  seat  belt  law; 

* Enhanced  the  health  of  Wisconsin’s  citizens  by  sup- 
porting an  expanded  Clean  Indoor  Air  Act; 

* Protected  Wisconsin’s  youth  by  blocking  efforts  to  roll 
back  the  drinking  age  to  19; 

* Defeated  attempts  to  permit  unlimited  treatment  by 
physical  therapists  without  physician  referral-also 
helped  forge  a compromise  on  athletic  services,  care  for 
children  with  exceptional  needs,  and  the  treatment  of  a 
previously  diagnosed  condition; 

* Fought  to  correct  inequities  in  Medicare  reimburse- 
ments through  support  of  a joint  resolution  urging  Con- 
gress to  reform  the  physician  payment  system;  and 

* Worked  to  limit  physicians’  liability  for  harm  caused  by 
a patient  through  the  introduction  of  “duty  to  warn”  leg- 
islation. 

Supporting  the  friends  of  organized 
medicine 

Wisconsin  physicians-through  the  Wisconsin  Physicians 
Political  Action  Committee-continued  to  play  an  im- 
portant role  in  the  political  arena  during  1989.  WISP  AC 
was  very  active  in  helping  to  elect  legislators  who 
support  the  views  of  organized  medicine,  and  it  played  a 
key  role  in  electing  the  first  physician  in  modern  times  to 
serve  in  the  legislature. 


Enhancing  the  practice  of  medicine 

Throughout  1989  the  Society  continued  to  help  guide 
physicians  through  the  maze  of  complex  and  constantly 
changing  regulations  of  government  agencies  and  third- 
party  payors.  Last  year  more  than  4,000  physicians  and 
their  office  staff  attended  nine  SMS  practice  manage- 
ment programs  in  47  locations  across  the  state.  New  in 
1989  were  seminars  on  ICD-9  coding,  risk  management, 
nursing  home  and  home  care  regulations,  and  health 
insurance  benefits.  Program  participants  have  given  the 
seminars  high  marks  for  the  quality  of  speakers,  the 
helpful  information  presented  and  the  reasonable  cost  of 
each  program.  In  addition,  the  SMS  staff  fielded  more 
than  1,000  telephone  inquiries  from  physicians  and 
office  staff,  giving  out  free,  expert  advice  on  Medicare 
and  Medicaid  problems. 

Working  with  regulators 

The  Society  during  the  past  year  also  enhanced  commu- 
nications between  physicians  and  government  regulators 
and  third  party  payors  through  advisory  groups,  special 
subcommittees  and  provider  coalitions.  Through  these 
groups,  the  Society  not  only  kept  physicians  up  to  date 
about  the  latest  changes  in  Medicare  and  Medicaid,  but 
influenced  policy  development  as  well. 

Members  of  the  Medicare  Policy  Advisory  Group 
met  throughout  1989  to  review  policy  changes  proposed 
by  WPS-Medicare.  This  group-one  of  only  three  such 
committees  in  the  nation-was  formed  under  an  agree- 
ment between  the  AMA  and  the  Health  Care  Financing 
Administration  to  enhance  the  dialogue  between 
Medicare  carriers  and  physicians.  Since  its  inception  in 
July,  the  30  members  of  the  group,  representing  20 
specialties,  have  met  monthly  with  WPS-Medicare 
officials  and  have  helped  modify  Medicare  policies  to 
better  reflect  current  medical  practice. 

The  Medical  Assistance  Technical  Advisory  Com- 
mittee, formed  late  last  year  as  a subcommittee  of  the 
SMS  Health  Care  Financing  and  Delivery  Committee, 
acts  as  the  SMS  liaison  with  the  Bureau  of  Health  Care 
Financing.  Reimbursement  issues,  claims  problems  and 
the  performance  of  EDS,  copayments,  HMOs,  and  prior 
authorization  requirements  are  some  of  the  topics  to  be 
discussed  this  year  by  committee  members  and  regula- 
tors. 

Assuring  health  care  for  the  needy  and 
the  uninsured 

The  Society  during  the  past  year  redoubled  its  efforts  to 
ensure  that  the  most  vulnerable  Wisconsin  citizens 
receive  needed  health  care. 


Through  PartnerCare,  physicians  have  renewed 
their  commitment  to  the  state’s  low-income  senior  citi- 
zens. Last  year,  at  the  suggestion  of  the  PartnerCare 
Working  Group,  the  Board  of  Directors  raised  the 
income  eligibility  limits,  and  several  publicity  efforts 
were  undertaken  across  the  state.  As  a result,  Partner- 
Care enrollment  doubled  in  1989,  totalling  nearly  20,000 
senior  citizens  by  the  end  of  the  year.  The  success  of 
PartnerCare  played  a key  role  in  Society  staff  discussions 
with  legislators  on  Medicare  mandatory  assignment 
issues. 

Recognizing  that  for  many  in  our  state,  the  lack  of 
health  insurance  means  lack  of  access  to  health  care,  the 
SMS  has  taken  the  lead  in  health  insurance  issues.  These 
issues-particularly  how  to  extend  coverage  to  those 
most  in  need  at  the  lowest  possible  cost-promise  to 
dominate  discussions  in  the  state  house  and  in  corporate 
board  rooms  across  the  state  in  1990. 

The  SMS  Task  Force  on  Health  Care  for  the 
Uninsured,  made  up  of  leaders  in  the  areas  of  health 
care,  business,  aging  and  government,  studied  the 
insurance  issue  and  in  January  1989  unveiled  a series  of 
recommendations.  The  task  force  recommended  the 
creation  of  a voluntaiy,  employer-incentive  plan  provid- 
ing basic  benefits  for  employees  of  small  companies  not 
currently  offering  health  insurance.  (Studies  in  Wiscon- 
sin have  found  that  more  than  three-fourths  of  unin- 
sured persons  in  Wisconsin  are  tied  to  the  work  force.) 
The  task  force’s  report  was  widely  reported  in  the  news 
media  and  attracted  attention  from  the  governor  and  the 
legislature. 

The  Society  also  continues  to  be  active  in  public 
sector  initiatives  regarding  health  insurance.  The  SMS 
secretary-general  manager  heads  the  Council  on  Pilot 
Projects  for  the  Uninsured,  which  is  helping  the  state 
implement  the  State  Health  Insurance  Plan  (SHIP).  In 
1989  the  Department  of  Health  and  Social  Services,  fol- 
lowing the  council’s  recommendations,  approved  the 
implementation  of  four  health  insurance  pilot  programs 
in  three  counties  in  the  state.  The  data  gathered  from 
these  projects  will  be  analyzed  by  the  University  of 
Wisconsin-Madison  and  used  to  set  public  policy  in  the 
health  insurance  arena  for  the  future. 

Although  physicians  know  they  frequently  provide 
care  for  little  or  no  compensation,  the  amount  of  charity 
care  rendered  by  the  state’s  physicians  has  never  been 
scientifically  documented.  The  Society,  with  the  expert 
help  of  the  University  of  Wisconsin  Programs  in  Health 
Management,  has  undertaken  a survey  of  physician 
group  practices  to  document  the  extent  and  cost  of  un- 
compensated and  discounted  care  in  Wisconsin.  Results 
are  expected  in  early  1990. 


Meeting  the  challenge  of  enrollment 
declines 

Recent  declines  in  medical  school  enrollments  have 
been  identified  by  SMS  physician  leaders  as  a key 
challenge  facing  medicine  in  the  decade  ahead.  The  Task 
Force  on  Medical  Manpower-made  up  of  physicians, 
medical  school  representatives,  educators  and  academic 
advisors  and  chaired  by  President  Treacy-met  through- 
out the  year  to  study  the  complex  issues  related  to  the 
supply  of  physicians  and  other  health  professionals.  A 
final  report  to  the  Board  of  Directors  is  due  shortly. 

Educating  Wisconsin  youth 

Physicians  and  their  spouses-recognizing  that  the  foun- 
dation for  a healthy  lifestyle  is  laid  long  before  adult- 
hood-have sponsored  health  education  programs  for 
Wisconsin’s  youth  for  27  years.  The  Workshop  on 
Health  has  reached  thousands  of  adolescents  with 
important  health  information  through  upbeat,  dynamic 
presentations  by  professional  entertainers  and  health 
educators.  This  year’s  program  attracted  nearly  1,000 
middle-school  students  and  their  teachers-representing 
100  schools  across  the  state. 

Directing  health-care  policy 

The  Society’s  numerous  committees,  commissions  and 
task  forces  have  studied  myriad  issues  related  to  the 
quality  of  health  care  in  the  state  and  have  reported  their 
findings  and  recommendations  to  the  Board  of  Direc- 
tors. Many  of  these  recommendations  became  official 
SMS  policy  in  1989.  Physician  payment  reform,  alcohol 
and  other  drug  abuse,  nursing  home  issues,  rural  health 
care,  workers  compensation,  surrogate  parenting,  the 
right  to  die  and  perinatal  care  were  a few  of  the  critical 
issues  debated  by  SMS  committees  during  1989. 

In  addition,  the  Committee  on  Environmental  and 
Occupational  Health  in  1989  continued  be  an  innovative 
leader  in  environmental  health  and  safety  issues.  The 
committee  is  substantially  revising  its  Wisconsin  Occupa- 
tional Health  Guide , which  provides  practical  informa- 
tion for  health-care  professionals  in  the  work  place. 
Members  also  provided  expertise  for  a special  Division 
of  Health  project  to  help  physicians  recognize  and  treat 
symptoms  of  exposure  to  hazardous  chemicals. 

Building  coalitions 

Coalition  building  to  help  direct  state  health  policy  and 
to  improve  the  provision  of  health  care  in  the  state 
continued  to  be  a important  activity  for  the  Society 
during  1989.  The  Health  Care  Forum,  representing  the 


provider,  consumer,  insurance,  business,  aging,  labor, 
farm  and  religious  communities,  is  seeking  to  improve 
health-care  access  for  the  uninsured,  the  poor,  and 
others  who  may  not  have  the  resources  to  pay  for  care. 
This  coalition  grew  out  of  the  Access  to  Health  Care 
conference  co-sponsored  by  the  SMS  last  spring. 

Other  coalitions  in  which  the  Society  played  an 
active  role  in  1989  included  21  Now,  the  Wisconsin 
Safety  Belt  Coalition,  and  the  Coalition  for  Civil  Justice. 
In  addition,  the  Society  is  participating  in  an  informal 
rural  health  coalition  made  up  of  providers,  legislators 
representing  rural  communities  and  consumer  groups  in 
developing  a series  of  rural  health  initiatives. 

Influencing  national  policy 

As  in  past  years,  the  Society  has  continued  to  work  with 
the  American  Medical  Association  to  ensure  that 
Wisconsin  physicians  have  a voice  at  the  national  level. 
Expenditure  targets,  the  resource-based  relative  value 
scale,  smoking  on  airlines,  Medicare  and  Medicaid 
reimbursements,  and  rural  health  care  were  some  of  the 
major  issues  addressed  by  SMS  physician  leaders 
through  participation  in  the  AMA  and  direct  conversa- 
tions with  the  state’s  congressional  delegation. 

Meeting  members’  legal  needs 

In  1989  the  Society’s  activities  in  the  medical-legal 
arena-including  peer  review,  medical  liability,  Patients 
Compensation  Fund,  managed  care  and  WIPRO-were 
centralized  in  the  newly  created  Office  of  Legal  Services. 

Throughout  1989  SMS  legal  staff  provided  numer- 
ous services  to  physicians  that  directly  affected  their 
practices-such  as  review  of  medical  staff  bylaws  and  phy- 
sician contracts.  The  staff  also  aided  county  medical  so- 
cieties in  developing  their  bylaws  and  answered  hun- 
dreds of  legal  questions  posed  by  individual  physician 
members. 

In  addition,  the  Society  represented  physicians  as  a 
friend  of  the  court  in  two  cases  relating  to  mediation  in 
medical  liability  actions  before  the  state  Supreme  Court. 

Throughout  1989  the  staff  also  provided  legal 
services  to  the  Board  of  Directors,  committees,  commis- 
sions and  staff  and  the  newly  formed  SMS  Holdings  Cor- 
poration and  its  for-profit  subsidiaries. 

Helping  physicians  in  need 

More  than  750  physicians  and  their  spouses  experiencing 
the  trauma  of  a medical  malpractice  suit  have  been 
helped  by  the  Physician  Support  Program.  Created  in 
1987  by  the  Medical  Liability  Committee,  the  program 
was  expanded  in  1989  to  provide  physicians  and  spouses 


with  additional  materials  on  coping  with  a malpractice 
suit  and  valuable  information  on  the  litigation  process. 

The  Statewide  Impaired  Physicians  Program  aids 
physicians  who  are  impaired  through  the  use  of  alcohol 
or  other  drugs.  During  1989  the  Society  contracted  for 
medical  director  services  with  a physician  group— thereby 
strengthening  and  expanding  the  program. 

Creating  alternatives  to  the  tort  system 

Recognizing  the  urgency  in  finding  long-term  solutions 
to  the  professional  liability  crisis,  the  Society’s  Blue 
Ribbon  Task  Force  on  Alternatives  to  the  Tort  System 
stepped  up  its  activities  during  1989  with  the  goal  of 
recommending  a model  plan  for  Wisconsin.  Compensat- 
ing victims  fairly  for  their  injuries,  restraining  “runaway” 
verdicts  and  lessening  the  trauma  on  all  parties  involved 
in  a malpractice  action  are  the  key  elements  of  a model 
system.  Last  year  the  task  force  called  in  national  experts 
to  lead  discussions  on  the  workings  of  an  arbitration 
system  and  a workers  compensation-like  plan.  In 
addition,  the  task  force  began  analyzing  the  AMA’s 
proposed  fault-based  administrative  model. 

The  SMS  staff,  along  with  representatives  of  other 
professional  organizations,  is  assisting  the  Office  of  the 
Commissioner  of  Insurance  in  a comprehensive  study  of 
malpractice  claims  in  Wisconsin  that  were  closed  during 
the  past  ten  years.  The  data  gathered  in  this  study,  the 
first  of  its  kind  in  the  state,  will  help  guide  the  work  of 
the  task  force. 

Fighting  AIDS 

Through  the  Midwest  AIDS  Training  and  Education 
Center  (MATEC-Wisconsin),  housed  at  the  SMS,  the 
Society  has  been  at  the  forefront  in  developing  programs 
to  educate  and  train  health  professionals  in  AIDS 
prevention-key  elements  in  containing  the  spread  of 
HIV  infection. 

Last  year  MATEC-Wisconsin  trained  more  than 
1,200  health-care  professionals  in  AIDS  prevention,  and 
these  professionals  returned  to  their  institutions  and,  in 
turn,  trained  their  colleagues.  Dentists,  nursing  home 
professionals  and  nurses  participated  in  various 
MATEC  programs  in  1989,  resulting  in  improved  access 
to  care  for  persons  with  AIDS  and  enhanced  prevention 
efforts. 

MATEC  also  recently  received  a supplemental  grant 
from  the  Health  Resources  and  Services  Administration 
to  work  with  community  and  migrant  health  centers  in 
the  state  in  providing  HIV  education  and  training. 

The  SMS  Task  Force  on  AIDS  last  year  continued 


to  be  a leader  in  directing  public  policy  at  the  state  level. 
The  task  force  has  worked  closely  with  legislators  on 
several  proposals  dealing  with  HIV  issues,  including 
education,  discrimination,  financial  concerns,  access  to 
health  care  and  testing. 

Communicating  with  members  and  the 
public 

Informing  SMS  members,  state  policy  makers  and  the 
public  about  the  Society’s  views  on  important  health 
issues  and  enhancing  the  physician’s  image  were  key 
elements  of  the  Society’s  1989  communications  efforts. 

Throughout  the  year  the  Wisconsin  Medical  Journal 
and  Medigram  continued  to  provide  members  with  up- 
to-date  information  on  a variety  of  scientific  and  socio- 
economic topics.  New  in  WMJ  for  1989  was  a series  of 
articles  on  public  health  issues-including  studies  on 
breast  cancer  screening,  Pap  tests,  cigarette  smoking 
trends  and  chronic  disease  mortality.  Written  by  top 
state  Division  of  Health  staff,  many  of  these  articles 
attracted  statewide  news  media  coverage,  and  the  study 
on  cigarette  smoking  was  reprinted  in  the  Centers  for 
Disease  Control’s  Morbidity  and  Mortality  Weekly  Report. 

In  1989  Medigram's  26  issues  kept  members  current 
about  the  latest  developments  in  governmental  regula- 
tions, pending  legislation  at  both  the  federal  and  state 
levels  and  activities  within  the  Society.  The  biweekly 
newsletter  also  provided  technical  guidance  on  the 
constantly  changing  requirements  of  Medicare,  Medi- 
caid, WIPRO  and  other  government-related  programs. 
Special  editions  of  Medigram  calling  for  action  on 
medical  liability  and  mandatory  assignment  proposals 
sparked  an  unprecedented  response  from  physicians 
across  the  state,  who  flooded  the  offices  of  the  governor 
and  their  legislators  with  letters  and  telephone  calls 
about  these  key  issues.  These  communications  played  a 
key  role  in  the  defeat  of  mandatory  assignment  in  the 
legislature. 

Enhancing  the  physician’s  image 

The  Society  in  1989  continued  its  efforts  to  improve  or- 
ganized medicine’s  relationship  with  Wisconsin’s  news 
media.  This  was  accomplished  through  news  confer- 
ences, health  advice  columns,  news  releases  and  visits  by 
SMS  leaders  and  staff  to  the  editorial  offices  of  major 
newspapers  in  the  state.  Recognizing  that  good  physi- 
cians may  not  always  be  the  best  public  speakers,  the 
Society  also  conducted  a spokesperson  training  program 
in  the  fall  of  1989. 


Educating  physicians 

During  1989  the  Society,  through  its  meeting  planning 
and  continuing  medical  education  staff,  planned, 
promoted  and  carried  out  more  than  150  meetings  for 
physicians-including  practice  management  seminars, 
AIDS  education  programs,  and  ongoing  programs  such 
as  the  Workshop  on  Health  and  the  Medical  Issues 
Conference.  In  addition,  the  Commission  on  Continuing 
Medical  Education  oversaw  the  accreditation  of  55 
Wisconsin  hospitals,  24  specialty  societies  and  one 
county  medical  society  and  conducted  more  than  25 
surveys  for  reaccreditation. 

Supporting  charitable  projects 

Since  1955  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  has  provided  Financial  support 
to  activities  of  special  importance  to  physicians.  In  1989, 
the  foundation  dispensed  more  than  $106,000  in  loans  to 
needy  medical  students  and  others  studying  for  careers 
in  the  health  professions.  The  foundation’s  commitment 
to  medical  education  continues  into  the  new  year-the 
staff  is  currently  working  with  two  county  medical 
societies  to  establish  scholarship  funds  for  minority 
students. 

During  1989  the  foundation  contributed  to  a 
number  of  worthy  projects  through  its  unrestricted 
funds-raised  mainly  through  check-offs  on  the  dues 
statements.  Some  of  these  were: 

* the  Access  to  Health  Care  Conference  held  this  spring 
in  Madison; 

* a coloring  book  on  child  abuse  produced  by  the 
Richland  Professionals  for  Child  Abuse  Prevention; 

* the  Wisconsin  Medical  Journal  medical  student  and 
resident  writing  contests; 

* the  Wisconsin  Federation  of  Parents  for  Drug  Free 
Youth; 

* the  Wisconsin  Science  Olympiad; 

* Wisconsin  Safety  Patrols,  Inc.; 

* Wisconsin  Science  Congress;  and 

* the  AMA’s  project  to  restore  its  commemorative  stone 
in  the  Washington  monument. 

In  November  the  foundation  hosted  a special  fund- 
raising evening  at  the  War  Memorial  Museum  in 
Milwaukee  in  conjunction  with  the  Medical  Issues  Con- 
ference. The  foundation  is  also  selling  limited  edition 
prints  of  the  mural  “Dr  Beaumont’s  Waiting  Room,” 
which  graces  one  wall  of  the  Society’s  remodelled 
meeting  rooms. 


Providing  economic  benefits  to 
members 

The  primary  mission  of  SMS  Services  during  its  First  11 
years  has  been  to  develop  programs  that  will  provide 
economic  benefits  to  SMS  members-both  professionally 
and  personally. 

To  better  serve  SMS  members  and  accomplish  other 
goals,  the  for-profit  segment  of  the  Society  was  reorgan- 
ized in  1989.  A holding  company-SMS  Holdings 
Corporation-was  established  and,  in  turn,  created  four 
corporations-SMS  Services,  Inc.,  which  will  handle  in- 
surance plans  for  SMS  members;  Lakeside  Association 
Services,  Inc.  (formerly  Association  Management 
Services),  which  will  provide  various  management 
services  to  member  organizations;  SMS  Realty  and 
Development  Corporation,  which  will  manage  SMS 
properties;  and  Lakeside  Administrators,  Inc.,  a health 
and  dental  claims  processing  company. 

Since  1984  SMS  Services  has  paid  nearly  $200,000  in 
dividends  to  the  Society,  its  sole  stockholder;  in  1989 
alone  the  dividend  totalled  $100,000.  SMS  Services  con- 
tinues to  offer  numerous  benefits-such  as  discount 
rental  and  purchase  plans,  a variety  of  competitive,  high 
quality  insurance  programs,  and  various  management 
services-that  enhance  the  value  of  membership  in  the 
Society. 

Lakeside  Association  Services,  Inc.,  now  serves  17 
client  associations-representing  more  than  7,000  mem- 
bers. LAS  assists  its  members  with  numerous  manage- 
ment services  and  enhances  the  Society’s  communica- 
tions with  other  health  professional  groups.  ■ 
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DISC  Systems,  a product  of  StrategiCare, 

Inc.,  announces  an  incredible  two-year  satisfaction 
guarantee*  on  its  Medical  Management  Computer 
System.  DISC’S  guarantee  exceeds  the  industry 
standard  by  a long  shot.  We’re  so  sure  you’ll  be 
pleased  with  our  system  that  we’ll  completely  refund 
your  money  if  you’re  not. 

Most  companies  selling  computer  systems  offer 
warranties  that  promise  only  service  and  repair, 
but  the  DISC  guarantee  is  different.  A customer 
doesn’t  have  to  prove  any  defect  in  the  system 
to  return  it  and  receive  a full  refund.  That’s 
truly  extraordinary. 


Carl  W.  Brandt,  President 
DISC  Computer  Systems 


♦Subject  to  the  terms  and  conditions  of  the  DISC  Systems  written  warranty. 


$/y 


h 

t 


yy 


i/y 


j ' 

yy 


l 

i 


wy 


Discover  DISC  J 

— - * • ^^SYSTEMS 


The  worry-free  choice 

A company  of 

SlralegiCare 


INC 


3055  Old  Highway  Eight.  Minneapolis.  Minnesota  55418 
For  more  information,  contact  Carl  Brandt. 

800/TRY  DISC  (800/879-3472). 

Other  locations:  Chicago,  Des  Moines.  Kansas  City.  Milwaukee 


DISC3  DISC  is  an  NCR  Value-Added  Reseller 


Medical  Writing 
Contest 

Contestants: 

• Medical  students  enrolled  in  either  of  Wisconsin’s  two  medical  schools 

• Residents  actively  training  in  Wisconsin 

Awards: 

• One  student;  one  resident 

• Recognition  certificate 

• $500 

• Publication  in  the  Wisconsin  Medical  Journal 

• Presentation  at  the  1990  SMS  Annual  Meeting 

Rules: 

• Subject  matter  must  fall  within  the  parameters  of  scientific  medicine:  clinical,  case 
report,  research  and  review 

• Paper  must  be  original,  unpublished,  and  credited  to  one  author  (although  multiple 
authors  may  be  listed) 

• Limited  to  10  pages,  typewritten,  double-spaced,  1-inch  margins 

• Illustrations  are  encouraged,  but  must  be  included  in  the  10-page  length  limit 

• The  Editorial  Board  of  the  Wisconsin  Medical  Journal  serves  as  the  panel  of  judges 
and  has  final  authority  in  all  decisions 

Criteria: 

• Scientific  merit:  research  methods,  data  analysis,  subject  or  patient  population 
selection,  control  of  variables,  literature  analysis 

• Applicability:  usefulness  of  results  to  private  practitioner,  academician,  researcher 

• Content:  depth  of  analysis,  continuity  of  discussion  supporting  the  main  thesis, 
feasibility  of  conclusions 

• Innovation:  uniqueness  of  idea,  creativity,  improvement  of  existing  techniques, 
previously  undiscovered  data,  advancement  of  basic  understanding 

• Organization 

• Clarity  of  writing 

Deadline: 

Entries  must  be  received  by  the  Wisconsin  Medical  Journal  no  later  than  February  15, 
1990:  PO  Box  1109,  Madison,  WI  53701 

Organizational 


Nominees  for  SMS  offices:  1990 


Cyril  (Kim)  M.  Hetsko,  MD 

Nominated  for  president  elect  for 
1990-1991 

Dr  Hetsko  is  vice  speaker  SMS  House 
of  Delegates,  as  well  as  an  alternate 
delegate  to  the  AMA,  chair  of  the 
Task  Force  on  AIDS  and  member  of 
the  Task  Force  on  RBRVS.  His  past 
service  includes  the  SMS  Board  of 
Directors,  SMS  Executive  Commit- 
tee, SMS  Finance  Committee  (chair), 
Strategic  Planning  Committee,  and 
Task  Force  on  Physician  Discipline 
and  Review. 

Certified  by  the  American  Board  of 
Internal  Medicine,  Dr  Hetsko  is  a 
member  of  the  Wisconsin  Society  of 
Internal  Medicine  serving  as  the 
president  in  1987-1988.  He  was  a 
member  of  the  Governing  Council, 


Pauline  M.  Jackson,  MD 
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was  secretary-treasurer,  served  as 
chair  of  the  Nominating  Committee 
and  also  was  the  co-chair  of  the  1989 
Scientific  Meeting  Program  for  that 
organization.  Dr  Hetsko  served  as 
chair  of  the  Department  of  Medicine 
at  St  Marys  Hospital  Medical  Center 
(Madison),  was  a member  of  its  Medi- 
cal Staff  Executive  Committee,  a 
member  of  its  Infection  Control  Com- 
mittee, and  a member  of  its  Institu- 
tional Review  Board.  He  received  the 
Presidential  Award  from  the  Dane 
County  Medical  Society  and  the  SMS 
Meritorious  Service  Award. 

Dr  Hetsko  graduated  from  the  Uni- 
versity of  Rochester  School  of  Medi- 
cine and  completed  his  internship  and 
residency  at  University  of  Wisconsin 

Continued  on  next  page 


Pauline  M.  Jackson,  MD 

Nominated  for  treasurer  for  1990- 
1991. 

Dr  Jackson  has  been  a member  of  the 
SMS  Board  of  Directors  since  1979. 
She  has  served  on  the  SMS  Commit- 
tee on  Mental  Health  since  1981  and 
was  chair  from  1981-1985.  She  is  a 
member  of  the  SMS  Physicians  Alli- 
ance Commission.  She  has  been  on 
the  Committee  on  Child  Abuse  and 
Women’s  Issues,  the  SMS  Commit- 
tee on  Alcoholism  and  Other  Drug 
Abuse,  served  as  chair  of  the  Task 
Force  on  Competition  and  Regulation, 
and  is  a member  of  the  Board  of  the 
Charitable  Educational  and  Scientific 
Foundation  of  SMS.  She  has  chaired 
the  Finance  Committee  of  CESF  since 


Cyril  M.  Hetsko,  MD 


1986.  Dr  Jackson  was  a member  of 
the  SMS  Strategic  Planning  Com- 
mittee. 

Dr  Jackson  served  as  president  of 
the  La  Crosse  County  Medical  Society 
in  1984  and  1985,  and  served  as 
secretary  of  the  Wisconsin  Psychi- 
atric Association,  and  was  its  presi- 
dent in  1987-1989.  She  has  served  on 
the  Board  of  Directors  of  the  Gun- 
dersen  Clinic  and  as  chief  of  staff  at 
Lutheran  Hospital  in  La  Crosse. 

Dr  Jackson  graduated  from  Stan- 
ford University  Medical  School  and 
served  her  internship  at  Charles  T. 
Miller  Hospital  in  St  Paul.  Board  cer- 
tified in  psychiatry,  she  completed  her 
residency  at  the  Cleveland  Psychiatric 
Institute.  | 
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Hospitals  in  Madison.  He  has  been  a 
member  of  the  Dean  Medical  Center 
since  1975  and  is  a clinical  associate 
professor  of  Medicine  at  the  Univer- 
sity of  Wisconsin,  Madison.  Dr 
Hetsko  served  as  a major  at  the  US 
Army  Medical  Research  Institute  of 
Infectious  Diseases  in  the  early  1970s.  | 


Constitutional 

amendment 

proposed 

SMS  members  should  be  aware  that 
a proposed  amendment  to  the  SMS 
constitution  will  be  considered  by  this 
year’s  House  of  Delegates  at  the  an- 
nual meeting  in  April.  If  the  proposal 
is  accepted,  Article  VI  of  the  constitu- 
tion would  be  amended  to  repeal  the 
last  paragraph  and  substitute  the 
following: 


“The  terms  of  the  directors  shall  1 
be  for  three  years.  No  individual  shall 
be  permitted  to  serve  more  than  two 
consecutive  three-year  terms  as  direc-  [t 

tor,  and  no  more  than  a total  of  six 
terms  of  service  of  director  shall  be 
permitted.” 

This  amendment  was  introduced  as  i : 
a resolution  at  the  1989  House  of 
Delegates  meeting  and  was  approved  j ; 
for  introduction  for  final  action  at  the  j [ 
1990  annual  meeting,  as  required  by  U 
the  SMS  constitution.  | 


Kenneth  I.  Gold,  MD 

Nomi  noted for  vice  speaker  of  the  House 
of  Delegates  for  1990-1992 

Dr  Gold,  who  is  a general  internist, 
graduated  from  the  State  University 
of  New  York,  Health  Sciences  Center 
in  Brooklyn.  He  completed  a resi- 
dency in  internal  medicine  at  the 
University  Hospital  in  Columbus, 
Ohio,  and  fellowship  in  psychiatry  and 
medicine  at  Strong  Memorial  Hos- 
pital in  Rochester,  NY. 

Dr  Gold  has  been  a member  of  the 
SMS  Board  of  Directors  from  District 
2 since  1985,  and  has  served  on  the 
Commission  on  Continuing  Medical 


Education  since  1982  and  as  chair 
since  1988.  He  is  an  editorial  associate 
of  the  Wisconsin  Medical  Journal  and 
a member  of  the  Health  Practices  Ad- 
visory Committee  and  the  Advisory 
Council  for  WIPRO.  Dr  Gold  was 
president  of  the  Rock  County  Medical 
Society  1986-1988,  and  is  currently 
presdient-elect  of  the  Beloit  Memorial 
Hospital  medical  staff.  He  is  also  a 
member  of  the  Wisconsin  Society  of 
Internal  Medicine,  having  served  as 
president  1980-1981.  He  is  a member 
of  the  American  College  of  Physi- 
cians, Wisconsin  Chapter,  and  serves 
as  secretary.  | 


Kenneth  I.  Gold,  MD 


Patricia  J.  Stuff,  MD 


Patricia  J.  Stuff,  MD 

Nominated  for  delegate  to  AM  A for 
1991-1992. 

Dr  Stuff  has  been  an  AMA  delegate 
since  1979,  and  an  alternate  delegate 
from  1976  to  1978.  She  chaired  the 
AMA  Ad  Hoc  Committee  on  Women 
Physicians  in  Organized  Medicine, 
and  served  AMA  House  of  Delegates 
as  reference  committee  member, 
chair,  and  chief  teller.  She  has  served 
as  vice  speaker  and  speaker  of  the 
SMS  House  of  Delegates  from  1973 
to  1977.  Dr  Stuff  has  served  as  a 
member  of  the  SMS’s  Nominating 
Committee  and  of  the  House  of 


Delegates  reference  committees.  She 
was  chair  of  the  SMS  Committee  on 
Women  Physicians. 

Dr  Stuff  serves  as  adjunct  professor 
at  the  University  of  Wisconsin,  Osh- 
kosh. She  is  on  the  Board  of  Direc- 
tors of  Community  Programs  of 
Shawano  County,  and  was  the  reci- 
pient of  Woman  of  the  Year  Award 
by  Shawano  County  Business  and 
Professional  Women’s  Association. 

Dr  Stuff  graduated  from  Woman’s 
Medical  College  of  Pennsylvania  and 
completed  her  residency  at  Sacred 
Heart  Hospital  in  Yankton,  South 
Dakota,  f 
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John  K.  Scott,  MD 

Nominated for  delegate  to  the  AM  A for 
1991-1992. 

Dr  Scott  has  served  as  an  SMS 
delegate  to  the  AMA  since  1979,  and 
as  alternate  delegate  from  1977- 
1978.  He  has  been  a member  of  the 
AMA  Council  Long  Range  Planning 
and  Development  since  1985.  Dr 
Scott  served  as  president  of  the  SMS, 
Dane  County  Medical  Society,  Ameri- 
can Cancer  Society,  Wisconsin  Divi- 
sion, and  the  Wisconsin  Chapter  of 
the  American  College  of  Surgeons. 
He  is  a member  of  the  American  Aca- 
demy of  Ophthalmology  and  Oto- 
laryngology, Society  of  Head  and 
Neck  Surgeons,  and  American  Laryn- 
gological,  Rhinological  and  Otological 
Society. 

Certified  by  the  American  Board  of 
Otolaryngology,  Dr  Scott  served  as 
president  of  the  Wisconsin  Otolaryn- 


John  K.  Scott,  MD 


gology  Society.  He  is  a clinical  pro- 
fessor of  surgery  (ENT)  at  the  Univer- 
sity of  Wisconsin  Medical  School, 
Madison. 

Dr  Scott  graduated  from  Ohio  State 
University  College  of  Medicine,  and 
completed  his  residency  at  University 
Hospitals,  Columbus,  Ohio,  f 


John  P.  Mullooly,  MD 

Nominated  for  delegate  to  the  AMA  for 
1991-1992. 

Dr  Mullooly  has  served  as  alternate 
delegate  to  the  AMA  since  1984.  He 
is  vice  chair  of  the  SMS  Committee 
on  Medicine  and  Religion  and  is  cur- 
rently an  editorial  associate  for  the 
Wisconsin  Medical  Journal.  Dr  Mul- 
looly served  as  president  of  SMS  in 
1986-1987  and  of  the  Medical  Society 
of  Milwaukee  County  in  1984.  He  re- 
ceived the  SMS  Meritorious  Service 
Award  in  1985.  He  is  past  president 
of  both  Milwaukee  Academy  of  Medi- 
cine and  Catholic  Physicians  Guild. 
He  has  been  editor  of  Linacre  Quar- 
terly since  1969. 

Dr  Mullooly  is  a member  of  the 
Wisconsin  Society  of  Internal 
Medicine,  the  Wisconsin  Heart  Asso- 
ciation, and  the  American  College  of 
Continued  on  next  page 
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Physicians.  He  received  the  Addis 
Costello  Internist  of  the  Year  Award 
from  the  Wisconsin  Society  of  Inter- 
nal Medicine. 

Dr  Mullooly  graduated  from  Mar- 
quette University  School  of  Medicine 
and  completed  his  residency  at  Mil- 
waukee County  General  Hospital.  He 
has  been  in  private  practice  in 
Milwaukee  since  1964  and  has  been 
an  assistant  clinical  professor  of 
medicine  at  the  Medical  College  of 
Wisconsin  since  1966.  | 
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THE  AMERICAN  HEART 
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Robert  F.  Purtell,  Jr,  MD 

Nominated for  alternate  delegate  to  the 
AMA  for  1991-1992. 

Dr  Purtell  is  a member  of  the  SMS 
Board  of  Directors.  He  has  served  on 
the  SMS  Physicians  Alliance  Com- 
mission for  12  years  and  served  as  the 
chair  for  four  years.  Dr  Purtell  has 
been  a member  of  the  Nominating 
Committee  since  1986  and  is  cur- 
rently the  chair.  He  also  is  a member 
of  the  Subcommittee  on  Federal  Leg- 
islation of  the  Physicians  Alliance 
Commission.  Dr  Purtell  is  a delegate 
to  the  American  Academy  of  Family 
Physicians  from  the  Wisconsin  Aca- 
demy of  Family  Physicians,  a past 
president  of  the  WAFP,  and  a past 
president  of  the  Marquette-Medical 
College  of  Wisconsin  Medical  Alumni 
Association.  Dr  Purtell  is  an  assistant 
clinical  professor  at  the  Medical  Col- 
lege of  Wisconsin. 

Dr  Purtell  graduated  from  Mar- 
quette University  School  of  Medicine 


Robert  F.  Purtell,  Jr,  MD 


and  served  an  internship  at  Miseri- 
cordia  Hospital.  His  residency  was  at 
St  Joseph’s  Hospital  in  Milwaukee,  f 


Jerome  W.  Fons  Jr,  MD 

Nominated  for  alternate  delegate  to  the 
AMA  for  1991-1992. 

Dr  Fons  served  as  the  SMS  alternate 
delegate  to  the  AMA  during  1988.  A 
member  of  the  SMS  since  1964,  he 
served  as  a member  of  the  SMS  Board 
of  Directors  from  1981  to  1988  as  well 
as  a member  of  the  SMS  Physicians 
Alliance  Commission  and  the  Task 
Force  on  Medical  Liability.  He  is  cur- 
rently a member  of  the  SMS  Commit- 
tee on  Medical  Liability.  Dr  Fons  was 
president-elect  of  the  Medical  Society 
of  Milwaukee  County  in  1985,  and 
president  in  1986.  He  is  also  president 
of  PIC- Wisconsin.  In  1989,  Dr  Fons 
received  the  SMS  Physician-Citizen 
of  the  Year  Award. 

Dr  Fons  graduated  from  the  Mar- 
quette University  School  of  Medicine 
and  served  his  internship  and  resi- 
dency at  St  Joseph’s  Hospital  in  Mil- 


Jerome W.  Fons,  Jr,  MD 


waukee.  He  was  on  the  medical  staffs 
of  Trinity  Memorial  Hospital, 
Cudahy,  and  St  Francis  Hospital  in 
Milwaukee.  ^ 
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Physician  briefs 


The  * indicates  an  SMS  member. 

Armond  H.  Start,  MD,*  recently 
joined  the  staff  of  University  Hospital 
and  Clinics  in  Madison.  Dr  Start  has 
also  been  appointed  associate  profes- 
sor of  family  medicine  and  practice. 
He  graduated  from  the  University  of 
Michigan  Medical  School  and  com- 
pleted a master’s  degree  in  public 
health  at  the  University  of  Oklahoma. 
His  residency  was  served  at  the  Uni- 
versity of  Oklahoma  Children’s  Me- 
morial Hospital.  Dr  Start  is  also  the 
medical  director  of  the  Wisconsin 
State  Prison  System  and  Correctional 
Health  Services. 

Michael  P.  Jacobson,  MD,  of 

Racine,  has  joined  the  Racine  Medical 
Clinic.  Board -certified  in  nephrology, 
Dr  Jacobson  graduated  from  Indiana 
University  School  of  Medicine  and 
served  a residency  at  St  Joseph  Hos- 
pital in  Denver. 

Robert  J.  Spellman,  MD,*  of  New 

Berlin,  has  been  appointed  vice  presi- 
dent and  chief  medical  director  of  the 
Northwestern  Mutual  Life  Insurance 
Company  in  Milwaukee.  Dr  Spellman 
graduated  from  Johns  Hopkins  Medi- 
cal School  in  Baltimore  and  served  an 
internship  and  residencies  at  Mary 
Imogene  Bassett  Hospital  in  Coop- 
erstown,  NY.  He  joined  North- 
western in  1976. 


Rodolfo  M.  Molina,  MD,*  of  Por- 
tage, has  been  appointed  by  Gov 
Tommy  Thompson  as  a member  of 
the  state  Medical  Examining  Board. 
Dr  Molina  received  his  medical  de- 
gree at  the  University  of  Santo  Tomas 
in  Manila  and  served  a residency  in 
pathology  at  Deaconess  Hospital  in 
Milwaukee.  He  is  a past  president  of 
the  Dodge  County  Medical  Society. 
Donald  A.  Wollheim,  MD,  has 
started  a general  surgery  practice  in 
Kenosha.  Dr  Wollheim  graduated 
from  the  Medical  College  of  Wiscon- 
sin and  served  an  internship  at 
Saginaw  Cooperative  Hospitals  in 
Saginaw,  Mich.  He  completed  a 
residency  at  St  Luke’s  Hospital  in 
Milwaukee.  Dr  Wollheim  had  prac- 
ticed in  Milwaukee  for  several  years 
before  moving  to  Massachusetts  to 
join  the  Harvard  Community  Health 
Plan  in  Chelmsford. 

Avery  D.  Alexander,  MD,*  of  Osh- 
kosh, recently  joined  the  consulting 
staff  of  Riverside  Medical  Center  in 
Waupaca.  Dr  Alexander  received  his 
medical  degree  from  Stanford  Uni- 
versity and  served  a residency  in 
ophthalmology  at  Kellogg  Eye  Center 
at  the  University  of  Michigan. 

Robert  F.  Mann,  MD,*  has  joined 
the  medical  staff  of  Mercy  Medical 
Center  in  Oshkosh.  After  receiving 


his  medical  degree  from  the  Univer- 
sity of  Michigan  Medical  School,  Dr 
Mann  completed  a residency  in  neuro- 
surgery at  Henry  Ford  Hospital  in 
Detroit. 

Ronald  E.  Beresky,  MD,  * has  joined 
the  Dean  Medical  Center’s  Stoughton 
clinic.  A native  of  Erie,  Pa,  Dr 
Beresky  received  his  medical  degree 
from  Georgetown  University  in 
Washington,  DC,  and  served  a resi- 
dency in  surgery  at  Tripler  Army 
Medical  Center  in  Honolulu. 
Edward  J.  Lennon,  MD,*  recently 
retired  after  32  years  of  service  with 
the  Medical  College  of  Wisconsin,  the 
last  five  as  president.  A specialist  in 
kidney  disease,  Dr  Lennon  played  a 
key  role  in  the  development  of 
MCW’s  MAAC  Fund  Research 
Center,  f 


Correction 

In  the  November  1989  issue  of  the 
WMJ,  a news  item  about  Sigurd  B. 
Gundersen,  Jr,  MD,  of  La  Crosse, 
failed  to  identify  him  as  a member  of 
the  SMS.  Dr  Gundersen  has  been  an 
SMS  member  in  good  standing  for 
many  years,  f 


Notice 

Resolutions  to  the  SMS  annual  meeting  must  be  submitted  in  proper  form  to  the  secretary-general  manager’s  office 
no  later  than  Friday,  Feb  23.  All  resolutions  calling  for  studies,  conferences  or  other  activities  resulting  in  an  expense 
or  reduction  of  income  must  include  a fascal  note. 

The  House  of  Delegates  now  requires  that  “for  each  resolution  submitted,  a sponsor  be  in  attendance  at  reference 
committee  hearings  to  provide  any  additional  background  which  may  be  needed.’’ 

In  preparing  resolutions,  the  following  passage  from  Stursis  may  be  helpful:  “Often  a resolution  is  prefaced  by  statements, 
each  introduced  by  the  word  ‘whereas,’  that  state  the  reasons  for  the  resolution.  The  statements  contained  in  the  whereases 
are  of  no  legal  effect  and  sometimes  are  the  cause  of  disagreement.  Members  frequently  attempt  to  debate  and  amend 
these  prefacing  statements,  often  to  the  neglect  of  the  main  resolution.”  Statements  of  “Resolve”  should  be  self-explanatory 
and  statements  of  action,  f 
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County  society  news 


Brown.  Forty-seven  members  were 
present  at  the  November  meeting. 
The  guest  speaker  was  Kaye  Jewell, 
MD,  of  Madison,  who  spoke  on  Medi- 
care policies  and  changes.  Brenda 
Beachley,  MD,  Keven  Ericson,  MD, 
John  T.  Warren,  MD,  and  Gregory 
Grewe,  MD,  were  accepted  to  mem- 
bership in  the  society. 

Kenosha.  At  the  October  meeting, 
the  following  physicians  were 


accepted  to  membership:  Junith 
Thompson,  MD,  Ned  Novsam,  MD, 
James  Shipiro,  MD,  and  Stephen 
Feuerbach,  MD.  William  Treacy, 
MD,  president  of  SMS,  spoke  on  the 
issue  of  mandated  Medicare  assign- 
ment and  Theresa  Hottenroth,  SMS 
director  of  public  affairs,  spoke  on  the 
progress  of  the  medical  liability 
reform  campaign.  The  president  for 
1990  is  Ernesto  E.  Buencamino,  MD, 
and  the  president-elect  is  Michael  J. 


Wempe,  MD.  The  secretary  is 
Ricardo  M.  Rustia,  MD. 

La  Crosse.  At  the  October  meeting, 
Pauline  Jackson,  MD,  was  nominated 
for  treasurer  of  the  SMS,  and  Ben- 
jamin C.  Wedro,  MD,  was  named  as 
the  first  recipient  of  the  Neal  Natoli 
Leadership  Award.  New  officers 
elected  were:  Kermit  L.  Newcomer, 
MD,  president-elect;  Wayne  Bottner, 
Continued  on  next  page 
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Foundation 

The  persons  and  organizations  named  below  made  contributions  to  the 
Charitable,  Educational  and  Scientific  Foundation  of  the  State  Medical 

of  the  State  Medical 

Society  of  Wisconsin  for  the  months  of  October  and  November 

Society  of  Wisconsin 

October 

Voluntary  contributions 

Nestor  Alabarca,  MD 
H.  Laurence  Burdick,  MD 
Chesley  Erwin,  MD 
Lucille  Glicklich,  MD 
Curtis  Hancock,  MD 
Richard  Holden,  MD 
Paul  LaBissioniere,  MD 
Frank  Myers,  MD 
David  Rich,  MD 
Dennis  Ryan,  MD 
Myron  Schuster,  MD 

Beaumont  500  Club 

Dr  and  Mrs  Robert 
Baldwin 

Wood  County  Medical 
Society 

Ft  Crawford 

Endowment  Fund 

Attorney  Martin  Hatlie 

Memorials 

Dr  and  Mrs  Loren  Hart 
Dr  and  Mrs  Jewel 
Huebner 
James  Lundberg 
State  Medical  Society  of 
Wisconsin 
Patricia  Stuff,  MD 
Norma  Swenson 


In  memoriam 

Roger  Guiles 
Jack  Kaufman,  MD 
Mrs  Henry  Kimberly 
James  D.  Kramer,  MD 
Winnie  Marsh 
Josiah  A.  McHale,  MD 
Robert  C.  Schmitz,  MD 
Harold  T.  Schroeder 
Frank  Vanderwegan 

Sparkling  occasion 
Mr  and  Mrs  Ben  Bartell 
William  D.  Drucker,  MD 
Dr  and  Mrs  Charles 
Dungar 

Dr  and  Mrs  Richard 
Edwards 

Dr  and  Mrs  Timothy 
Flaherty 
William  Harlan 
Dr  and  Mrs  John  Kraus 
Jack  Lockhart,  MD 
G.  L.  Mendeloff,  MD 
Dr  and  Mrs  Dean  Miller 
Sandra  Osborn,  MD 
Mr  and  Mrs  James  Paxton 
Mr  and  Mrs  Dale  Petretti 
Dr  and  Mrs  Randall 
Pollard 

Mrs  Frank  J.  Scheible 


Dr  and  Mrs  John  K.  Scott 
Dr  and  Mrs  George 
Schneider 

Dr  and  Mrs  Richard 
Strassburger 
Deborah  Wilke 

Workshop  on  health 

Dr  and  Mrs  Walter  Gager 
Miles  Kimball  Foundation 

Brown  County  Loan  Fund 

Dr  and  Mrs  Loren  Hart 

November 

Voluntary  contributions 

Robert  Cooney,  MD 
Richard  Ulmer,  MD 

Beaumont  500  Club 

Brown  County  Medical 
Society  Auxiliary 

Memorials 
Mary  Angell 
Dane  County  Medical 
Society 

Dr  and  Mrs  Richard 
Edwards 

Maxine  and  Joe  Gilbert 
Dr  and  Mrs  Gerald 
Kempthome 


State  Medical  Society  of 
Wisconsin 

Jean  and  John  Steele 

In  memoriam 

Edwin  C.  Albright,  MD 
Elsie  Beach 

Herbert  J.  Buchsbaum,  MD 
Arnold  A.  Effron,  MD 
James  Erchul,  MD 
Louis  Kagen,  MD 
Karver  L.  Puestow,  MD 
Leona  Pulvermacher 
Roy  Ragatz 
Esther  L.  Rau,  MD 
Robert  C.  Schmitz,  MD 
W.  Clifford  Sheehan,  MD 
Edward  F.  Tierney,  MD 
Valerie  Wanless 

In  honor 

Velma  and  Joe  Herd 

Workshop  on  health 

State  Medical  Society  of 
Wisconsin 

Rock  County  Scholar- 
ship Fund 

Dr  and  Mrs  Kenneth  Gold 
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Continued  from  preceding  page 
MD,  secretary-treasurer;  Robert  S. 
Witte,  MD,  and  Arthur  G.  Barbier, 
MD,  as  delegates;  and  Benjamin  C. 
Wedro,  MD,  Thomas  J.  Grau,  MD, 
and  William  A.  Agger,  MD,  as  alter- 
nate delegates. 

Monroe.  At  the  November  meeting, 
the  following  physicians  were  re- 
elected as  officers,  Kevin  A.  Jessen, 
MD,  president;  and  Michael  T.  Pace, 
MD,  secretary-treasurer.  Jill  M.  Steb- 
bins,  MD,  Lawrence  H.  Miller,  MD, 
Lisa  A.  Mink,  MD,  and  Laura  L. 
Bloomquist,  MD,  were  accepted  to 
membership  in  the  society. 

Outagamie.  Fifteen  members  were 
present  at  the  November  meeting  and 


heard  the  guest  speaker,  Jan  C.  Bax, 
MD,  of  Appleton,  speak  on  Dupuy- 
tren’s  contracture.  SMS  field  repre- 
sentative Larry  Martin  discussed  the 
cap  on  liability  insurance  and  man- 
datory assignment  in  Wisconsin.  New 
physicians  accepted  to  membership 
are  Judy  L.  Bardole,  MD,  William  C. 
Guenther,  MD,  Gregory  J.  Knudson, 
MD,  and  James  E.  Marotz,  DO. 

Rock.  Twenty-eight  members  were 
present  at  the  December  meeting.  Of- 
ficers elected  for  1990-1992  were: 
Leland  J.  From,  MD,  president,  and 
Lawrence  J.  Ojeda,  MD,  secretary.  A 
resolution  was  passed  that  stated  that 
the  best  interests  of  the  citizens  of 
Rock  County  should  always  be  fore- 


most in  the  concerns  of  physicians, 
and  that  the  development  of  satellite 
clinics  as  marketing  measures  would 
be  discouraged. 

Rusk.  At  the  November  meeting, 
Thomas  P.  Paulsen,  MD,  was  elected 
president,  and  Rebecca  Allen,  MD, 
was  elected  secretary-treasurer. 

Winnebago.  At  the  November  meet- 
ing, 22  members  were  present.  The 
guest  speaker  was  Dr  John  R.  Stein- 
burg,  medical  director  of  Drug  and 
Alcoholism  Treatment  Program  at 
the  Greater  Baltimore  Medical 
Center,  Maryland,  who  spoke  on 
issues  in  the  treatment  of  anxiety,  f 


Wisconsin  Medical  Journal  • February  1990 


81 


ACCESS  TO  MEDICAL  CARE 
IN  WISCONSIN 


is  the  theme  of  the 


1990  ANNUAL  MEETING 
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Committees  and  Specialties  scheduled  for  Annual  Meeting  programs  and  events 

(as  of  January,  1990): 


American  College  of  Physicians, 

Wisconsin  Chapter 
Commission  on  Continuing  Medical 
Education 

American  College  of  Emergency  Medicine 

Wisconsin  Radiologic  Society 

Medicine,  Religion  and  Ethics  Committee 

Neurology 

Otolaryngology 

Physical  Medicine  and  Rehabilitation 

Orthopaedics 

Plastic  Surgery 

Radiation  Oncology 

Wisconsin  Oncology  Group 

SMS  Auxiliary 


%:¥:¥;• 


' ;xv:: 
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Anesthesiology 
Charitable,  Educational  and 

. . x-x-x  7 

Scientific  Foundation 
Diabetes 

Emergency  Medicine 
Family  Physicians 
Internal  Medicine 
Medical  Liability  Committee 
Mental  Health  Committee 
Pathology 
WISPAC 
Psychiatry 
Surgery 

Young  Physicians  Section 


(Day  care  available) 


Specialty  society  news 


The  Wisconsin  Allergy  Society, 
Inc,  recently  elected  new  officers  for 
1989-90.  They  are  Martin  J.  Voss, 
MD,  of  Eau  Claire,  president;  Martin 
L.  Lobel,  MD,  of  Milwaukee,  presi- 
dent-elect; and  Marcus  Cohen,  MD, 
of  Madison,  secretary-treasurer. 

The  Wisconsin  Society  of  Anesthe- 
siologists recently  elected  new  of- 
ficers for  1989-90  at  its  annual  meet- 
ing. They  are:  Jay  J.  Kuritz,  MD,  of 
Green  Bay,  president;  Anne  M. 
Fagan,  MD,  of  Milwaukee,  president- 
elect; and  W.  Stuart  Sykes,  MD,  of 
Madison,  secretary-treasurer. 

The  Wisconsin  Dermatological  So- 
ciety recently  elected  the  following 


officers:  John  S.  Cantieri,  MD,  of 
Brookfield,  president;  Michael  J. 
Smullen,  MD,  of  Green  Bay,  presi- 
dent-elect; and  David  K.  Falk,  MD, 
of  Madison,  secretary-treasurer. 

The  Wisconsin  Society  of  Patholo- 
gists recently  elected  Richard  A. 
Komorowski,  MD,  of  Milwaukee, 
president;  Gerald  A.  Hanson,  MD, 
of  Milwaukee,  secretary;  and  Ronald 
R.  Martins,  MD,  of  Elm  Grove, 
treasurer. 

The  Wisconsin  Radiological  So- 
ciety recently  elected  a new  slate  of 
officers:  James  E.  Youker,  MD,  of 
Milwaukee,  president;  Thomas  D. 


Hinke,  MD,  of  Marshfield,  president- 
elect; Paul  R.  Bolich,  MD,  of  Green 
Bay,  vice  president;  Marcia  J.S. 
Richards,  MD,  of  Milwaukee,  secre- 
tary-treasurer; Peter  H.  Ullrich,  MD, 
of  Eau  Claire,  member  at  large;  Alan 
C.  Williams,  MD,  of  La  Crosse,  Eric 
B.  Wilson,  MD,  of  Oshkosh,  James 
J.  Sherry,  MD,  of  Milwaukee,  and 
Timothy  T.  Flaherty,  MD,  of  Neenah, 
councellors;  and  Marvin  L.  Hinke, 
MD,  of  Madison,  Thomas  D.  Hinke, 
MD,  of  Marshfield,  Katherine  A.H. 
Shaffer,  MD,  of  Milwaukee,  and  Ber- 
nard Kampschroer,  MD,  of  Brook- 
field, alternate  councellors.  f 
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Green  Bay— 414  494  3675 
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Phone:  414/781  9620 
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Obituaries 


Esther  L.  Rau,  MD,  81,  of  Janesville, 
died  Feb  2, 1989,  in  Janesville.  Bom 
Sept  18,  1907,  in  Janesville,  Dr  Rau 
graduated  from  Loyola  University 
Medical  School,  Chicago,  and  served 
her  internship  at  Cook  County  Hos- 
pital in  Chicago.  Dr  Rau  had  practiced 
in  Janesville  from  1948  until  she 
retired  in  1974.  She  was  a member 
of  the  American  Association  of 
Anesthesiology  and  the  American 
Academy  of  Family  Physicians.  She 
also  was  a member  of  the  Rock 
County  Medical  Society,  the  SMS, 
and  the  AM  A. 

William  F.  Konnak,  MD,  81,  of 

Kenosha,  died  April  23,  1989,  in 
Kenosha.  He  was  bom  March  28, 
1908,  in  Racine,  and  graduated  from 
the  University  of  Wisconsin  Medical 


School  in  Madison.  His  internship  was 
completed  at  Research  Hospital, 
Kansas  City,  Mo.  Dr  Konnak  prac- 
ticed medicine  in  Racine  for  50  years 
and  retired  in  1982.  He  was  a member 
of  the  Wisconsin  Society  of  Obstetrics 
and  Gynecology,  the  Racine  County 
Medical  Society,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow, 
Alma;  a son,  John  Konnak,  MD,  of 
Ann  Arbor,  Mich;  a daughter,  Linda 
Dykstra,  of  Racine,  and  five  grand- 
children. 

Andrew  L.  Banyai,  MD,  96,  of  St 
Petersburg,  Fla,  died  Sept  9, 1989,  in 
St  Petersburg.  Bom  Jan  19, 1893,  in 
Budapest,  Hungary,  Dr  Banyai  grad- 
uated from  the  Royal  Hungarian 
University  Medical  School  in  Buda- 
pest. He  served  as  clinical  director  of 


Muirdale  Sanatorium  in  Wauwatosa 
from  1928  until  he  retired  in  1958.  He 
was  an  emeritus  professor  of  medicine 
at  the  Marquette  University  School 
of  Medicine.  He  was  a life  member 
in  the  Section  of  Internal  Medicine  of 
the  Pan  American  Medical  Associa- 
tion, and  an  honorary  member  of  the 
Argentine  Society  of  Medical 
Humanities.  Dr  Banyai  was  a member 
of  the  Medical  Society  of  Milwaukee 
County,  the  SMS,  and  the  AMA. 

Edward  F,  Tierney,  MD,  91,  of  Por- 
tage, died  Sept  30, 1989,  in  Portage. 
Bom  March  6,  1898,  in  Portage,  Dr 
Tierney  graduated  from  Rush  Medi- 
cal College  and  served  his  internship 
at  City  and  County  Hospital,  Denver. 
He  had  practiced  medicine  in  Portage 
Continued  on  page  86 


CAPT  INKMANN 
414-291-9475 
COLLECT 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 


84 


Wisconsin  Medical  Journal  • February  1990 


Methyltestosterone  U.S.P Tablets 

JVndroid/f 

Fluoxymesterone  U.S.P  Tablets,  10  mg. 


(bwoIIMb  BROWN  PHARMACEUTICAL  COMPANY,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


REFER  TO 


PDR 


For  Full  Prescribing 
Information, 
Please  See  PDR. 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific  Foun- 
dation of  the  SMS  offers  physicians  a unique  opportunity  to  provide  a 
living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  public  health  or  aid  in  the 
preservation  of  Wisconsin’s  medical  history.  When  a memorial  gift  is 
made  to  the  foundation,  the  deceased  person’s  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the  foun- 
dation staff  at  the  SMS.  f 


Continued  from  page  84 
since  1915  and  retired  in  1976.  He  had 
served  as  chief-of-staff  at  Divine 
Savior  Hospital,  Portage.  Dr  Tierney 
had  served  as  city  health  officer  in 
Portage  from  1927-1945.  He  was  a 
member  of  the  Columbia-Marquette- 
Adams  County  Medical  Society,  the 
SMS,  the  AMA,  and  the  American 
Association  of  Railway  Surgeons. 
Surviving  are  two  sons,  William,  of 
Swan  Lake;  Edward,  of  Wauwatosa, 
and  a daughter,  Sally  Stanek,  of 
Middleton. 

Jacob  E.  Kaufman,  MD,  86,  of 

Green  Bay,  died  Oct  5, 1989,  in  Green 
Bay.  Bom  Sept  25,  1903,  in  Poland, 
Dr  Kaufman  graduated  from  Temple 
University  School  of  Medicine, 
Philadelphia,  and  served  his  intern- 
ship at  Metropolitan  Hospital,  New 
York,  and  his  residency  at  the  Univer- 
sity of  Iowa  Hospital.  He  had  prac- 
ticed in  Green  Bay  since  1945  and 
retired  in  1979.  Dr  Kaufman  was  a 
diplomate  of  the  American  Board  of 
Orthopedic  Surgeons  and  a fellow  of 
the  American  College  of  Surgeons. 
He  served  on  the  Wisconsin  State 
Board  of  Health  for  many  years.  He 
was  a consultant  for  the  Veterans  Ad- 
ministration Hospital,  Iron  Mountain, 
Mich,  and  taught  orthopedics  at  the 
Beilin  School  of  Nursing  in  Green 
Bay.  Surviving  are  his  widow,  Sylvia, 
and  one  son,  David,  of  Madison. 

Arnold  A.  Effron,  MD,  49,  of  Bay- 
side,  died  Oct  6, 1989,  in  Milwaukee. 
Dr  Effron  was  born  March  1,  1940, 


in  Bluefield,  W Va,  and  graduated 
from  the  Medical  College  of  Virginia 
in  Richmond.  His  internship  and  resi- 
dency were  completed  at  Case  West- 
ern Reserve  University  in  Cleveland. 
Dr  Effron  was  laboratory  director  at 
Waukesha  Memorial  Hospital  and 
was  chair  of  the  public  education  com- 
mittee of  the  Wisconsin  Division  of 
the  American  Cancer  Society.  He  was 
a member  of  the  Milwaukee  Aca- 
demy of  Medicine,  the  Waukesha 
County  Medical  society,  the  SMS, 
and  the  AMA.  Surviving  are  his 
widow,  Susan;  a son,  Marc  Lawrence, 
and  a daughter,  Barbara  Beth. 

Elizabeth  Schowalter  Ohlrich,  MD. 

45,  of  Madison,  died  Oct  11, 1989,  in 
Madison.  Bom  Nov  7, 1943,  in  Beloit, 
Dr  Ohlrich  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School, 
and  completed  her  pediatric  residen- 
cy at  University  Hospitals,  Madison. 
In  1983,  she  joined  the  faculty  at  the 
University  of  Wisconsin  and  was  an 
associate  professor  at  the  university’s 
school  of  medicine.  She  was  the  medi- 
cal director  of  the  Eating  Disorders 
Program  at  University  Hospital  and 
Clinics,  Madison.  Surviving  are  two 
sons,  Wayne,  of  Madison,  and  Miles, 
of  Berkeley,  California. 

Loren  J.  Driscoll,  MD,  76,  of  Winne- 
conne,  died  Oct  17, 1989,  in  Oshkosh. 
Dr  Driscoll  was  bom  on  March  2, 
1913,  in  Big  Bay,  Mich,  and  grad- 
uated from  the  University  of  Wiscon- 
sin Medical  School,  Madison.  His 
internship  was  served  at  Madison 


General  Hospital  (now  Meriter  Hos- 
pital, Inc).  Dr  Driscoll  practiced  at 
Rogers  Memorial  Hospital,  Ocono- 
mowoc,  Oconomowoc  Memorial  Hos- 
pital, and  Waukesha  Memorial  Hos- 
pital. In  1970,  Dr  Driscoll  moved  to 
Winneconne  and  was  associated  with 
the  McDonald  Clinic  and  was  on  the 
medical  staff  at  Mercy  Medical 
Center  in  Oshkosh.  He  retired  in 
1986.  He  was  a member  of  the  Win- 
nebago County  Medical  Society,  the 
SMS,  and  the  AMA.  Surviving  is  his 
widow,  Geraldine. 

Theodore  Irving  Gandy,  MD,  87,  of 

McAllen,  Texas,  died  Oct  23,  1989, 
in  McAllen.  Bom  on  April  16,  1902, 
in  Ettrick,  Va,  Dr  Gandy  graduated 
from  Howard  University  Medical 
School,  Washington,  DC,  and  served 
his  internship  at  Freedmans  Hospital. 
During  the  1940s  and  1950s,  Dr 
Gandy  directed  the  US  Public  Health 
Programs  for  the  State  Department 
in  Pern,  Chile,  and  Egypt.  After  his 
return  to  the  United  States  in  1958, 
Dr  Gandy  became  the  medical  direc- 
tor at  the  Nordberg  Manufacturing 
Company  in  Milwaukee.  In  1968  he 
became  the  director  of  Student  Health 
at  the  University  of  Wisconsin,  Mil- 
waukee. Dr  Gandy  retired  in  1974  and 
moved  to  McAllen,  Texas.  He  was  a 
fellow  of  the  Industrial  Medical  Asso- 
ciation and  a fellow  of  the  American 
Geriatric  Society.  He  also  was  a mem- 
ber of  the  Medical  Society  of  Milwau- 
kee County,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Patricia;  one 
son,  Theodore,  of  New  York;  and  two 
daughters,  Barbara  Hale,  of  Pitts- 
burgh, and  Patricia  Libien,  of  Novato, 
Calif. 

Julie  M.  Cottral-Cerniglia,  MD,  36, 

of  Milwaukee,  died  Oct  27,  1987,  in 
Milwaukee.  Bom  on  August  29, 1953, 
in  Savanna,  111,  Dr  Cottral  graduated 
from  the  University  of  Illinois  Medical 
School  and  served  her  internship  and 
residency  in  pediatrics  at  Milwaukee 
Children’s  Hospital.  Dr  Cottral  was 
a member  of  the  Medical  Society  of 
Milwaukee  County,  the  SMS,  and  the 
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AM  A.  Surviving  is  her  son,  Tony 
Cemiglia. 

Oscar  F.  Foseid,  MD,  82,  of  Black 
Earth,  died  Dec  3, 1989,  in  Madison. 
He  was  bom  on  Sept  24,  1907,  in 
Madison,  and  graduated  from  Wash- 
ington University  School  of  Medicine, 
St  Louis.  His  internship  was  served 
at  Ancker  City  Hospital,  St  Paul, 
Minn,  and  his  residency  completed  at 
the  University  of  Wisconsin.  Dr 
Foseid  served  in  the  US  Army  Medi- 
cal Corps  during  World  War  II.  He 


had  been  a member  of  the  medical 
staff  at  the  Jackson  Clinic  in  Madison. 
Dr  Foseid  had  served  as  president  of 
the  YMCA  for  a number  of  years  and 
was  the  team  physician  for  the  East 
High  School  football  team  for  21 
years.  A licensed  pilot,  Dr  Foseid  flew 
for  many  years  as  a member  of  the 
medical  team  of  the  Wisconsin  Air 
National  Guard.  He  was  a charter 
member  of  the  Wisconsin  Chapter  of 
Academy  of  Family  Physicians  and 
the  American  College  of  Surgeons. 
He  was  a member  of  the  Wisconsin 


Surgical  Society  and  the  American 
Society  of  Abdominal  Surgeons.  He 
also  was  a member  of  the  Dane 
County  Medical  Society,  the  SMS, 
and  the  AMA.  Surviving  are  his 
widow,  Mary  Jane;  three  daughters, 
Dr  Kristin  Robbins,  of  Denver,  Kate, 
of  La  Crosse,  Kari,  of  Madison;  six 
sons,  Mike,  of  Black  Earth;  Mark,  of 
Denver,  Tom,  of  Cross  Plains,  Jim, 
of  Madison,  John,  of  Austin,  Texas, 
Joe,  of  St  Cloud,  Minn;  and  ten  grand- 
children. I 


Membership  update 


The  following  information  is  being  provided  from 
membership  reports  and  from  individual  members  for 
updating  the  1988  Membership  Directory  as  published 
in  the  August  1988  issue  of  the  Wisconsin  Medical 
Journal.  Because  of  space  limitations,  address  changes 
and  phone  numbers  will  not  be  included  in  this  update, 
although  they  will  be  changed  in  the  SMS  membership 
records. 


County  transfers  will  be  included  when  processing 
has  been  completed  by  the  membership  records  staff. 

Changes  in  practice  specialties  (as  used  by  the  AMA) 
and  changes  in  board-certified  specialties  as  listed  by 
the  American  Board  of  Specialties  (see  August  1988 
Membership  Directory)  are  included.  Practice  special- 
ties appear  before  the  slash  (/)  and  board-certified 
specialties  appear  after  the  slash. 


Agaiby,  MD,  Mounir  L. 
1800  160th  St 
Woodworth,  WI  53194 
AN 

Alexander,  MD,  Avery  D. 
530  Doctors  Court 
Oshkosh,  WI  54901 
OPH 

Anderson,  MD,  Sheila  M. 
712  Doctors  Court 
Oshkosh,  WI  54901 
OBG 

Balian,  MD,  Arpy  A. 
1000  N Oak  Ave 
Marshfield,  WI  54449 
PDC  PD 

Barber,  MD,  Frank  E. 
1209  S Commercial 
Neenah,  WI  54956 
R/R 


Bergs,  MD,  Joseph  T. 

1244  Wisconsin  Ave 
Racine,  WI  53403 
CHP/P 

Blum,  MD,  Marc  N. 

2901  W KK  Parkway 
Milwaukee,  WI  53215 
GS  TS/GS 

Boyce,  MD,  Lorenzo  C. 

3041  Old  Mill  Dr 
Racine,  WI  53405 
OBG/OBG 

Branham,  MD,  Roger  V. 

1035  N Main  St 
Rice  Lake,  WI  54868 

Bruyneel-Rapp,  MD,  Marie  F. 
2405  Northwestern  Ave 
Racine,  WI  53404 
D PD 


Calligaro,  MD,  Greg  S. 

626  E Kilbourn  Ave 
Milwaukee,  WI  53202 
OBG 

Cash,  MD,  Barry  P. 

2400  W Villard  Ave 
Milwaukee,  WI  53209 
FP 

Champaloux,  MD,  Alain  G. 
611  First  Ave 
Chippewa  Falls,  WI  54729 
FP/FP 

Choi,  MD,  John  K. 

430  E Division  St 
Fond  du  Lac,  WI  54935 
AN 

Clay,  MD,  Ross  L. 

411  Lincoln  St 
Neenah,  WI  54956 
OM 


Clouse,  MD,  Lawrence  H. 
1000  N Oak  Ave 
Marshfield,  WI  54449 
ON  HEM/IM 

Conetsco,  DO,  Cheryl  A. 
1000  N Oak  Ave 
Marshfield,  WI  54449 
OBG 

Cragg,  MD,  John  A. 

1020  Lakeshore  Dr 
Rice  Lake,  WI  54868 
ORS 

Crelin,  MD,  William  C. 

788  N Jefferson  St 
Milwaukee,  WI  53202 
IM  END/IM 

Davis,  MD,  Howard  W. 
1915  S Webster  Ave 
Green  Bay,  WI  54301 

Continued  on  next  page 
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Continued  from  preceding  page 

Davis,  MD,  R.  Dale 
704  S Webster  Ave 
Green  Bay,  WI  54301 
PUD  ID/PUD 

Dayer,  MD,  Anne  M. 

2846  N Prospect 
Milwaukee,  WI  53211 
PTH 

Dietrich,  DO,  Stephen  J. 

704  S Webster  Ave 
Green  Bay,  WI  54301 
GPM 

Doering,  MD,  Matthew  P. 

14  N Main  St 

Fond  du  Lac,  WI  54935 

GS 

Douglas-] ones,  MD,  John  W. 

1000  N Oak  Ave 
Marshfield,  WI  54449 
CDS  TS/GS 

Doyle,  MD,  Maryam  K. 

8772  Park  View  Court 
Wauwatosa,  WI  53226 
AN 


Erickson,  MD,  Gregg  R. 

411  Lincoln  St 
Neenah,  WI  54956 
CHN 

Eze,  MD,  Brenda 
2388  N Lake  Dr 
Milwaukee,  WI  53211 
OBG  IM/IM 

Fee,  MD,  Susan  C. 

1000  N Oak  Ave 
Marshfield,  WI  54449 
OBG  MFM 

Fehling,  MD,  Michael  J. 

100  S Washington 
Elkhorn,  WI  53121 

Felton,  MD,  Christopher  W. 
4521  Fairfax 
Eau  Claire,  WI  54701 
ER 

Fenske,  MD,  Lucinda  K. 
2315  N Lake  Dr 
Milwaukee,  WI  53211 
OBG 


Feuerbach,  MD,  Stephen  P. 
Box  598  Tallent  Hall 
UW  Parkside 
Kenosha,  WI  53140 
FP 

Flaherty,  MD,  Kevin  T. 

PO  Box  689 
Wausau,  WI  54402 
OPH  OS 

Flatley,  MD,  Thomas  J. 

2040  W Wisconsin  Ave,  #452 
Milwaukee,  WI  53233 

Gertel,  MD,  Theodore  H. 

1218  W Kilboum  Ave 
Milwaukee,  WI  53233 
ORS  OS 

Goldstein,  MD,  A.  Sandor 
411  Lincoln  St 
Neenah,  WI  54956 
CDS  TS/GS 

Goral,  MD,  Joanna 
PO  Box  549 
Woodruff,  WI  54568 
PD 


Grace,  MD,  James  N. 

720  S Van  Buren  St 
Green  Bay,  WI  54301 
ORS 

Grossberg,  MD,  Josette  B. 
924  E Juneau  Ave,  #823 
Milwaukee,  WI  53202 

Hanson,  MD,  Michele  A. 
1136  W Ridge  Rd 
Marshfield,  WI  54449 
FP/FP 

Harding,  DO,  Halina  K. 

326  Spaulding 
Ripon,  WI  54974 

Hatfield,  MD,  Elizabeth  A. 

6 Raven  Turn 
Racine,  WI  53402 
EM  FP/EM 

Heaney,  MD,  Joseph  A. 

PO  Box  518 
Cumberland,  WI  54829 
P 

continued  on  page  90 


C E S 

Foundation 

of  the  State  Medical 
Society  of  Wisconsin 


The  persons  and  organizations  named  below  made  contributions  to  the 
Charitable,  Educational  and  Scientific  Foundation  of  the  State  Medical 
Society  of  Wisconsin  for  the  month  of  December 


December 

Voluntary  contributions 

Edward  A.  Birge,  MD 
John  T.  Bjork,  MD 
Austin  J.  Boyle  III,  MD 
Donald  W.  Calvy,  MD 
John  E.  Dettmann,  MD 
Richard  W.  Edwards,  MD 
Noland  A.  Eidsmoe,  MD 
Richard  S.  Engelmeier,  MD 
Victor  S.  Falk  Jr,  MD 
John  M.  Kirsch,  MD 
Raymond  V.  Kuhn,  MD 
Palmer  R.  Kundert,  MD 
Paul  G.  La  Bissoniere,  MD 
Gregory  P.  Langenfeld,  MD 
Timothy  E.  Lechmaier,  MD 


Rolf  S.  Lulloff,  MD 
William  J.  Madden,  MD 
Joseph  Martel,  MD 
Gerald  T.  Me  Inemey,  MD 
Robert  Murphy 
Rajagopal  R.  Nandyal,  MD 
Lester  J.  Olson,  MD 
John  F.  Pederson,  MD 
Thomas  H.  Peterson,  MD 
George  N.  Pratt  Jr,  MD 
Margaret  J.  Prouty,  MD 
John  J.  Satory,  MD 
Gerald  H.  Schroeder,  MD 
Jean  M.  Shimanek,  MD 
Samuel  W.  Tonkens,  MD 
Philip  F.  Troiano  III,  MD 
John  D.  Van  Liere,  MD 


Charles  A.  Vedder,  MD 
John  B.  Weeth,  MD 

Memorials 
David  J.  Carlson,  MD 
Mrs  Loren  Driscoll 
Dr  and  Mrs  Richard 
Edwards 

E.  J.  Nordby,  MD 
State  Medical  Society  of 
Wisconsin 
William  Wendle 

In  memoriam 

Andrew  L.  Banyai,  MD 
Julie  M.  Cottral,  MD 
Loren  Driscoll,  MD 


Gene  L.  Meixner 
Roy  Ragatz 

Henry  Twelmeyer,  MD 

Tormey  Medallion  Fund 

Thomas  W.  Tormey,  MD 

Ft  Crawford  Endowment 
Fund 

Physicians  Insurance 
Company  of  Wisconsin 

Beaumont  500  Club 

Dr  and  Mrs  John  Wegenke 
La  Crosse  County  Medical 
Society  Auxiliary 
Winnebago  County  Medical 
Society  Auxiliary  | 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


WISCONSIN  Hi 

PHYSICIAN  RESOURCE  NETWORK® 

1 - 8 0 0 • 4 7 2-3  6 6 0 

MILWAUKEE  • 259-3660 


Continued  from  page  88 
Hennick,  MD,  Mark  R. 

1000  N Oak  Ave 
Marshfield,  WI  54449 
IM 

Hildebrand,  MD,  Arlinda  K. 
Box  218 

Osceola,  WI  54020 
FP/FP 

Hogan,  MD,  Thomas  F. 
1000  N Oak  Ave 
Marshfield,  WI  54449 
IM  ON/IM 

Jacobsen,  MD,  Paul  M. 

3159  Shady  Oak  Lane 
Verona,  WI  53593 

Jain,  MD,  Raj  Kumar 
6681  Highway  17  N 
Rhinelander,  WI  54501 
PTH /PTH 

Jones,  MD,  John  A. 

704  S Wester 
Green  Bay,  WI  54301 
GS 

Koehler,  MD,  Susan  L. 

2015  E Newport  Ave,  #307 
Milwaukee,  WI  53211 
P 

Kahrs,  MD,  James  G. 

2400  W Villard  Ave 
Milwaukee,  WI  53209 
FP 

Kalantarian,  Behrooz 
4865  S 69th  St,  #32 
Milwaukee,  WI  53220 

Kelley,  MD,  Christopher  J. 
2800  Westhill  Dr 
Wausau,  WI  54401 
DR/DR 

Kennedy,  MD,  Janes  E. 

1000  N Oak  Ave 
Marshfield,  WI  54449 
GE  IM/GE 

Kennedy,  MD,  Timothy  J. 
2021  S Webster  Ave 
Green  Bay,  WI  54301 
U 


Kiekhaefer,  MD,  Nina  M. 
4859  Sheboygan  Ave,  #116 
Madison,  WI  53705 
FP 

Knechtle,  MD,  Stuart  J. 

4105  Cherokee  Dr 
Madison,  WI  53711 
GS  OS 

Kramer,  MD,  Sophie  M. 

611  First  Ave 

Chippewa  Falls,  WI  54729 

IM 

Kubly,  MD,  Michael  C. 

2040  W Wisconsin  Ave 
Milwaukee,  WI  53233 

Kuran,  MD,  Lionel  V. 

1732  Stephenson 
Marinette,  WI  54143 
OTO  OS/OTO 

Kushner,  MD,  Jeffrey  A. 
1313  Fish  Hatchery  Rd 
Madison,  WI  53715 
CD  IM/CD 

Larson,  MD,  Le  Ann  J. 

1025  Regent  St 
Madison,  WI  53715 
OPH 

Lehman,  MD,  Elmer  G. 

PO  Box  339 
Milwaukee,  WI  53201 
GYN  GO 

Lindholm,  MD,  Paul  A. 

606  N Walnut  Ave 
Marshfield,  WI  54449 

Little,  DO,  Charles  A. 

6104  W Nash 
Milwaukee,  WI  53216 

Logemann,  MD,  Timothy  N. 
5704  Richmond  Dr 
Fitchburg,  WI  53719 
CD  IM 

Loria,  MD,  Loyda  Ong 
238  S First  Ave 
Winneconne,  WI  54986 
IM 


Mahoney,  MD,  Thomas  L. 
2946  Sorenson  Dr 
Green  Bay,  WI  54313 
OBG 

Maniquiz,  MD,  Reynaldo  C. 
600  Bay  St 

Chippewa  Falls,  WI  54729 

Manske,  MD,  Michael  G. 
314  William  St 
Racine,  WI  53402 

Me  Daniel,  MD,  William  P. 
4517  N Frederick 
Whitefish  Bay,  WI  53211 

McDonald,  MD,  Mary  F. 

19  S 3rd  St 

Winneconne,  WI  54986 
IM 

Me  Kenzie,  MD,  Patrick  J. 
704  S Webster  Ave 
Green  Bay,  WI  54301 
ORS 

Medchill,  MD,  Michael  T. 
1801  Kipling  Court 
Chippewa  Falls,  WI  54729 
OBG 

Medich,  MD,  Michael  G. 
1781  Susan  Lane 
Green  Bay,  WI  54303 
EM 

Mercier,  MD,  Richard  J. 
1000  N Oak  Ave 
Marshifeld,  WI  54449 
HEM  ON/HEM 

Miller,  MD,  Theodore 
80  Sheboygan  St 
Fond  du  Lac,  WI  54935 
OBG 

Mirkin,  MD,  Irene  R. 

2103  Rowley  Ave 
Madison,  WI  53705 
IM  OS/IM 

Mitchell,  MD,  Sheila  A. 
2101  Beaser  Ave 
Ashland,  WI  54806 
EM 


Musson,  MD,  Jeffrey  L. 
5625  Washington  Ave 
Racine,  WI  53406 
OBG 

Nguyen,  MD,  Nam  Phong 
2388  N Lake  Dr 
Milwaukee,  WI  53211 
IM  END/IM 

Novsam,  MD,  Ned  R. 

6308  8th  Ave,  #503 
Kenosha,  WI  53140 
U/U 

Olson,  MD,  John  L. 

1000  N Oak  Ave 
Marshfield,  WI  54449 
IM/IM 

Ortell,  MD,  Steven  W. 
3473  N Newhall  St 
Milwaukee,  WI  53211 
P 

Pagano,  MD,  Mary  E. 
5625  Washington  Ave 
Racine,  WI  53406 
IM/IM 

Par  doe,  DO,  Theresa  M. 
656  N 99th  St 
Wauwatosa,  WI  53226 
FP 

Park,  MD,  James  V. 

3640  Sequoia  Trail 
Vernona,  WI  53593 
AN /AN 

Paton,  DO,  David  L. 

341  Wagon  Wheel  Court 
Green  Bay,  WI  54302 
EM /EM 

Pauli,  MD,  William  H. 

411  Lincoln  St 
Neenah,  WI  54956 
D/D 

Peitzmeier,  MD,  Gaty  A. 
1020  Kabel  Ave 
Rhineland,  WI  54501 
GS 

Pircon,  MD,  Richard  A. 
3070  N 51st  St,  #302 
Milwaukee,  WI  53210 
OBG  NPM 
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Pulito,  MD,  Frank  J. 

6145  N Lake  Dr 
Milwaukee,  WI  53217 

Quinn,  MD,  Margo  J. 

PO  Box  517 
Marathon,  WI  54448 
FP 

Rapp,  MD,  Richard  J. 

2405  Northwestern  Ave 
Racine,  WI  53404 
END  IM/IM 

Reich,  MD,  Lawrence  F. 

4605  Stonewood  Dr 
Oshkosh,  WI  54901 
EM 

Remeika,  MD,  Lori  J. 

1106  Onstad  Dr 
Marshfield,  WI  54449 
IM/IM 

Schlais,  MD,  James  R. 

1006  Bridgeview  Court 
Neenah,  WI  54956 
GE  IM/IM 

Schultz,  MD,  Christopher  J. 
4849  Sheboygan  Ave,  #306 
Madison,  WI  53705 
RO 

Schulz,  MD,  Norman  H. 

130  Warren  St 
Beaver  Dam,  WI  53916 

Schumaker,  MD,  James  D. 

S 2nd 

Colby,  WI  54421 
FP/FP 

Schurman,  MD,  Timothy  M. 
5329  Old  Middleton  Rd,  #215 
Madison,  WI  53705 
GS 

Sehring,  MD,  Stephen  F. 

720  S Van  Buren  St,  #301 
Green  Bay,  WI  54301 
OBG 

Shapiro,  MD,  James  A. 

5000  68th  Ave 
Kenosha,  WI  53142 
ORS 


Shereff,  MD,  Michael  J. 
8700  W Wisconsin  Ave 
Milwaukee,  WI  53226 
ORS/ORS 

Shovers,  MD,  Jeffrey  B. 
9400  W Lincoln  Ave 
West  Allis,  WI  53227 
ORS 

Siegert,  MD,  John  J. 

5462  N Shoreland  Ave 
Milwaukee,  WI  53217 

Sorem , MD,  Elaine  M. 
6723  Vista  Ave 
Wauwatosa,  WI  53213 
P 

Stamm,  MD,  John  R. 

301  E St  Joseph  St 
Green  Bay,  WI  54301 
P/P 

Stasior,  MD,  George  O. 
806  Kottle  Dr 
Madison,  WI  53719 
OPH  OS 

Strachan,  MD,  Charles  P. 
1000  N Oak  Ave 
Marshfield,  WI  54449 
AN/AN 

Terry,  MD,  L.  Cass 
9200  W Wisconsin  Ave 
Milwaukee,  WI  53226 
N/N 

Thill,  MD,  James  E. 
N2359  Schacht  Rd 
Marinette,  WI  54143 
FP/FP 

Thomalla,  MD,  James  V. 
1000  N Oak  Ave 
Marshfield,  WI  54449 

u os/u 

Thompson,  MD,  Junith  M. 
6334  8th  Ave 
Kenosha,  WI  53140 
OBG 


Tomczak,  MD,  Mark  L. 

2846  Dover  Circle 
Madison,  WI  53711 

Thompson,  MD,  Lee  H. 

8200  N Teutonia 
Milwaukee,  WI  53209 
PD /PD 

Van  Raalte,  MD,  Benjamin  A. 
2704  E Bradford  Ave 
Milwaukee,  WI  53211 
PS  GS/GS 

Varona,  MD,  Rose  T. 

9500  N Maura  Lane 
Brown  Deer,  WI  53223 
FP/FP 

Watson,  MD,  Christopher 
704  S Webster  Ave 
Green  Bay,  WI  54301 
F 

Vinikoor,  MD,  Nancy  H. 

7102  Mineral  Point  Rd 
Madison,  WI  53717 
IM 

Volk,  MD,  Michael  J. 

3466  Junction  Rd 
Madison,  WI  53719 
IM 

Waclawik,  MD,  Andrezej 
600  Highland  Ave 
Madison,  WI  53792 
N 

Wandry,  MD,  Geoff  W. 

4143  S 13th 
Milwaukee,  WI  53221 
P/P 

Watts,  MD,  Edwin  S. 

130  E Walnut  St 
Green  Bay,  WI  54301 
P 

Weissman,  MD,  David  E. 

8700  W Wisconsin  Ave 
Milwaukee,  WI  53226 


Wenman,  MD,  Michael  S. 
8916  Forest  Lane 
PO  Box  198 
Minocqua,  WI  54548 
EM/EM 

Wermuth,  MD,  Douglas  J. 
2015  E Newport,  #309 
Milwaukee,  WI  53211 
OTO 

Wicklund,  MD,  Susan  M. 
PO  Box  529 
Cambridge,  MN  55008 
GP 

Wisniewski,  MD,  Peter  P. 
1117  N Mitchell  St 
Milwaukee,  WI  53204 

Wolf,  MD,  Catherine  E. 
2788A  N Sholes  Ave 
Milwaukee,  WI  53210 
IM/IM 

Wolf  MD,  Laurie  L. 

425  Pine  Ridge  Blvd,  #200 
Wausau,  WI  54401 
PM 

Wolfe,  MD,  Craig  A. 

1000  N Oak  Ave 
Marshfield,  WI  54449 
PUD  CCM/PUD 

Wolkomir,  MD,  Michael  S. 
6901  W Edgerton  Ave 
Milwaukee,  WI  53220 

Writz,  MD,  Paul  L. 

903  E Spruce 
Abbotsford,  WI  54405 
FP/FP 

Yaffe,  MD,  Michael  R. 

301  Acadia  Dr 
Madison,  WI  53717 

Zablotney,  MD,  David  C. 
5625  Washington  Ave 
Racine,  WI  53406 
FP/FP  f 
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WE  TIE  ALL  OF  YOUR 


INSURANCE  NEEDS  TOGETHER 


WE  TIE  THEM  TOGETHER  WITH  . . . 

• Professional  Counseling 

• A Single  Source  for  Current  Information  On  All  Types  of  Insurance 

• Offering  Coverage  With  The  Best  Companies  At  Competitive  Rates 

• A Commitment  To  Excellence 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


Yellow  pages 


Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  diesease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart.  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.  Trepanier.  MD,  481 E Division  St,  Fond 
du  Lac,  WI  54935;  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Internist.  Tremendous  practice  opportunity 
is  available  for  one  to  two  BC/BE  internal 
medicine  specialists  in  southeastern  Wiscon- 
sin community  of  18,000.  Watertown,  located 
within  a 1-hour  drive  of  both  Madison  and 
Milwaukee,  has  a 103-bed,  JCAHO  accredited 
modem  hospital.  More  than  30  active  medical 
staff  members  serve  service  area  of  30,000  + . 
Currently  one  internist  on  staff.  Financial  sup- 
port and  office  space  is  available.  Please  call 
Leo  Bargielski,  President,  Watertown  Memor- 
ial Hospital,  or  Ed  Hoy,  MD,  125  Hospital  Dr, 
Watertown,  WI  53094;  ph  414-261-4210. 

2-4/90 

Minnesota.  Hospital  in  beautiful  historic 
river  city  in  southern  Minnesota  seeking  direc- 
tor of  psychiatry.  Twelve-bed  inpatient  adult 
and  adolescent  unit,  outpatient  CD  and  day 
hospital  programs.  Recruitment  strongly  sup- 
ported by  medical  staff  and  community  mental 
health  center.  Client  flexible  about  structur- 
ing practice  around  physician’s  interests.  City 
has  two  colleges  with  7,000  students,  Victorian 
homes,  and  new  homes  set  back  in  the  wooded 
hills  surroundingthe  city.  For  information,  call 
Greg  Peterson,  E.  G.  Todd  Associates,  at 
800-776-7330  or  collect  913-341-7806. 

2-3/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  col- 
umn inch. 

All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be  received 
by  the  1st  of  the  month  preceeding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical 
Jounral,  PO  Box  1109,  Madison,  WI 
53701.  FAX:  608-283-5401.  Classified 
ads  are  not  taken  over  the  telephone, 
but  questions  may  be  directed  to  608- 
257-6781  or  toll-free  in  Wisconsin, 
1-800-362-9080. 


Historic  river  city  in  southern  Minnesota. 
Population  30,000,  service  area  40,000  + . 
Second  ortho  sought  for  modern  hospital  and 
clinic  building.  Excellent  practice  potential  in 
beautiful  city  in  wooded  hills  along  the  Mis- 
sissippi, not  far  from  Minneapolis  or  Madison. 
Interest  in  sports  medicine  a plus,  but  not 
requisite.  $150,000  guarantee.  Excellent 
diverse  economy,  no  managed  care.  If  you  are 
interested  in  learning  more  about  this  oppor- 
tunity, or  if  we  can  assist  you  in  locating  an 
opportunity,  please  call  Greg  Peterson,  E.  G. 
Todd  Associates,  at  800-776-7330  or  collect 
913-341-7806.  2-3/90 

General  surgeon  to  join  an  established 
eight-physician  group  in  a community  within 
a 1-hour  drive  of  Minneapolis-St  Paul.  Ex- 
cellent guarantee,  good  call  coverage  and 
excellent  back-up.  Beautiful,  scenic  Wiscon- 
sin community.  For  more  information,  call 
Debbie  Bakula  at  1-800-332-0488  (In  Wiscon- 
sin 414-359-1111).  2-3/90 

Minnesota.  Family  physician  needed  for 
broad-base  primary  care,  excellent  community 
hospital  with  consulting  and  speciality  support. 
Family  oriented  community  with  excellent 
schools,  services,  and  easy  access  to  Metro 
area.  Guaranteed  salary,  full  benefits,  and 
bonus.  For  confidential  consideration,  Contact; 
Mary  Jo  Cordes,  MD  Search,  PO  box  16458, 
St  Paul,  mN  55116;  612-454-7191.  2/90 

Staff  dermatologist.  Growing,  prosperous 
hospital  organization  in  Michigan,  BC/BE.  Ex- 
cellent compensation  and  benefit  package, 
including  relocation  assistance,  liberal  vaca- 
tion and  CME.  Associate  Medical  Director. 
Psychiatric  hospital,  part  of  profitable  hospital 
corporation  in  Michigan.  BC/BE.  Excellent 
opportunity.  For  more  information  contact  Joe 
Aguglia,  President  JPA  & Associates  at  708- 
355-4629  or  send  CV  to  312  Tupelo,  Suite  2 A, 
Naperville  (Chicago),  IL  60540.  2/90 

Medical  director,  Student  Health  Clinic, 
South  Dakota  State  University.  Family  prac- 
tice physician  or  internist  to  provide  clinic 
leadership  and  direct  health  care  and  treatment 
for  college  students.  Must  be  eligible  for  South 
Dakota  MD  or  DO  licensure.  Familiarity  with 
college  age  health  issues  highly  desirable.  Con- 
tract length  negotiable  9-10  months.  Benefits 
include  health  and  liability  insurance,  retire- 
ment and  all  weekends  and  holidays  free.  Pro- 
gressive community  has  excellent  schools, 
recreational  opportunities,  clean  air,  low  crime, 
affordable  housing  and  no  state  income  tax. 
For  application  information,  Contact  Don 
Smith,  Director  of  Student  Health  & Counsel- 
ing, 202  West  Hall,  SDSU,  Brookings,  SD 
57007;  ph  605-688-4157.  SDSU  is  an  AA/EEO 
Employer.  2/90 


Southeastern  Oklahoma.  Expanding 
20-physician  multispecialty  group  seeking 
BC/BE  physicians.  Internal  medicine, 
otolaryngology,  cardiology,  orthopedics, 
urology,  neurology,  hematology/ oncology, 
pulmonology,  family  practice,  and  derma- 
tology. First  year  guaranteed  salary  with 
incentive  production,  excellent  benefits,  occur- 
rence type  malpractice  insurance.  Drawing 
area  of  135,000  with  modem,  200-bed  hospital. 
Family  oriented  community,  lakes  and  moun- 
tains. Send  CV  to  Deborah  Dale,  Recruiting 
Coordinator,  The  McAlester  Clinic,  Inc,  PO 
Box  908,  McAlester,  OK  74502;  ph  918-426- 
0240.  p2-4/90 

Lake  Winnebago,  Wisconsin  area.  Seek- 
ing director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60-bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package  avail- 
able. Contact:  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800-253-1795  in  Michigan  1-800- 
632-3496.  p2/90 

Clinical  director,  City  of  Milwaukee.  Make 
an  important  contribution  to  community 
health.  Involves  substantial  sexually  transmit- 
ted disease  (STD)  clinical  supervision  and  pro- 
gram planning.  Also  oversee  employee  health 
and  serve  as  consultant  on  general  medical 
clinic  matters.  Requires  medical  degree  in 
adult  medicine  (OB/GYN,  internal  medicine, 
emergency  medicine,  etc)  and  at  least  one  year 
of  clinical  experience  with  extensive  STD  in- 
volvement. Salary  range  $52K  to  $73K  with 
excellent  benefits.  Please  indicate  interest  by 
sending  resume  to  Dr  Dan  Carson,  City  of  Mil- 
waukee Personnel,  Box  CD,  Room  706  City 
Hall,  200  E Wells  St,  Milwaukee,  WI  53202- 
3554.  An  Affirmative  Action  Employer. 

2-3/90 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insur- 
ance provided  and  benefit  package  available 
to  full-time  staff.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496.  p2/90 

Rheumatologist— the  Racine  Medical 
Clinic,  a 37-physician  multispecialty  group 
conveniently  located  between  Chicago  and 
Milwaukee.  Well  equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excel- 
lent fringe  benefits  and  early  ownership. 
Please  send  curriculum  vitae  to;  R.D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  WI  53406. 

lltfn/87 


Wisconsin  Medical  Journal  • February  1990 


93 


Physicians  Exchange 

continued 

The  Wausau  Medical  Center  is  seeking 
BC  / BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics /Gynecology, 
Pediatrics  and  Rheumatology.  Modern  clinic 
facility  located  across  the  street  from  modem 
300-bed  hospital.  Full  partnership  in  three 
years.  Easy  access  to  lakes,  woods  and  moun- 
tains. Write  including  CV  to  D.K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Dr,  Wausau, 
WI  54401.  p4tfn/88 

Des  Moines,  Iowa.  Multispecialty  PC  has 
immediate  need  for  BC/BE  physicians  in  the 
following  specialties:  family /general  practice, 
oncology,  dermatology,  internal  medicine,  and 
OB  / GYN.  Initial  financial  package  with  start- 
up assistance,  coverage,  and  free  lease-space 
is  available.  Located  in  metro-area  of  400,000, 
great  schools,  diverse  cultural  activities,  col- 
lege/professional sports.  Interested  physicians 
reply  to  Dept  626  in  care  of  the  Journal. 

1-3/90 

Immediate  care.  Primary  care  physician  to 
staff  “Walk  In”  Department  in  a multi- 
specialty group.  No  call  duties.  University 
town  with  great  cultural,  educational  and 
recreational  amenities.  Reply  to:  Adminis- 
trator, Rice  Clinic,  SC,  2501  Main  St,  Stevens 
Point,  WI  54481.  ltfn/90 


Madison,  Wisconsin.  Family  prac- 
tice physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit  sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.  C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish  Hatch- 
ery Road,  Madison,  WI  53715.  An 
Equal  Opportunity  / Affirmative  Action 
Employer.  ltfn/90 


NEW  PHYSICIANS 
FOR  WISCONSIN 
is  seeking 

• Family  Physicians  • Pediatricians 

• Orthopedic  Surgeons  • Internists 

• General  Surgeons 
Contact:  Fred  Moskol 
UW  Office  of  Rural  Health 
810  University  Bay  Drive 
Madison,  WI  53705 
608/263-7933 

7-12/89;l-6/90 
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We  are  seeking  a Board-eligible  OB/ 

GYN  and  an  internist  with  or  without  sub- 
specialty interests  to  join  a well  established 
nine-man  expanding  multispecialty  group. 
Location  is  in  a southeastern  Wisconsin  city 
of  36,000  and  a drawing  area  of  85,000. 
240-bed  well  equipped  hospital.  Guaranteed 
salary  for  the  first  year.  Full  status  in  service 
corporation  with  shared  overhead  and  an 
incentive  oriented  formula  after  the  first  year. 
Please  contact  David  Lawrence,  MD,  92  E. 
Division  St,  Fond  du  Lac,  WI  54935;  ph 
414-921-0560  collect.  ltfn/90 

OB /GYN  and  family  practice  physician, 
board  certified /eligible.  Full-  or  part-time  to 
join  an  established  busy  group  practice  in 
Milwaukee,  Wisconsin.  Send  curriculum  vitae 
to:  Shafi  Medical  Center,  SC,  Suite  C312, 2000 
W Kilboum  Ave,  Milwaukee,  WI  53233;  ph 
414-342-3000.  12/89;l-2/90 

Family  practice  opportunities  in  a group 
setting.  Located  in  a family  oriented  eco- 
nomically strong  small  city.  Located  near  lakes 
and  metro  area.  Contact  Andrew  V.  Lagatta, 
President  & CEO,  Clintonville  Community 
Hospital,  35  N Anne  St,  Clintonville,  WI 
54929,  ph  715-823-3121.  pl-6/90 

Internal  medicine  and  family  practi- 
tioner BC  / BE,  to  join  a progressive  12-phy- 
sician group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  R . M.  Hammer, 
MD,  River  Falls,  WI  54022;  ph  715-425-6701 
or  612-436-8809.  clOtfn/89 


Northwestern  Wisconsin.  Family 
practitioner  to  join  two  physicians  in 
Shell  Lake.  Guaranteed  salary  and 
fringes.  Local  hospital.  Enjoy  excellent 
family  living  in  great  all  season  recrea- 
tional area.  Contact  Alan  Haesemeyer, 
MD,  209  4th  Ave,  W,  Shell  Lake,  WI 
54871;  ph  715-468-2711. 

12/89;l-2/89 


Internist  for  Nebraska.  A growing 
regional  medical  center  in  Nebraska 
seeks  an  internist  to  complement  a 
group  of  highly  qualified  peers. 
Modern,  progressive  hospital  will  pur- 
chase equipment  as  needed.  Competi- 
tive compensation  package  includes 
malpractice.  Regional  community  for 
recreation,  culture  and  shopping.  Call 
Gwyneth  Anderson  at  800-221-4762.  E. 
G.  Todd  Associates,  535  Fifth  Ave, 
Suite  1100,  New  York,  NY  10017. 

2-3/90 


Family  Practice.  Physicians  seeking  a 
BE  / BC  family  practice  physician  for  the  Nor- 
way, Michigan,  service  area.  The  physician 
would  have  the  option  of  joining  one  of  the 
existing  practices  and/or  setup  his/her  own 
practice.  Anderson  Memorial  Hospital  is  a 
part  of  Dickinson  County  Hospital  and  has  a 
service  area  population  of  over  45,000.  Con- 
tact: Dr  Paul  Hayes,  Anderson  Memorial  Hos- 
pital, Main  Street,  Norway,  Michigan  49870; 
ph  906-563-9243  or  office  906-563-9255. 

1-2/90 

Radiologist.  A three-man  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  ph  906- 
779-4565.  1-2/90 

Twenty-nine  physician  multispecialty 
clinic  located  in  desirable  East  Central  Wis- 
consin location  is  seeking  Board-certified  or 
Board-qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospital. 
Liberal  guarantee  and  benefits.  If  interested 
contact  D.F.  Sweet,  MD,  Fond  du  Lac  Clinic, 
SC,  80  Sheboygan  St,  Fond  du  Lac,  WI  54935. 

9tfn/87 

Minneapolis.  BC/BE  family  practitioner  or 
other  specialty  with  emergency  room  experi- 
ence sought  for  the  Urgent  Care  Department 
of  a large  multi-specialty  group  in  desirable 
Twin  Cities  location.  Our  medical  clinic  is  a 
highly  reputable,  well-established  clinic  that 
has  been  in  existence  for  over  38  years.  Salary 
and  benefits  are  highly  competitive.  Regular 
work  week  expectation  without  night  call  or 
hospital  obligation.  Send  CV  and  letter  of 
inquiry  to  Patrick  Moylan,  Park  Nicollet 
Medical  Center,  Minneapolis,  MN  55416. 

12/89;l-2/90 

Baraboo,  Wisconsin.  Emergency  Depart- 
ment at  St.  Clare  Hospital  seeks  full-time 
staff  physician.  Approximately  10,000  annual 
visits.  Compensation  to  be  negotiated.  Pleas- 
ant area  in  which  to  live,  near  Devil’s  Lake  and 
the  Baraboo  Hills.  Also,  Madison  nearby.  Con- 
tact: Thomas  Warwick,  Executive  Vice  Pres- 
ident, St  Clare  Hospital,  707 14th  St,  Baraboo, 
WI  53913;  608-356-5561,  ext  492.  lltfn/89 

Practice  for  sale.  Southwest  Milwaukee 
suburb.  Internal  medicine  or  primary  care. 
Located  on  main  thoroughfare  in  hospital 
neighborhood.  Reasonable  terms.  Financial 
assistance  available.  Inquire:  PO  Box  727,  Elm 
Grove,  WI  53122.  8tfn/89 
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Orthopedic  surgeon.  A progressive 
126-bed,  two-hospital  system  is  seeking  an 
orthopedic  surgeon  to  join  an  established  prac- 
tice in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Dickinson 
County  Hospitals  has  a medical  staff  of  45  full- 
time physicians  and  a total  service  area  popula- 
tion of  over  45,000.  Dr  Roberts  will  guarantee 
$200,000  plus  malpractice  insurance,  office 
space,  CME,  vacation  and  relocation  expenses. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

2-3/90 

Internist  / family  practice.  Available  July, 
1990.  Accredited  ambulatory  care  facility  pro- 
vides medical  services  to  student  clientele. 
Full-time,  11-month  position,  competitive 
salary  and  benefit  package  and  40-hour  week. 
Qualifications:  MD  or  DO  degree,  ability  to 
obtain  Illinois  license,  current  DEA  registra- 
tion, and  board  eligible  or  certified.  Search  con- 
tinued until  position  filled.  Contact  Glenn 
Weiss,  Medical  Director,  Student  Health  Ser- 
vice, Illinois  State  University,  Normal,  IL 
61761;  ph  309-438-8655.  Women  and  minori- 
ties are  encouraged  to  apply.  Affirmative 
Action /Equal  Opportunity  Employer. 

p2-3/90 

Two  full-time  emergency  physicians, 
board  certified  or  eligible,  are  needed  to  staff 
Level  II  Emergency  Department  with  annual 
volume  of  30,000.  Residents  rotate  through 
department  making  excellent  teaching  op- 
portunity. Compensation  package  exceeds 
$135,000.  Flexible  scheduling,  36-hour  week, 
1656  hours  per  year.  Partnership  potential  in 
one  year.  Contact  Sunil  Ahuja,  MD,  FACEP, 
Medical  Director,  Emergency  Services,  Sinai 
Samaritan  Medical  Center,  2000  W Kilboum 
Ave,  Milwaukee,  WI 53233;  ph  414-937-5989. 

2-4/90 


Regional  orthopedic  practices. 

Lucrative  orthopaedic  practices  avail- 
able with  several  midwestern  retional 
medical  centers.  Unique  opportunities 
with  highly  competitive  start  up  com- 
pensation packages  which  include  in- 
come guarantees,  paid  malpractice  and 
moving  allowance  along  with  additional 
desirable  benefits.  These  are  modem 
facilities  with  excellent  peer  association 
and  up  to  date  surgical  equipment. 
Several  locations  available!  Call 
Gwyneth  Anderson  at  800-221-4762  or 
write  to  E.  G.  Todd  Associates,  535 
Fifth  Ave,  Suite  1100,  New  York,  NY 
10017.  2-3/90 
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General  internist,  Madison,  Wisconsin. 
BC/BE  physician  sought  to  join  Internal 
Medicine  Department  of  200-physician  multi- 
specialty clinic.  Living  and  practice  envi- 
ronment offer  excellent  clinical  facilities  with 
comprehensive  ancillary  services,  university 
community  and  teaching  hospital,  outstanding 
schools,  affordable  housing  and  diverse  recrea- 
tional and  cultural  opportunities.  Competitive 
salary  and  benefits.  Send  CV  to  Louis  C Bern- 
hardt, MD,  Dean  Medical  Center,  1313  Fish 
Hatchery  Rd,  Madison,  WI  53715.  2-3/90 

Antigo,  Wisconsin.  Seeking  director,  full- 
time and  part-time  emergency  physicians  for 
low  volume  facility  located  in  sportsman’s 
paradise.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc,  2240  S Airport  Rd,  Room 
36,  Traverse  City,  MI  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496.  p2/90 

Dermatology.  The  Racine  Medical  Clinic, 
a 37-physician  multi-specialty  group  conve- 
niently located  between  Chicago  and  Mil- 
waukee. Well  equipped  clinic  offering  salary 
guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  curriculum  vitae  to:  R.  D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  WI  53406. 

lltfn/89 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact: 
J.  Linstroth,  MD,  414-835-7761.  8tfn/89 


Beloit  Clinic,  SC,  an  expanding 
44-physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
family  practitioner  and  a plastic  sur- 
geon. Guaranteed  salary  with  incentive, 
plus  excellent  fringe  benefits.  Send  CV 
to  James  R.  Ruethling,  Administrator, 
Beloit  Clinic,  SC,  1905  Huebbe  Park- 
way, Beloit,  WI  53511;  ph  608- 
364-2200.  12/89;l-5/90 


Wisconsin  Indiana  Michigan 
• Pediatrics 

• OB/GYN  • Family  Practice 

A variety  of  practice  settings— many  on  lakes. 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  S ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  WI  53092  pl-2/90 


Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 

progressive  126-bed,  two-hospital  system  is 
seeking  the  above  specialists  to  establish  prac- 
tices in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Located 
100  miles  north  of  Green  Bay,  Wisconsin, 
Dickinson  County  Hospitals  has  a medical 
staff  of  45  full-time  physicians  and  a total  ser- 
vice area  population  of  over  45,000.  Diagnostic 
capabilities  include  a CT  scanner,  C02  laser, 
and  a fully  staffed  special  diagnostic  depart- 
ment. Contact:  John  Schon,  Administrator, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  ph  906-779- 
4500.  2-3/90 

Family  practice.  37-physician  multispe- 
cialty group  conveniently  located  between 
Chicago  and  Milwaukee.  Well-equipped  clinic 
offering  salary  guarantee  with  incentive 
bonus;  excellent  fringe  benefits  and  early 
ownership.  Please  send  current  curriculum 
vitae  to  Roger  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  5625  Washington  Ave, 
Racine,  WI  53406.  4tfn/88 

General  surgeon  to  join  an  established 
eight-physician  group  in  a community  within 
one  hours  drive  of  Mpls./St  Paul.  Excellent 
guarantee,  good  call  coverage  and  excellent 
back-up.  Beautiful,  scenic  Wisconsin  com- 
munity. For  more  information,  call  Debbie 
Bakula  at  1-800-332-0488.  12/89;l-2/90 


Central  Wisconsin-BC/BE  general 
internist  to  join  expanding  27-physician 
multi-specialty  group  with  five  intern- 
ists, two  nephrologists  and  one  gastro- 
enterologist. Very  desirable  university 
city  with  many  outdoor  recreational  and 
cultural  amenities.  Attractive  income 
and  ownership  arrangements.  Other 
areas  of  expansion  may  provide  oppor- 
tunity for  spouse  if  also  a physician. 
Send  CV  to:  Administrator,  Rice  Clinic, 
SC,  2501  Main  St,  Stevens  Point,  WI 
54481  or  call  collect  715-344-4120. 

lltfn/89 


Radiologist  for  Midwest.  Pro- 
gressive hospital  in  Kansas  with  CT 
SCAN,  mobile  ultrasound  and  mam- 
mography seeks  radiologist.  Income 
guarantee  provided.  Projected  reve- 
nues exceed  $200,000.  All  insurances 
paid.  One  hour  from  two  cities  with  both 
offer  cultural  and  educational  ameni- 
ties. Call  Gwyneth  Anderson  at  800- 
221-4762.  E G Todd  Associates,  535 
Fifth  Ave,  Suite  1100,  New  York,  NY 
10017. 

2-3/90 
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Milwaukee  suburb.  New  and  rapidly  ex- 
panding multispecialty  full-service  clinic.  At- 
tractive benefits,  salary,  and  early  partnership 
opportunity.  Positions  available  in  internal 
medicine,  family  practice,  and  pediatrics. 
Please  send  CV  to  Administrator,  Park  Crest 
Medical  Clinic,  SC,  2665  South  Moorland  Rd. 
New  Berlin,  WI  53151.  ltfn/90 

Medical  Meetings — Continuing 
Medical  Education 

continued 

March  4—10, 1990: 19th  Annual  Pediatric 
Postgraduate  Course,  Pediatric  Update  1990, 
Hotel  Ritz,  Lisbon,  Portugal.  Info:  Ann  J. 
Boehme,  CMP,  Schneider  Children’s  Hospital 
of  Long  Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY  11042;  ph  718-470-8650. 

gl2/89 

March  19—21,  1990:  NIH  Consensus 
Development  Conference:  Surgery  for  Epi- 
lepsy. Masur  Auditorium,  Bethesda,  Mary- 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are  par- 
ticularly invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Educa- 
tion courses  at  the  following  rates:  55<t 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must 
be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month  of 
publication;  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address  com- 
munications to:  Wisconsin  Medical 
Journal,  Box  1109,  Madison,  WI 
53701 ; or  phone  608-257-6781 ; or  toll- 
free  in  Wisconsin:  1-800-362-9080. 
OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


land.  Info:  Conference  Registrar,  Prospect 
Associates,  1801  Rockville  Pike,  #500,  Rock- 
ville, MD  20852;  301-468-6338.  gl2/89 

April  26—28:  State  Medical  Society  of  Wiscon- 
sin Annual  Meeting , Convention  Center, 
Embassy  Suites,  Green  Bay.  2tfn/90 

June  24— 27,  1990: 17th  Annual  Harvard 
Medical  School  Course  on  Intensive  Care 
Medicine,  “The  Art  and  Science  of  Critical 
Care.”  Omni  Parker  House  Hotel,  Boston, 
Mass.  Info:  Bart  Chernow,  MD,  Dept  of 
Anaesthesia,  Harvard  Medical  School /Massa- 
chusetts General  Hospital,  32  Fruit  St,  Boston, 
MA  02114;  ph  617-726-2858. 

gl2/89;l-3/90 

July  26—28,  1990:  Wisconsin  Society  of 
Obstetrics  & Gynecology  Annual  Meeting, 
Embassy  Suites  Hotel,  Brookfield,  gl-6/90 

September  13-15,  1990:  Wisconsin 
Society  of  Internal  Medicine,  Concourse 
Hotel,  Madison.  gl-8/90 

September  14-16,  1990:  Wisconsin 
Society  of  Anesthesiologists,  Embassy  Suites, 
Green  Bay.  gl-8/90 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 

1989— 1993 

All  meetings  will  be  held  in  Milwaukee 
at  the  Milwaukee  Exposition  and  Con- 
vention Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the 
headquarters  hotel,  unless  otherwise 
indicated. 

1990—  April  26-28:  Green  Bay 
Convention  Center,  Embassy  Suites 

1991—  April  18-20:  Milwaukee 
Wyndham  Hotel 

1992—  April  23-25 

1993—  April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994—  April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and 
Friday;  the  first  session  of  the  House 
of  Delegates  will  convene  on  Thursday, 
the  second  and  third  on  Friday.  Scien- 
tific programming  will  be  on  Friday 
and  Saturday. 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local  Tele- 
phone: 257-6781;  toll-free  in  Wiscon- 
sin: 1-800-362-9080. 


AMA 

June  24—28,  1990:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  2—5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-27,  1991:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  8— 11,  1 99 1 : Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  6—9,  1992:  Interim  House  of 
Delegates,  Nashville. 
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VASOTEC 


ENALAPRIL  MALEATE  MSD 

VASOTEC  is  available  in  2.5-mg,  5-mg.  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate  MSD)  is  contraindicated  m patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace  extremities,  lips  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  to  the 
face  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  usetul  m 
rei  eving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fata  Where  there  is  involvement  ol 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  mL),  should  be  promptly  administered.  See  ADVERSE 
REACTIONS  ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure  especially  with  the  first 
dose  but  discontinuation  of  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure  hyponatremia  high-dose  diuretic  therapy  recent  intensive  diuresis  or  increase  in  diuretic  dose  renal  dialysis 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risk  for  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  tor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  m whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs  the  patient  should  be  placed  in  the  supine 
position  and  it  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops  a dose  reduction  or  discontinuation  of VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor  captopnl  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  reveaied  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiolensm-aldosterone 
system  changes  m renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renm-angiolensin-aldoslerone  system  treatment  with  ACE 
inhibitors,  including  VASOTEC  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  See  DOSAGE  AND  ADMINISTRATION  ) 

Hypertraterma  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients 
m clmicai  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  of  discontinuation  ot  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure  hyper- 
kalemia was  observed  in  3 8%  ol  patients  bul  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency  diabetes  mellitus  and  the  concomitant 
use  ot  potassium-sparing  diuretics  potassium  supplements  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  if  at  all  with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypolension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
information  lor  Patients 


Angioedema  Angioedema  including  laryngeal  edema,  may  occur  especially  following  Ihe  first  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face  extremities  eyes,  lips,  tongue  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypolension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ol  therapy  II 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  ol  reduclion  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure  patients  should  be  advised  lo  consult  with  the  physician 
Hyperkalemia  Patients  should  be  (old  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g sore  throat,  fever)  which  may 
be  a sign  of  neulropenia. 

NOTE  As  with  many  other  drugs  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  ol  this  medication  it  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypolension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  of  treatment  with  enalapril  If  it  is  necessary  to  continue  Ihe 
diuretic,  provide  close  medical  supervision  after  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  | 

Agents  Causing  Renin  Release  The  anhhypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blockmg  agents  methyl- 
dopa  nitrates,  calcium-blocking  agents  hydralazine  prazosin  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 


Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore  it  concomi- 
tant use  ot  these  agents  is  indicated  because  of  demonstrated  hypokalemia  Ihey  should  be  used  with  caution  and 
with  Irequenl  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Ulhium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  II  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  il  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy  - Category  C There  was  no  letotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity  expressed  as  a decrease  in  average  fetal  weight  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However  maternal  and  fetal  toxioly  occurred  in  some  rabbits  at  doses  of 
1 mgAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  times  Ihe  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnanl  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  lhat 


show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  of  ACE  inhibitors  has  not 
been  clearly  defined  VASOTEC’  (Enalapril  Maleate  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  trimester  of  pregnancy  nas  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  tetal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  m the  newborn  Oligohydramnios  in  Ihe  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  letus  Infants  exposed  m utero  lo  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  Ihe  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  *C  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreted  inhuman  milk  Because  many  drugs  are  secreted  inhuman  milk  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  heated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  we  i tolerated  in  controlled  clinical 
trials  involving  2987  patients. 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  m controlled  trials  were  headache  (5  2% ).  dizziness 
(4  3%)  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%)  nausea  d 4%t  rash  (1  4%)  cough  (1  3%)  orthostatic  effects  (1 2%l.  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%)  hypotension  (67%).  orthostatic  effects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (21%)  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  heated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (T  8cc  I headache  (1  8%)  abdominal  pain  (1  6%)  asthenia  (1  6°o)  orthosta- 
tic hypotension  (1 6%)  vertigo  II  6%l  angina  pectoris  (1  5%)  nausea  (1  3%),  vomiting  if  3%),  bronchitis  (1 3%) 
dyspnea  (1.3%).  urinary  tract  infection  (1 3%)  rash  (13%),  and  myocardial  infarction  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest  myocardial  infarction  or  cerebrovascular  accident  possibly  secondary  to  excessive 
hypotension  m high-risk  patients  (see  WARNINGS.  Hypotension)  cardiac  arrest,  pulmonary  embolism  and  infarction, 
rhythm  disturbances,  atrial  fibrillation;  palpitation 

Digestive  Ileus  pancreatitis  hepatitis  or  cholestatic  taundice  melena,  anorexia,  dyspepsia  constipation  glossitis, 
stomatitis. 

Musculoskeletal  Muscle  cramps 

NervousIPsychiatnc  Depression,  confusion  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Herpes  zoster  urticaria,  pruritus,  alopecia.  Hushing  hyperhidrosis 
Special  Senses  Blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA  an  elevated  erythrocyte  sedimentation  rate 
arthralgias/arthritis  myalgias,  fever,  serositis  vasculitis,  leukocytosis,  eosinophilia  photosensitivity  rash  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  m patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fata.  If  angioedema  ot  the  face  extremities  ips  tongue  glottis  and  or  larynx  occurs  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS  I 
Hypotension  In  the  hypertensive  patients  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
apy m 0'%  of  hypertensive  patients  In  heart  failure  patients  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  of  therapy  in  19%  of  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine  Blood  Urea  Nitrogen  In  controlled  clinical  trials  minor  increases  m blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  of  therapy  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  m blood  urea  nitrogen  or  serum  creatinine  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol%  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  bul  are  rarely  ot  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknowni  In  marketing  experience  rare  cases  of  neutropenia  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  palients  who  are  current  y being  treated  wilha  diuretic  symptomatic 
hypotension  occasionally  may  occc  following  the  initial  dose  of  VASOTEC  The  diure'  c should  if  possible  be  dis- 
continued tor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  ( See 
WARNINGS ) If  Ihe  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily  the  antihypertensive  effect  may  dimmish  toward  the  end  of  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes  or  potassium- 
sparing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  vnth  Renat  Impairment  The  usual  dose  ot  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  - 30  mL/min  (serum  creatinine  3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 
Hear!  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  is  2 5 mg  once  or  twice  daily  Alter  Ihe  initial  dose  of  VASOTEC  the  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Interactions ) II  possible  the  dose  of  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug  following  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  lor  the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  Ivj  palients  were  heated  with  2 5 to  40  mg  per  day  of  VASOTEC  almost  always 
administered  m two  divided  doses  (See  CLINICAL  PHARMACOLOGY  Pharmacodynamics  and  Clinical  Eltecls)  Dosage 
may  be  adtusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS  ) 

Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL  therapy  should  be  initi- 
aled at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION  Heart 
Failure  WARNINGS  and  PRECAUTIONS  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed  usually  at  intervals  of  four  days  or  more  il  at  the  time 
of  dosage  adiuslment  there  is  not  excessive  hypotension  or  significant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  information,  consult  your  MSO  Representative  or  see  Prescribing  Information,  Merck 
Sharp  & Dohme,  Division  ot  Merck  & Co.  Inc,  West  Point  PA  19486  J9VS6H818) 
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For  many 

hypertensive  patients 

THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 
For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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Alien  HMOs  are  establishing 
satellite  offices  in  commu- 
nities farther  and  farther 
away  from  their  central 
facilities,  competing  for  patients. 
Often,  doctors  sign  up  with  a whole 
fleet  of  alien  HMOs,  in  an  attempt 
to  maximize  their  patient  bases. 
And  that  may  be  an  effective  short- 
term strategy.  But  too  many  HMOs 
competing  for  the  same  turf  may 
result  in  failure  for  many.  The  big 
questions  are,  which  will  survive— 
and  why  should  you  care? 

Alien  HMOs  may  offer  you  a limited 
choice  when  it  comes  to  referring 
your  patients.  Their  specialists 
may  all  be  located  far  away  from 
your  practice.  And  you  may  have 
already  noticed  the  "black  hole” 

12-313-0789 


effect— patients  once  referred  to 
the  "mothership”  sometimes 
never  return. 

Then  there’s  HMO  OF  WISCONSIN 
—a  provider  organization  in  which 
affiliated  physicians  enjoy  a role  in 
governance,  and  have  ownership 
opportunities.  You  have  more  than 
2,000  specialists  to  choose  from, 
and  access  to  the  resources  of  a 
broad  range  of  convenient,  state- 
of-the-art  facilities. 

HMO  OF  WISCONSIN  is  dedi- 
cated to  preserving  existing  health- 
care resources  across  the  state. 
That  means  preserving  the  auton- 
omy and  well-being  of  local  health- 
care resources.  We  are  structured 
to  help  you  maintain  control  of 
your  practice.  And  to  keep  health- 


care dollars  circulating  locally. 

Joining  every  HMO  that  comes 
along  amounts  to  betting  against 
yourself.  If  you’re  interested  in  the 
continuing  health  of  your  practice 
and  your  community,  choose  HMO 
OF  WISCONSIN.  And  help  keep 
quality  healthcare  close  to  home. 

For  more  information  call  toll-free, 
1-800-362-3308. 

HMO 

of  Wisconsin 

576  Third  St.  • Prairie  du  Sac.  Wl  53578  • (608)  643-2491 
Toll-free  in  Wl  1-800-362-3308 
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Opinions 


President’s  page 

Political  involvement  means  political  effectiveness 


I HAVEN’T  yet  met  a physician 
who  didn’t  believe  that  the  quality 
of  care  we  provide  our  patients  is 
often  effected  by  what  goes  on  under 
the  Capitol  dome  in  Madison.  Given 
that  reality,  it  is  imperative  that  the 
medical  community  play  an  effective 
role  in  state  politics.  Political  effec- 
tiveness directly  correlates  to  political 
involvement,  and  we  physicians  are 
compelled  to  roll  up  our  sleeves  and 
get  involved. 

Involvement  can  mean  many 
things.  It  can  be  as  quick  and  imper- 
sonal as  writing  a check  to  a good  can- 
didate’s campaign  fund  or  as  all- 
engrossing  as  running  for  office  your- 
self. Between  the  two  extremes  lies 
an  enormous  range  of  degrees  of  com- 
mitment. The  important  thing  to 
remember  is  that  the  greater  your 
commitment,  the  greater  your  effec- 
tiveness in  protecting  your  patients’ 
interests. 

Imagine  your  senator  hearing  from 
two  constituents  regarding  a par- 
ticular bill.  One  constituent,  the  good 
senator  has  never  heard  of  before  get- 
ting a telephone  call;  the  other,  sitting 
across  the  desk,  the  senator  knows 
personally— the  constituent  is  a regu- 
lar at  fund  raisers  as  well  as  being 
involved  in  campaigns  and  other 
issues.  The  senator  will  listen  care- 


fully to  both,  and  consider  both  of 
their  ideas,  but  one  is  going  to  be  far 
more  persuasive.  It  is  a simple 
equation. 

By  virtue  of  your  involvement,  you 
become  a key  contact,  not  only  as  a 
voice  for  the  profession,  but  also  as 
a resource  for  your  legislators.  They 
know  you  and  they  know  you’re  a 
physician,  so  when  a bill  comes  before 
them  that  they  understand  will  effect 
medicine,  they’ll  hear  what  you  have 
to  say.  They  may  even  call  you  and 
ask  your  opinion  on  certain  legis- 
lation. 

You’ll  want  to  be  a complete  con- 
stituent, however,  and  avoid  being 
tagged  as  a single-issue  zealot.  This 
means  contacting  your  legislators 
about  issues  that  affect  your  district, 
not  just  those  that  affect  your  profes- 
sion. Again,  the  greater  your  involve- 
ment, the  greater  your  influence. 

Does  this  mean  that  your  involve- 
ment will  assure  medicine  of  legis- 
lative victory?  No,  it  does  not.  It 
doesn’t  even  mean  that  your  legisla- 
tors will  always  vote  according  to  your 
counsel.  But  all  evil  needs  to  triumph 
is  for  good  men  and  women  to  do 
nothing.  It  is  important  to  remember 
the  old  adage  that  in  a democracy  we 
get  exactly  the  sort  of  government  we 
deserve.  This  is  government  of,  for 


William  L.  Treacy,  MD 


and  by  the  people,  and  if  we  do  not 
get  involved  we  have  only  ourselves 
to  blame  if  the  health  of  our  profes- 
sion and  the  well-being  of  our  patients 
are  adversely  effected  by  bad  legisla- 
tion or  regulation. 

Lest  I start  to  sound  like  an  alarm- 
ist, I’d  like  to  point  out  that  political 
involvement  is  really  a lot  of  fun.  I will 
be  happy  to  help  you  increase  your 
political  involvement  and  effective- 
ness in  any  way  I can,  as  will— I’m 
certain— my  successor,  Dr  Roger  von 
Heimburg.  And,  of  course,  the  SMS 
staff  are  always  at  your  service. 
Hoping  to  hear  from  you.  f 
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Secretary's  report 

Democracy  in  action 


Next  month,  the  house  of 
medicine  will  gather  in  Green 
Bay  to  consider  the  medical,  eco- 
nomic, ethical  and  political  issues  of 
the  times  and,  from  that  considera- 
tion, make  plans  for  the  coming  year. 
That  gathering,  the  convening  of  the 
SMS  House  of  Delegates,  is  an  exer- 
cise in  democracy  and  your  turn  to  be 
heard,  to  make  a difference. 

The  members  of  the  Medical  So- 
ciety7 mirror  the  members  of  society 
as  a whole:  they  hold  a wide  range  of 
opinions  and  their  commitments  run 
strong  and  deep.  There  are  literally 
hundreds  of  other  judicial,  economic 
and  scientific  issues  facing  the  medi- 
cal profession  today,  and  there  are 
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many  issues  on  which  SMS  members 
strongly  disagree.  Indeed,  there  are 
many  issues  on  which  intelligent  peo- 
ple of  good  character  from  all  walks 
of  life  vehemently  disagree.  But  the 
strength  of  an  organization  like  the 
SMS,  and  of  a country  like  ours,  is 
that  there  is  room  for  disagreement, 
forums  for  expression  and  oppor- 
tunities for  change. 

For  these  reasons,  and  for  the  ef- 
fects that  these  issues  may  have  on 
your  practice,  I urge  you  to  par- 
ticipate. Your  involvement  is  crucial; 
your  absence  would  only  remove  your 
voice  from  the  debate.  I also  urge  you 
to  contact  your  physician  leaders  in 
the  SMS  and  let  them  know  your 
views.  And  of  course,  as  in  any 
democratic  system,  if  the  leadership 
does  not  represent  your  views,  you 
have  the  opportunity  to  change 
leaders  by  promoting  good  candidates 
and  running  for  office  yourself.  As 
Robert  Maynard  Hutchins  wrote, 
“The  death  of  democracy  is  not  likely 
to  be  an  assassination  from  ambush. 
It  will  be  a slow  extinction  from  . . . 
undernourishment . ’ ’ 

Will  the  SMS  always  reach  the  con- 
clusions and  set  the  priorities  that  you 
reach  and  set?  Of  course  not.  But  you 
must  not  allow  differences  of  opinion 
to  weaken  the  Society.  The  strength 
of  the  profession  requires  unity 
among  its  members,  and  those  who 


Book  review 

Hen  Medic  by  Mildred  M.  Stone,  MD, 
is  a delightful  book  about  the  early 
days  of  medicine  as  viewed  by  a 
female  physician. 

I found  the  description  of  the  col- 
lege days  during  the  Depression  espe- 
cially entertaining.  If  you  happen  to 
read  this  charming  book,  find  the 
answer  to  the  question,  “What  are  the 


Thomas  L.  Adams 


would  undermine  it  would  like 
nothing  better  than  to  see  physicians 
divided.  If  principles  are  worth 
holding,  they’re  worth  fighting  for, 
and  you  can  only  fight  for  them  if  you 
are  involved. 

During  1990,  the  SMS  will  also  be 
surveying  its  members  to  better 
understand  the  condition  and 
priorities  of  the  profession  in  Wiscon- 
sin, and  this  is  another  important  way 
you  can  make  a difference.  When  the 
survey  arrives,  carefully  consider, 
complete  and  return  it. 

The  system,  the  Society,  can  prop- 
erly function  only  to  the  extent  that 
its  members  participate.  Don’t  be  left 
out.  | 


muscles  used  in  sexual  intercourse?” 
This  was  a question  posed  to  the 
author  by  the  professsor  of  anatomy— 
obviously  before  the  days  of  increased 
awareness  of  sexual  harassment. 

A hearthstone  Book,  Carlton  Press, 
Inc,  New  York,  NY. 

—Richard  D.  Sautter,  MD 
medical  editor  f 
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Letters 

Wisconsin’s  Clean  Indoor  Air  Act 


To  THE  editor:  Data  presented  by 
Peterson  and  Remington  in  the  No- 
vember 1989  issue  of  the  Journal  ( Wis 
Med  J 1989;88(ll):40-42)  indicate 
that  the  number  of  cigarette  packs 
sold  in  Wisconsin  was  about  the  same 
in  1988  as  in  1950,  ie,  about  105  packs 
per  adult.  While  anti-tobacco  efforts 
were  mentioned,  more  detail  would 
be  useful. 

How  does  Wisconsin’s  Clean  In- 
door Air  Act  stack  up  against  legisla- 
tion in  other  states?  To  what  extent 
have  compliance  plans  been  devel- 
oped and  implemented?  What  are  the 
penalties  for  violation  and  what  state 
resources  are  currently  in  place  and 
in  use  to  ensure  compliance  with  the 
requirements  of  the  law?  What  legis- 
lative or  other  action  is  the  State 
Medical  Society  of  Wisconsin  cur- 
rently recommending  to  control 
tobacco? 

Considering  the  stunning  achieve- 
ment of  the  coters  in  California,  who 
on  Nov  8,  1988,  approved  a tax  in- 
crease of  25  cents  per  pack  of  cigar- 
ettes, would  members  of  the  Society 
be  willing  to  lead  a similar  advisory 
referendum  in  Wisconsin? 

—David  Nordstrom,  MS 

Marshfield 

The  author  responds:  We  are  happy 
to  respond  to  David  Nordstrom’s 
questions  about  Wisconsin’s  Clean  In- 
door Air  Act.  As  described  in  last 
month’s  issue  of  the  Journal  ( Wis  Med 
J 1990;89(2):61-62,  64),  Wisconsin 
now  has  one  of  the  toughest  clean  in- 


door air  laws  in  the  country.  This  law 
will  be  enforced  through  the  Depart- 
ment of  Justice  by  local  sheriffs  and 
municipal  police.  Any  person  who 
violates  the  law,  or  any  person  in 
charge,  may  be  fined  up  to  $25.  In 
practice,  however,  few  states  with 
comprehensive  laws  have  needed  to 
resort  to  financial  penalties  for 
enforcement. 

Despite  the  recent  success  in  en- 
acting a tougher  clean  indoor  air  law, 
more  work  is  needed.  Currently,  a bill 
(AB  476)  relating  to  the  creation  of  a 
state  basic  benefits  health  insurance 
plan  is  being  debated  in  the  legis- 
lature. It  has  been  proposed  that  the 
state  excise  tax  on  cigarettes  be  in- 
creased from  30  cents  to  40  cents  per 
pack  to  fund  this  initiative.  If  suc- 
cessful, Wisconsin  would  have  the 
highest  tobacco  excise  tax  in  the  coun- 
try. Other  bills  being  debated  relate 


to  banning  cigarette  smoking  on 
schools  and  listing  tobacco  use  on  the 
death  certificate.  These  and  other  up- 
coming policy  issues  will  benefit  from 
support  from  the  SMS  and  physicians 
in  general. 

—Pat  Remington,  MD 
Wisconsin  Division  of  Health 

Editor’s  note:  The  SMS  has  a long 
and  continuous  record  of  supporting 
anti-smoking  measures  in  the  state 
Legislature.  During  the  most  recent 
session,  the  SMS  has  supported  SB 
142,  which  prohibts  the  use  of  tobac- 
co products  on  school  premises,  and 
AB  410,  which  allows  Milwaukee  to 
ban  distribution  of  free  cigarettes.  For 
more  information  on  SMS  legislative 
activities,  contact  the  Division  of 
Public  Affairs  at  1-800-362-9080  or 
257-6781.  f 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official 
policy  of  the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors’ 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
editorials  is  reserved  for  members  of  the  WMJ editorial  board,  editorial 
associates  and  SMS  elected  officers. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors’  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters 
is  open  to  the  public,  but  letters  are  limited  to  500  words  and  subject  to 
review  by  the  WMJ  editorial  board.  Write  to:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701.  ( 


A call  for  photographs 

The  Wisconsin  Medical  Journal  and  the  SMS  Charitable,  Educational,  and  Scientific  Foundation  are  joining  forces  in 
an  effort  to  build  a photographic  library'  of  medicine  in  Wisconsin.  Donations  of  current  or  historical  photos  relating 
to  medicine— persons  or  places,  equipment  or  events— are  welcome  and  tax  deductible.  All  donated  photos  will  become 
the  property  of  the  Fort  Crawford  Medical  Museum,  which  is  owned  and  operated  by  the  foundation,  and  may  be  used 
to  illustrate  future  issues  of  the  Wisconsin  Medical  Journal.  Send  your  photos  to:  Thomas  L.  Adams,  State  Medical  Society' 
of  Wisconsin,  PO  Box  1109,  Madison,  WI  53701-1109.  ? 
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Cocaine  use  during  pregnancy:  Implications  for  physicians 


Richard  A.  Aronson,  MD,  and  Louise  H.  Hunt,  MS,  Madison 

The  growing  use  of  cocaine  among  pregnant  women  and  its  effect  on  the 
fetus  have  become  issues  of  great  concern  to  physicians  and  society  in 
general.  In  this  paper,  we  review  the  available  data  about  the  incidence  of 
cocaine  use  during  pregnancy  in  the  United  States  and  in  Wisconsin.  The 
pharmacology  of  the  drug  is  examined  as  well  as  its  effect  on  pregnancy 
outcomes.  Medical,  neurobehavioral,  and  developmental  effects  on  the 
fetus,  newborn,  and  infant  are  discussed,  as  well  as  the  relationship  to  the 
timing  of  drug  use  during  pregnancy.  Suggestions  relevant  to  physicians 
for  prevention  and  treatment  are  given.  Wis  Med  J 1990;89(3):  105— 1 10. 


WHILE  THE  IMPACT  of  cocaine 
on  American  society  has 
been  documented  repeatedly  in  the 
past  few  years,1  its  effects  on  the 
fetus  have  only  recently  been  appre- 
ciated.2'3 Cocaine  use  by  pregnant 
women  not  only  affects  the  present 
generation  but  the  next  generation  as 
well.  The  recent  increase  in  the  use 
of  cocaine  by  pregnant  women  should 
be  viewed  in  the  context  of  the  general 
trend  of  increased  illegal  drug  use  by 
pregnant  women  over  the  past 
decade.4'5 

A recent  survey  of  40  hospitals  in 
the  United  States  by  the  National 
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consultant  for  the  Family  and  Community 
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Services.  Ms  Hunt  is  a policy  analyst 
specializing  in  alcohol  and  other  drug 
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Wilson  St,  Madison,  WI  53701-0309; 
telephone:  608-266-5818.  Copyright  1990 
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Association  for  Perinatal  Addiction 
Research  (NAPARE)  found  that  at 
least  1 1%  of  pregnant  women,  repre- 
senting a cross  section  of  age  and 
socioeconomic  groups,  used  illegal 
drugs  during  their  pregnancies.5 
Cocaine  was  by  far  the  most  com- 
monly used  illegal  drug  in  the  study, 
followed  by  marijuana  as  a distant 
second.  A 1987  study  by  Chasnoff6 
found  that  in  some  parts  of  the  coun- 
try, one  in  ten  pregnant  women  were 
using  cocaine.  Zuckerman’s  recent 
study  of  1,226  women  in  a Boston 
inner-city  prenatal  clinic  found  that 
18%  had  used  cocaine  during  their 
pregnancies.7 

Although  these  incidence  data  seem 
high,  they  may  actually  underesti- 
mate the  magnitude  of  the  problem. 
First,  women  are  hesitant  to  report 
cocaine  use  for  fear  of  retribution  and 
prosecution.  Second,  most  health- 
care providers  have  not  been  trained 
to  routinely  obtain  this  information. 
Third,  maternal  urine  drug  screens 
are  only  positive  when  the  mother  has 
used  cocaine  within  the  previous  48 
hours,  yet  the  use  of  cocaine  even 
once  during  pregnancy  can  harm  the 


fetus.  Finally,  middle-  and  upper-class 
cocaine  users  are  likely  to  go  un- 
detected because  they  are  not  subject 
to  the  scrutiny  experienced  by  low- 
income  women,  and  are  better  able 
to  conceal  the  effects  of  addiction  and 
use.8 

These  factors  make  it  difficult  to 
determine  the  actual  incidence  of 
cocaine  use  during  pregnancy.  Never- 
theless, studies  based  on  a combina- 
tion of  self-reporting,  frequent  urine 
screens,  and  histories  obtained  by 
physicians  who  are  already  sensitized 
to  the  problem  are  likely  to  achieve 
a more  accurate  estimate  of  use. 

Although  statewide  information  on 
the  use  of  illegal  drugs  by  pregnant 
women  does  not  currently  exist,  some 
hospital-specific  data  are  available 
from  Milwaukee.  Of  the  mothers  of 
3,141  newborns  delivered  at  Sinai 
Samaritan  Medical  Center  in  inner- 
city  Milwaukee  in  1988,  143  (4.5%) 
reported  using  cocaine  during  their 
pregnancies,9  compared  to  1%  in 
1983.  Since  this  study  relied  solely  on 
maternal  self-reporting,  it  likely 
underestimated  the  real  incidence  of 
fetal  cocaine  exposure  among  the 
newborns. 

Health-care  providers  in  Milwau- 
kee believe  that  the  use  of  cocaine  by 
pregnant  women  dramatically  in- 
creased in  1989,  with  up  to  one  third 
of  pregnant  women  in  some  neighbor- 
hoods using  the  drug.10  According  to 
the  Acute  and  Communicable  Disease 
Epidemiology  Section  of  the  Wiscon- 
sin Department  of  Health  and  Social 
Services  (personal  communication, 
Nov  17,  1989),  one  indicator  of  this 
is  a 518%  rise  in  the  number  of 
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reported  cases  of  syphilis  in  south- 
eastern Wisconsin  during  the  first 
nine  months  of  1989,  39%  of  these 
cases  reported  illicit  drug  use;  24% 
of  the  female  patients  said  they  prac- 
ticed prostitution,  and  all  of  the 
women  reported  using  cocaine. 

The  Milwaukee  City  Health  De- 
partment reported  in  October  1989 
that  cocaine-related  referrals  had 
quadrupled  since  January  of  the  same 
year.11  The  Milwaukee  County 
Department  of  Health  and  Human 
Services  attributes  the  alarming 
escalation  of  child  abuse  and  neglect 
referrals  (up  20%  in  1989  from  1988) 
to  cocaine.12 

Although  studies  show  that  the  use 
of  illegal  drugs  by  pregnant  women 
is  increasing,  most  cases  of  drug 
abuse  among  pregnant  women  go  un- 
detected. As  a result,  substance  abuse 
during  pregnancy  continues  to  be  one 
of  the  most  commonly  missed  of  all 
obstetric  and  neonatal  diagnoses.5 
The  widespread  use  of  cocaine  in 
pregnancy  and  the  failure  to  identify 
and  treat  maternal  drug  abuse  con- 
tribute in  large  part  to  the  high  rates 
of  morbidity  and  mortality  in  these 
infants13  and  threaten  to  undermine 
gains  made  by  other  programs  to 
reduce  these  rates. 

Pharmacology 

Cocaine  interferes  with  presynaptic 
catecholamine  reuptake,  which 
results  in  the  accumulation  of  cate- 
cholamines (norepinephrine  and 
dopamine)  at  the  nerve  endings.  The 
consequent  activation  of  the  sym- 
pathetic nervous  system  results  in 
many  of  the  toxic  effects  of  the 
drug.14  Thus,  the  use  of  cocaine  by  a 
pregnant  woman  results  in  a build-up 
of  maternal  blood  levels  of  catechol- 
amines that  cross  the  placenta  and, 
producing  constriction  of  uterine  and 
placental  blood  vessels,  reduce  the 
flow  of  nutrients  and  oxygen  to  the 
fetus.7'15  As  a result,  cocaine 
stimulates  premature  uterine  contrac- 
tions, which  may  result  in  spon- 
taneous abortions  or  premature 
births.6 


Cocaine  is  quite  lipophilic,  readily 
crossing  the  fetal  blood-brain  barrier 
and  accumulating  in  the  central  ner- 
vous system.  This  leads  to  brain  con- 
centrations four  times  the  usual  peak 
plasma  concentrations.14  Thus,  co- 
caine may  exert  a significant  effect  on 
fetal  brain  development6  during  the 
early  stages  of  pregnancy  when  the 
fetus  is  most  vulnerable  to  external 
insults. 

When  cocaine  crosses  the  placenta, 
it  reaches  a higher  blood  level  in  the 
fetus  than  in  maternal  serum  because 
fetal  enzymes  that  metabolize  cocaine 
are  not  fully  developed  and  the  im- 
mature fetal  liver  delays  excretion  of 
the  drug.6  The  fetus  also  converts  a 
significant  portion  of  the  drug  into  an 
even  more  potent  byproduct,  which 
is  excreted  into  the  amniotic  fluid,  and 
which  the  fetus  continues  to  ingest 
and  excrete  repeatedly.6  Although  a 
single  exposure  to  cocaine  is  cleared 
by  an  adult  within  48  hours,  cocaine 
may  be  found  in  the  fetus  four  to  six 
days  later.6 

Cocaine  directly  causes  intrauterine 
growth  retardation  by  reducing  blood 
flow  to  the  fetus.6  It  also  has  an  in- 
direct effect  on  birth  weight  by 
suppressing  the  pregnant  woman’s 
appetite7  and  compromising  her 
nutritional  status.  These  factors 
increase  the  risk  of  having  a low  birth 
weight  baby. 

Pregnancy  outcomes 

Knowledge  of  the  short-  and  long- 
term health  effects  of  maternal 
cocaine  use  is  only  beginning  to 
emerge.  This  is  due  in  part  to 
women’s  hesitancy  in  reporting  illegal 
drug  use  and,  in  part,  to  the  difficulty 
of  establishing  study  controls  for  a 
number  of  other  risk  factors  often 
associated  with  cocaine  use— such  as 
the  use  of  alcohol,  cigarettes,  and 
other  drugs.  Furthermore,  the  dra- 
matic increase  in  the  incidence  of 
cocaine  use  among  pregnant  women 
has  occurred  so  recently  that  data  on 
the  longer-term  effects  have  come 
from  only  a few  studies  with  small 
numbers  of  patients. 


Even  less  is  known  about  the  effects 
of  crack  cocaine  on  the  fetus.  Since 
crack  use  is  relatively  new,  most 
researchers  have  not  yet  been  able  to 
establish  study  controls  for  the  use  of 
crack  versus  other  forms  of  cocaine.16 
Researchers  speculate,  however,  that 
because  of  its  potency  and  addictive- 
ness, crack  may  be  more  harmful  than 
other  forms  of  cocaine. 

Although  studies  conclusively 
demonstrate  that  cocaine  can  damage 
the  fetus,  apparently  not  all  newborns 
exposed  to  cocaine  are  affected.  Like 
alcohol,  cocaine  use  and  fetal  ex- 
posure may  result  in  a wide  spectrum 
of  effects,  usually  depending  on  the 
timing  of  the  exposure,  the  amount 
taken,  and  the  individual  mother’s  and 
fetus’s  response  to  the  drug.  Because 
there  is  no  way  of  predicting  which 
fetuses  will  be  affected,  there  is  no 
safe  level  of  fetal  cocaine  exposure  at 
any  time  during  pregnancy. 

Cocaine  use  during  pregnancy  puts 
the  woman  and  her  fetus  at  risk  for 
the  following:4 

• Spontaneous  abortions.  The  rate  of 
spontaneous  abortions  among  women 
who  use  cocaine  is  even  higher  than 
among  those  who  use  heroin  during 
pregnancy.1  The  ability  of  cocaine  to 
induce  miscarriages  has  become 
common  “street  knowledge”  among 
women  living  in  impoverished  neigh- 
borhoods.17 

• Obstetric  complications.  Cocaine 
use  is  also  associated  with  abruptio 
placentae,15  which  may  result  in 
severe  obstetric  complications  during 
labor  and  delivery.  If  untreated,  it  can 
lead  to  an  irreversible  lack  of  oxygen 
flow  to  the  baby’s  brain,  resulting  in 
fetal  death  or  irreversible  neurological 
conditions,  such  as  mental  retardation 
and  cerebral  palsy. 

Chasnoff18  found  abruptio  pla- 
centae in  15%  of  women  who  used 
cocaine  during  their  pregnancies, 
compared  to  no  occurrences  in  the 
control  group.  Surprisingly,  the  rate 
of  abruptio  placentae  did  not  decrease 
for  women  who  ceased  using  cocaine 
after  the  first  trimester.18  In  the  Sinai 
Samaritan  study,9  5%  of  143  cocaine- 


106 


Wisconsin  Medical  Journal  • March  1990 


exposed  newborns  had  abruptio 
placentae,  which  is  approximately 
five  times  the  average  incidence  for 
the  condition  at  that  inner-city 
hospital. 

• Autonomic  and  other  physiological 
effects.  Unlike  neonates  of  heroin- 
addicted  women,  most  cocaine- 
affected  newborns  do  not  show  the 
classic  signs  of  drug  withdrawal  at 
birth;  they  tend  to  develop  tremu- 
lousness, tachycardia,  tachypnea, 
hypertension,  and  irritability  over 
time,  however.19  Since  these  new- 
borns may  not  show  effects  until 
several  days  or  even  one  to  two  weeks 
after  birth,  many  appear  normal  and 
are  discharged  from  the  hospital.10 
These  infants  are  frequently  lost  to 
follow-up,  and  appropriate  interven- 
tion does  not  occur. 

• Low  birth  weight.  Several  studies 
have  shown  that  cocaine-exposed 
newborns  are  significantly  more  likely 
to  have  low  birth  weights  (less  than 
2500  grams  or  five  and  a half  pounds) 
than  those  in  control  groups.21618  In 
a retrospective  study  of  nearly  350 
women,  Chouteau  found  that  cocaine 
significantly  affected  birth  weight 
when  age,  race,  and  number  of  preg- 
nancies were  controlled.20  The  Sinai 
Samaritan  study9  found  that  23%  of 
the  cocaine-exposed  newborns  had 
low  birth  weights,  compared  to  an 
overall  rate  at  the  hospital  of  13%  and 
a statewide  average  of  5%. 

Low  birth  weight  newborns  are  40 
times  more  likely  to  die  during  the 
first  four  weeks  of  their  lives  and  five 
times  more  likely  to  die  later  during 
their  first  year  of  life  compared  to 
those  of  normal  weights.  In  addition, 
low  birth  weight  newborns  are  at  in- 
creased risk  for  chronic  lung  disease, 
frequent  and  prolonged  hospitaliza- 
tions, serious  respiratory  illnesses, 
intracranial  hemorrhage,  vision  and 
hearing  problems,  and  developmen- 
tal disabilities— such  as  mental  re- 
tardation, cerebral  palsy,  learning 
disabilities,  and  attention  deficit 
disorders. 

• Premature  births.  Cocaine  induces 
premature  contractions,  and  the  rate 


of  preterm  delivery  is  substantially 
higher  among  cocaine-exposed  preg- 
nant women.  Rates  ranging  from  20% 
to  31%  have  been  reported.20  One 
study  of  newborns  exposed  to  crack 
during  pregnancy  found  that  more 
than  50%  were  premature,  compared 
to  16%  in  a control  group.21 

• Intrauterine  growth  retardation. 
Zuckerman,  in  his  large  prospective 
study,7  found  that  almost  three  times 
as  many  newborns  exposed  to  cocaine 
during  pregnancy  were  small  for  their 
gestational  age.  Hadeed’s  prospective 
study19  found  that  27%  of  their 
neonates  showed  intrauterine  growth 
retardation,  compared  to  5%  in  the 
control  group.  A study  of  newborns 
exposed  to  crack  also  found  an  in- 
creased risk  of  intrauterine  growth 
retardation  and  a threefold  higher 
incidence  of  microcephaly.14  Smaller 
head  circumferences  may  reflect  im- 
paired brain  growth. 

• Congenital  anomalies.  Reported 
congenital  anomalies  presumably 
result  from  vasoconstriction  and 
reduced  blood  flow  to  specific  fetal 
organs.17  They  include:  underdevel- 
oped or  malformed  genital  and 
urinary  tract  organs;22  ambiguous 
genitalia;  ileal  atresia;  absence  of  a 
uterus;  limb  amputations;  prune  belly 
syndrome  (absence  of  abdominal 
muscles);  and  congenital  heart 
defects.17  Insufficient  data  exist, 
however,  to  document  an  increased 
incidence  of  most  congenital  anoma- 
lies among  cocaine-exposed  new- 
borns. 

• Perinatal  cerebrovascular  accidents 
and  myocardial  infarctions.  These 
conditions  may  result  in  cerebral 
palsy,  learning  disabilities,  vision  and 
hearing  impairments,  and  behavioral 
disorders. 

• Sudden  infant  death  syndrome 
(SIDS).  The  rate  of  SIDS  was  15% 
among  infants  exposed  to  cocaine  dur- 
ing pregnancy  in  one  study,23  five  to 
ten  times  greater  than  for  the  general 
population.  Data  from  other  studies, 
including  the  one  from  Milwaukee,9 
however,  do  not  show  this  association. 
Further  research  is  needed  to  deter- 


mine whether  cocaine  use  during 
pregnancy  is  associated  with  a higher 
incidence  of  SIDS. 

Neurobehavioral  effects 

Most  cocaine-exposed  newborns  tend 
to  be  somnolent  for  one  to  two  days 
after  birth.17  As  a result,  they  are 
often  assessed  as  normal  prior  to  hos- 
pital discharge.  One  study  found  that 
more  than  60%  of  newborns  whose 
mothers  had  used  cocaine  at  the  end 
of  their  pregnancies  were  sleepy  dur- 
ing a routine  stay  of  two  to  three  days 
in  the  nursery,  not  showing  any  spe- 
cific signs  of  cocaine  exposure.17 
After  four  or  five  days,  however, 
these  newboms  may  become  progres- 
sively irritable  with  tremulousness, 
restless  behavior,  increased  muscle 
tone,  and  impaired  alertness.  At  that 
point,  they  are  likely  to  show  deficien- 
cies in  mood  control  and  interactions 
with  people  in  their  immediate  envi- 
ronment. They  may  have  great  diffi- 
culty handling  change,  startle  and  cry 
at  the  slightest  touch  or  sound,  and 
have  difficulty  gaining  weight  be- 
cause of  feeding  problems. 

Furthermore,  the  incidence  of  seiz- 
ures appears  to  be  higher  among 
cocaine-affected  infants,  especially 
when  the  mother  used  cocaine 
throughout  pregnancy.  The  onset  of 
seizures  may  occur  as  long  as  six 
months  after  birth.  A minority  of 
these  infants  remain  somnolent  for 
long  periods,  failing  to  awaken  even 
when  they  are  undressed,  talked  to  or 
moved.115-21 

The  behavioral  patterns  and  neuro- 
logical signs  exhibited  by  these 
infants  during  the  first  six  months  of 
life  make  them  extremely  difficult  to 
comfort,  causing  tremendous  stress 
for  even  the  most  competent  parents. 

Definitive  data  on  the  long-term  im- 
pact of  cocaine  exposure  on  the  child’s 
development  and  neurological  status 
are  unavailable  at  this  time.  Some 
initial  follow-up  studies  of  preschool 
children,  however,  show  that  it  may 
have  a devastating  effect  on  their 
emotional  lives.  These  children  ap- 
pear to  have  serious  difficulty  relating 
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to  their  environment,  making  friends, 
playing  like  normal  children,  and  feel- 
ing love  for  their  mothers  or  primary 
caretakers.24-25  As  the  numbers  of 
these  children  increase,  they  will  pose 
enormous  problems  for  teachers  and 
schools  at  all  levels  of  education.  On 
a hopeful  note,  a pilot  program  in 
Florida  seems  to  be  helping  cocaine- 
exposed  children  develop  better  play 
skills  and  interpersonal  relationships.25 

Timing  of  use 

Research  data  are  scarce  on  the 
impact  of  the  timing  of  cocaine  use 
during  pregnancy  on  pregnancy  out- 
come. Recent  evidence  suggests, 
however,  that  during  the  first 
trimester,  even  one  exposure  can  put 
the  fetus  at  risk  for  neurological  and 
behavioral  effects.17  So  even  if  a 
woman  stops  using  cocaine  immedi- 
ately after  becoming  aware  that  she 
is  pregnant,  her  newborn  may  still 
show  the  irritability,  impaired  alert- 
ness, and  other  characteristics  noted 
above.  Furthermore,  first  trimester 
cocaine  use  is  associated  with  a high 
rate  of  miscarriages.17  Also,  con- 
genital anomalies  and  abruptio  pla- 
centae may  occur  as  a result  of 
cocaine  use  during  the  first 
trimester.18  First  trimester  use  is 
even  more  of  a problem  for  substance 
abusing  women  because  they  tend  to 
have  irregular  menstrual  cycles  and 
are  less  likely  to  recognize  that  they 
are  pregnant. 

During  the  second  and  third  tri- 
mesters, cocaine  use  can  trigger  pre- 
mature labor.  Having  been  told  that 
cocaine  helps  to  speed  up  delivery 
while  causing  no  harm,  some  women, 
including  teenagers,  are  reportedly 
using  a gram  of  cocaine  late  in  their 
pregnancies  to  induce  contractions. 
Chasnoff’s  study17  found,  however, 
that  a single  exposure  to  cocaine  late 
in  pregnancy  can  cause  a fetal  stroke. 

Obviously,  newborns  exposed  to 
cocaine  throughout  pregnancy  are  at 
the  highest  risk  for  significant 
problems.7 
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Substance  abusers 

Pregnant  women  who  use  drugs  may 
be  one-time  users,  frequent  users,  or 
addicts.  While  education  and  other 
intervention  efforts  may  be  effective 
with  women  who  are  not  yet  addicted, 
addicted  women  pose  a particularly 
difficult  challenge  as  the  studies 
below  show. 

One  study  comparing  drug-addicted 
women  to  a control  group  found  that 
55%  of  the  addicted  women  had  been 
sexually  abused  before  the  age  of  16, 
more  than  half  reported  having  un- 
happy childhoods,  95%  showed  evi- 
dence of  low  self-esteem,  and  83% 
came  from  families  where  there  was 
a history  of  substance  abuse.26 

Other  studies  have  shown  the 
following: 

• Polydrug  use.  Cocaine  users 
typically  use  other  drugs  as  well. 
Chasnoff17  found  that  60%  of  the 
women  who  used  cocaine  were  poly- 
drug users,  with  alcohol  and  mari- 
juana the  most  commonly  used  other 
drugs.  A substantial  portion  of  these 
women  were  heavy  users:  31% 
smoked  one  to  two  packs  of  cigarettes 
a day,  9%  had  more  than  two  drinks 
a day,  and  72%  used  marijuana— 28% 
three  or  more  times  a week.23 

A study  by  Smith  et  al27  of 
adolescents  who  were  heavy  cocaine 
users  found  that  96%  used  other 
drugs  as  well.  Polydrug  use  is  a 
significant  problem  among  cocaine 
users,  because  these  other  drugs— 
especially  alcohol— also  have  tera- 
togenic and  other  damaging  effects  on 
the  fetus.28  It  is  currently  unknown 
whether  additional  adverse  effects 
may  result  from  the  combination  of 
these  drugs. 

• A family  history  of  substance  abuse. 
Between  80%  and  90%  of  the  cocaine 
abusers  came  from  substance  abus- 
ing families  that  were  often  dysfunc- 
tional. As  a result,  these  women  may 
be  exceedingly  difficult  to  treat. 

• A history  of  giving  birth  to  low 
weight  infants.23 


• A history  of  spontaneous  or  elective 
abortions.23 

• Inadequate  weight  gain  during 
pregnancy,  indicating  that  these 
women  are  not  well  nourished.23 

• Sexually  transmitted  diseases.23 
Some  of  these  women  have  been  in- 
volved in  prostitution  to  pay  for  their 
drugs  and  some  are  IV  drug  users  or 
sexual  partners  of  IV  drug  users,  put- 
ting them  at  risk  for  hepatitis,  HIV 
infection,  and  other  sexually  trans- 
mitted diseases. 

• An  average  age  in  the  mid- 
twenties.9 Only  10%  were  under  18 
years  of  age  in  one  study.23 

• Continued  use  of  cocaine  during 
their  pregnancies  unless  they 
received  early  and  intensive  inter- 
vention.16 

• Inadequate  prenatal  care.  The 
number  of  pregnant  women  who  do 
not  seek  prenatal  care  is  dramatically 
higher  among  cocaine  users  than  in 
any  other  substance-abusing  group.29 
Lack  of  prenatal  care  significantly 
increases  the  risk  for  obstetric  com- 
plications and  adverse  pregnancy  out- 
comes. 

For  the  most  part,  the  Sinai  Samari- 
tan study9  confirmed  the  findings  of 
the  studies  discussed  above.  More 
than  half  of  women  reporting  cocaine 
use  during  pregnancy  received  inade- 
quate prenatal  care,  either  with  no 
prenatal  care  (33%)  or  poor  com- 
pliance for  care  (20%).  The  median 
age  of  the  women  was  25,  and  40% 
had  four  or  more  previous  pregnan- 
cies. Ten  percent  of  the  cocaine 
exposed  newborns  were  placed  in 
foster  care  directly  from  the  hospital. 
According  to  the  study’s  author,  the 
percentage  would  have  been  higher 
if  the  newborns  had  stayed  longer 
in  the  hospital  because  the  cocaine 
problem  would  have  become  more 
evident. 

Discussion 

The  growing  use  of  cocaine  among 
pregnant  women  and  women  of  child- 
bearing age  has  become  an  issue  of 
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great  concern  to  physicians,  espe- 
cially those  who  provide  prenatal, 
labor,  delivery,  postpartum,  and 
pediatric  care.  Physicians  need  to 
become  knowledgeable  about  the 
serious  obstetric  complications  and 
adverse  pregnancy  outcomes  that  can 
result  from  cocaine  use  and  require 
medical  intervention.  Physicians  also 
need  to  know  how  to  manage  the 
health-care  needs  of  addicted  women 
and  their  newborns. 

Many  poor  women  who  use  cocaine 
live  in  unstable,  often  dangerous 
environments,  and  are  unable  to  pro- 
vide consistent  care  for  their  infants. 
These  environmental  factors— com- 
bined with  the  mother’s  addiction  and 
the  strong  possibility  of  biological 
impairments  among  cocaine  affected 
infants— pose  severe  risks  to  the 
healthy  development  of  these  children 
and  to  their  productivity  as  adults.30 

Adverse  developmental  effects 
resulting  from  cocaine  use  during 
pregnancy  and  during  the  life  of  the 
child  will  have  an  increasing  impact 
on  the  medical,  educational,  social 
welfare,  and  justice  systems  in  our 
society.  Cocaine-damaged  children, 
particularly  those  from  impoverished 
home  environments,  are  at  great  risk 
for  school  failure  and  dropout,  juve- 
nile crime,  teenage  pregnancy,  un- 
employment, and  chronic  disabilities. 
These  outcomes  add  up  to  an  enor- 
mous public  burden,  not  to  mention 
widespread  personal  pain  and 
tragedy.  According  to  Sen  Lloyd 
Bentsen  (D-Texas),  chair  of  the 
Senate  Finance  Committee,  govern- 
ment at  all  levels  will  soon  be  spend- 
ing $15  billion  annually  to  prepare 
cocaine-affected  children  to  enter 
kindergarten.31 

Cocaine  use  during  pregnancy  is  not 
just  a substance  abuse  problem;  it  also 
poses  enormous  challenges  to  the 
health-care  system  to  provide  accessi- 
ble, affordable,  culturally  sensitive, 
and  comprehensive  care  to  at-risk  pa- 
tients. Drug  treatment  experts  believe 
a non-punitive,  positive  approach 
works  best.32 


The  following  are  suggested  ap- 
proaches to  the  cocaine  problem  and 
are  listed  here  to  stimulate  a dialogue 
among  physicians  on  what  their  role 
should  be  and  what  needs  to  be  done: 

• Strategies  cannot  exclusively  be 
child  focused  but  must  also  deal  with 
the  mother  and  other  family  members 
as  well.  If  a woman  can  be  persuaded 
to  never  use  cocaine  or  stop  using 
cocaine  and  other  drugs  before  con- 
ception or  at  least  early  on  in  her 
pregnancy,  many  problems,  such  as 
low  birth  weight  or  prematurity,  can 
be  prevented  or  minimized. 

Physicians  can  play  a key  role  by: 
placing  greater  emphasis  on  pre- 
pregnancy health  care,  including 
specific  messages  about  the  dangers 
of  cocaine  use  during  pregnancy; 
working  with  public  health  and  social 
services  agencies  to  ensure  early 
access  to  prenatal  care;  informing  all 
pregnant  women  about  the  harm  of 
cocaine  exposure  to  the  fetus;  asking 
about  substance  use  and  other  life- 
style issues  that  affect  pregnancy  out- 
come as  part  of  the  history,  so  that 
they  can  refer  patients  promptly  for 
alcohol  and  other  drug  abuse  treat- 
ment; carefully  assessing  the  infant 
and  family  during  the  newborn’s  hos- 
pitalization; working  with  family  sup- 
port and  child  development  specialists 
to  detect  cocaine-affected  infants 
early  in  life  and  referring  them  for  ser- 
vices to  promote  their  development; 
working  with  social  services  agencies 
to  ensure  assistance  and  support  for 
the  mother  and  other  family  mem- 
bers; and  in  severe  cases,  advocating 
for  the  affected  child’s  removal  from 
the  biological  home  and  placement  in 
a nurturing  home  environment. 

Physicians  can  also  provide  guid- 
ance to  women  on  caring  for  affected 
infants.  By  teaching  specific  handling 
techniques  and  offering  support  to 
these  mothers,  physicians  can  help 
prevent  future  developmental  prob- 
lems and  reduce  the  risk  for  child 
abuse  and  neglect. 

• Strategies  should  be  based  on  a 
thorough  understanding  of  the 


women  who  use  cocaine  during  their 
pregnancies.  As  noted  previously, 
some  women  are  addicted  to  cocaine, 
while  others  are  occasional  users,  and 
many  use  additional  drugs. 

While  drug  use  among  low-income 
populations  is  more  visible,  physicians 
should  help  dispel  the  misconception 
that  the  drug  problem  is  exclusively 
confined  to  impoverished,  urban,  and 
minority  populations.  Effective  stra- 
tegies will  consider  the  woman’s 
lifestyle  and  the  personal  and  envi- 
ronmental factors  that  result  in  her 
drug  use. 

Physicians  should  provide  informa- 
tion on  the  dangers  of  drug  use  to 
occasional  users,  follow  them  closely, 
and,  depending  on  the  individual 
situation,  refer  them  to  treatment  or 
support  services.  Addicted  women 
will  be  more  difficult  to  deal  with  and 
will  require  more  intensive  interven- 
tion. Physicians  will  need  to  closely 
monitor  them  and  strongly  encourage 
them  to  receive  drug  abuse  treatment 
as  soon  as  possible. 

• Physicians  can  collaborate  with 
professional  organizations,  such  as 
the  Wisconsin  Association  for  Peri- 
natal Care,  and  state  and  local  health 
agencies  to  help  them  obtain  a clearer 
picture  of  the  magnitude  and  extent 
of  the  cocaine  problem  in  their 
communities. 

• Strategies  should  be  multidisci- 
plinary. Physicians  need  to  work  with 
drug  treatment  specialists,  public 
health  nurses,  social  workers,  child 
development  experts,  community 
support  workers,  and  teachers.  Since 
the  problem  affects  women  and 
children,  links  among  obstetricians, 
family  physicians,  and  pediatricians 
are  critical.  The  State  Medical  So- 
ciety of  Wisconsin  (SMS),  the  state 
chapters  of  the  national  organizations 
representing  the  three  specialties,  the 
state’s  medical  schools  and  residency 
programs,  and  hospitals  can  help 
facilitate  and  support  this  collabora- 
tion. 

• Physicians  should  be  involved  in 
efforts  to  educate  the  public  about  the 
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dangers  of  drug  use  during  preg- 
nancy. Educational  conferences,  such 
one  held  in  October  1989  in  Milwau- 
kee and  sponsored  by  the  SMS, 
should  be  offered  on  a regular  basis 
throughout  the  state.  Public  education 
efforts  concerning  the  drug  problem 
need  to  stress  the  special  needs  of 
women  and  children  and  the  impor- 
tance of  prevention  and  treatment. 

Physicians  can  contribute  to  these 
efforts  by  emphasizing  that  drug  use 
is  a health  problem  requiring  treat- 
ment and  that  any  new  laws  should 
not  discourage  women  from  reporting 
the  use  of  cocaine  during  their  preg- 
nancies and  from  obtaining  early  and 
continuous  prenatal  care  and  appro- 
priate treatment  for  their  drug 
problem. 
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Perinatal  follow  through:  Implications  for  primary  physicians 


Stephen  C.  Ragatz,  MD,  Bonnie  Behee-Semler,  RN,  and  Robert  A.  Fox, 
PhD,  Milwaukee 

Neonatal  intensive  care  unit  follow-through  programs  provide  early 
evaluation  information  for  the  primary  care  physician.  This  article 
describes  such  data  for  339  graduates  of  St  Joseph’s  Special  Care 
Nursery,  78%  of  whom  were  preterm  and  70%  were  of  low  birth  weight. 
At  six  months,  7%  of  the  infants  were  diagnosed  with  cerebral  palsy, 
based  on  a 15-month  follow-up.  Other  neurological  and  respiratory  prob- 
lems were  common.  A normal  neurodevelopmental  outcome  was  found  for 
the  majority  of  the  infants.  Referrals  to  medical  specialists  (eg,  ophthal- 
mology) and  early  intervention  programs  were  required  for  many  infants. 
The  case  management  role  of  the  primary  physician  is  highlighted  along 
with  specific  recommendations  for  care  of  the  medically  at-risk  or 
developmentally  delayed  infant.  Wis  Med  J 1990;89(3):  1 1 1—114. 


Follow-up  monitoring  clinics 
have  a positive  effect  on  infants 
served  through  neonatal  intensive 
care  units  (NICU).1  The  important 
role  of  the  primary  care  physician  in 
following  NICU  graduates  has  been 
described.2  The  role  of  the  primary 
care  physician  in  following  NICU 
graduates  will  be  affected  by  recently 
enacted  legislation,  namely,  Public 
Law  99-457,  The  Education  of  the 
Handicapped  Act  Amendments  of 
1986.  Under  the  provisions  of  this 
law,  states  are  provided  funding  to 
develop  programs  for  infants  and  chil- 
dren from  birth  to  3 years  old  with 
handicapping  conditions. 

The  American  Academy  of  Pedi- 
atric’s Committee  on  Children  with 
Disabilities  has  published  a statement 
regarding  the  physician’s  role  in  this 
expanded  service  delivery  system.3 
One  key  responsibility  is  to  address 
the  effect  of  the  condition  on  the  child 
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and  family  and  to  act  as  a family 
advocate  to  ensure  that  the  child 
receives  appropriate  therapeutic  ser- 
vices. To  assume  this  case  manage- 
ment role,  physicians  need  to  be 
aware  of  the  array  of  medical  and 
related  difficulties  experienced  by 
NICU  graduates  and  the  evaluation 
data  available  through  follow-up 
monitoring  clinics. 

Our  paper  highlights  this  informa- 
tion base  using  birth-outcome  and 
follow-through  data  from  St  Joseph 
Hospital’s  Special  Care  Nursery  and 
Perinatal  Follow-Through  Program 
(PFTP). 

Subjects  and  methods 

Our  study  included  339  neonates 
(38%  girls,  62%  boys)  admitted  to  St 
Joseph’s  Special  Care  Nursery  from 
June  1985  to  July  1986,  and  who  sub- 
sequently enrolled  in  the  PFTP.  The 
racial  breakdown  was  88%  white, 
11%  black,  and  1%  Hispanic.  Most 
were  bom  to  married  parents  (78%) 
of  middle  socioeconomic  levels;  14% 
had  unmarried  parents.  Enrollment 
was  based  on  meeting  at  least  one  of 
the  criteria  shown  in  Table  1. 

Appointments  were  scheduled  at  6, 
15,  and  30  months  (corrected  age). 
Some  infants  were  seen  earlier  if 
deemed  necessary  at  the  time  of  dis- 
charge from  the  hospital,  and  more 
frequent  visits  were  scheduled  if  the 


evaluations  produced  questionable 
findings.  During  the  PFTP  appoint- 
ment, a pediatric  nurse  practitioner 
completed  a health  history  and  phy- 
sical exam.  The  corrected  age  was 
used  to  plot  the  infant’s  body 
measurements  on  the  Babson  and 
Benda  Growth  Chart  for  preterm 
infants.  The  Denver  Developmental 
Screening  Test,  a language  question- 
naire compiled  by  the  pediatric  speech 
therapist,  the  Denver  Eye  Screening 
Test,  and  the  High  Risk  Register  for 
Hearing  Loss  were  administered.  The 
physical  therapist  completed  a neuro- 
developmental assessment  using  a 
tool4  that  combined  the  Primitive 
Reflex  Profile,5  French  Angles,6  and 
a method  described  by  Milani-Com- 
paretti  and  Gidoni.7  The  preliminary 
diagnosis  of  cerebral  palsy  was  based 
on  this  latter  evaluation. 


Table  1.  Criteria  for  enrollment 
in  the  perinatal  follow-through 
program 

Birth  weight  less  than  1500  grams. 
Gestational  age  less  than 
32  weeks. 

Small  for  gestational  age 
(below  2nd  percentile) 

Mechanical  ventilation  required 
> 5 days  (eg,  severe  RDS, 
severe  sepsis). 

Apgar  score  < 4 at  five  minutes. 
Seizures. 

Meningitis. 

Intracranial  hemorrhage. 
Hydrocephalus. 

Abnormal  neurologic  exam 
at  discharge. 

Congenital  viral  infection. 

Congenital  anomalies  or  genetic 
disease  with  uncertain  prognosis. 

Drug  withdrawal  symptoms/ 
maternal  drug  abuse 
(especially  cocaine). 

Thrombocytopenia  / polycythemia . 
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Table  2.  Birth  outcome  data  for  perinatal 
follow-through  program  infants 

Variable 

X 

SD 

n 

% 

Birth  weight  (g) 

2112 

923 

less  than  1.500 

89 

30 

1,500-2,499 

120 

40 

2,500  or  more 

90 

30 

Gestational  age  (wk) 

33.4 

4.6 

36  or  less 

232 

78 

37-43 

67 

22 

Apgar  score  at  1 min 

5.7 

2.3 

3 or  less 

63 

21 

4-6 

99 

32 

7-10 

134 

45 

Apgar  score  at  5 min 

7.7 

1.6 

3 or  less 

10 

3 

4-6 

36 

12 

7-10 

251 

85 

Birth  length  (cm) 

44.3 

6.1 

Head  circumference  (cm) 

30.6 

3.6 

Pneumogram  result 

normal 

69 

28 

borderline 

13 

5 

abnormal 

162 

67 

At  15  months,  the  Bayley  Scales  of 
Infant  Development  were  adminis- 
tered by  an  occupational  therapist. 
Near  the  conclusion  of  each  FPTP 
evaluation,  a neonatologist  examined 
the  infant  and  joined  the  family  and 
other  evaluation  team  members  to 
discuss  the  results.  Families  were  pro- 
vided resources  for  identified  prob- 
lems. The  results  of  the  evaluation 
were  sent  to  each  family’s  primary 
care  physician  along  with  recommen- 
dations for  special  program  referrals 
when  warranted  (eg,  programs  for 
newborn  to  3-year-old  children). 

The  PFTP  serves  an  eight-county 
area;  evaluation  services  were  pro- 
vided at  no  cost  to  the  families. 

Results 

Bhih  outcomes.  Birth  outcome  data 
regarding  the  sample  are  shown  in 
Table  2;  78%  of  the  sample  were 
preterm,  and  70%  were  of  low  birth 
weight.  In  addition  to  prematurity,  the 
most  common  discharge  diagnoses 


were  respiratory  distress  syndrome, 
meconium  aspiration  syndrome,  as- 
phyxia, apnea,  seizures,  and  con- 
genital anomalies.  Most  infants 
required  a home  monitor  when  dis- 
charged (69%). 

PFTP  outcomes.  Outcome  data  ob- 
tained through  the  PFTP  are  shown 
in  Table  3 for  the  6-,  15-,  and 
30-month  visits.  At  the  6-  and  15- 
month  visits,  nearly  one  out  of  five 
infants’  birth  weights  were  below  the 
second  percentile  when  plotted  for 
corrected  age.  Regarding  the  early 
diagnosis  of  cerebral  palsy,  16  of  the 
23  infants  with  positive  diagnoses  at 
six  months  returned  for  a 15-month 
visit.  Of  these,  13  retained  the  diag- 
nosis (81%);  two  children  were  reclas- 
sified as  equivocal  and  one  as  normal 
(false  positives).  Two  children  con- 
sidered equivocal  and  one  child  clas- 
sified as  normal  at  the  six-month  visit, 
were  diagnosed  as  having  cerebral 
palsy  at  the  15-month  visit  (false 
negatives). 


Of  the  10  hypotonic  children  who 
returned  for  a 15-month  visit,  seven 
(70%)  retained  that  diagnosis;  three 
were  reclassified  as  equivocal  or 
normal  (false  positives).  Seventeen 
children  diagnosed  as  equivocal  or 
normal  at  the  six-month  visit,  were 
reclassified  as  hypotonic  at  the  15- 
month  visit  (false  negatives). 

The  average  Bayley  Mental  Devel- 
opment Index  at  the  15-month  visit 
was  104  (SD  = 22).  Infants  diagnosed 
with  cerebral  palsy  at  15  months 
(n  = 18)  had  the  lowest  Bayley  scores 
(p  < .001)  in  the  sample  (x  = 66; 
range,  50  to  105);  ten  had  scores  in 
the  delayed  range,  six  in  the  border- 
line range,  and  two  in  the  normal 
range.  Children  considered  hypotonic 
or  equivocal  at  15  months  had  the  next 
lowest  Bayley  scores  (x  = 87  and  x 
= 89,  respectively)  followed  by  the 
“normal”  children  (x  = 112).  Of  the 
children  seen  at  the  30-month  visit 
(n  = 60),  the  average  Bayley  score 
was  114  (SD  = 18). 

The  infants  spent  an  average  of  4.8 
months  on  the  home  monitor  (SD  = 
2.8;  range,  1 to  30).  Of  the  196  infants 
on  monitors,  12  had  apparent  life- 
threatening  events  (ALTES),  with  ten 
infants  requiring  vigorous  stimulation 
when  the  alarm  sounded  and  two  re- 
quiring cardiopulmonary  resuscita- 
tion; only  3%  of  the  parents  reported 
having  persistent  anxiety  over  the 
presence  of  the  monitor  in  the  home, 
and  5%  felt  dependent  on  the  monitor 
when  it  was  discontinued.  There  were 
no  deaths. 

Data  on  other  services  provided  to 
the  infants  are  summarized  in  Table 
3.  A number  of  infants  (7%)  were 
already  enrolled  in  various  early 
intervention  programs  (eg,  special 
education,  speech,  occupational  or 
physical  therapy)  before  their  six- 
month  visit.  By  15  months,  nearly  one 
out  of  five  infants  (19%)  were  either 
enrolled  in  or  referred  for  therapy; 
four  infants  were  discharged  from 
therapy  by  15  months.  Common  rea- 
sons for  physician  visits  included 
upper  respiratory  infection,  otitis 
media,  bronchiolitis,  and  gastro- 
enteritis. 
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Table  3.  Perinatal  Follow  Through  Program  outcomes 

at  6,  15  and  30  month  visits. 

6 months 

15  months 

30  months 

Variable 

n 

% 

n 

% 

n 

% 

Weight  percentile 

16th  or  less 

174 

51 

124 

50 

15 

25 

50th  or  more 

165 

49 

126 

50 

45 

75 

Length  percentile 

16th  or  less 

134 

39 

90 

36 

21 

35 

50th  or  more 

205 

61 

160 

64 

39 

65 

Head  circumference 
percentile 

16th  or  less 

86 

25 

77 

31 

50th  or  more 

253 

75 

173 

69 

Diagnosis 

cerebral  palsy 

23 

7 

18 

8 

hypotonia 

18 

5 

25 

10 

equivocal 

71 

21 

25 

10 

normal 

224 

67 

173 

72 

Bayley  Mental 
Development  Index 

normal  (85  or  more) 

208 

83 

57 

95 

borderline  (69-84) 

20 

8 

2 

3 

delayed  (below  69) 
Therapy  program 

22 

9 

1 

2 

enrolled 

25 

7 

39 

16 

9 

12 

referred 

19 

6 

8 

3 

0 

0 

none 

295 

87 

199 

81 

68 

88 

Number  of  visits 
to  physician 

none 

161 

47 

41 

16 

7 

12 

1-2 

134 

40 

107 

43 

32 

53 

3 or  more 

44 

13 

101 

41 

21 

35 

Specialists 

ophthalmology 

55 

45 

33 

32 

4 

25 

neurology 

20 

16 

7 

7 

1 

6 

orthopedics 

19 

15 

19 

18 

2 

13 

surgery 

16 

13 

11 

11 

1 

6 

cardiology 

8 

7 

10 

10 

3 

19 

ENT 

5 

4 

23 

22 

5 

31 

Number  of 
hospitalizations 

none 

270 

80 

206 

83 

54 

90 

1 

57 

17 

30 

12 

6 

10 

2 or  more 

12 

3 

13 

5 

Discussion 

Our  data  showed  that  a significant 
majority  of  NICU  graduates  have  a 
normal  neurodevelopmental  out- 
come, even  those  with  very  low  birth 
weights  or  very  low  gestational  ages. 
This  is  encouraging  to  parents  and 
professionals  in  view  of  the  emotional 
and  economic  costs  involved  to 
achieve  these  goals.  The  data  also 
showed,  however,  that  the  NICU 
graduate  is  at  increased  risk  for 
growth  and  neurodevelopmental 
sequelae.  High-risk  infant  follow- 
through  clinics  provide  early  detec- 
tion of  these  handicapping  conditions, 
particularly  cerebral  palsy.  Most  level 
III  perinatal  centers  in  Wisconsin  are 
associated  with  such  a clinic. 

The  data  also  showed  that  cerebral 
palsy  was  accurately  diagnosed  in 
more  than  80%  of  the  cases  by  the  six- 
month  visit.  These  children  present 
dilemmas  for  the  primary  care  phy- 
sician. They  often  have  subtle 
symptoms  and  may  require  a detailed, 
time-consuming  neurologic  evalua- 
tion to  elicit  findings  suggesting 
emerging  neurodevelopmental  prob- 
lems. Timing  is  important  as  these 
children  benefit  most  from  early 
intervention  programs  the  sooner 
they  are  enrolled. 

Families  of  NICU  graduates  require 
continued  care  and  support  as  they 
encounter  myriad  therapeutic  agen- 
cies and  services.  The  family’s  pri- 
mary care  physician  is  ideally  suited 
to  assume  a case  management  role 
with  these  families  to  provide  con- 
tinued medical  management  of  the 
infant,  to  support  the  family  through 
this  stressful  and  often  extended 
experience,  and  to  serve  as  an  advo- 
cate to  ensure  that  appropriate  thera- 
peutic services  are  delivered  in  a 
timely  manner.  Armed  with  the  data 
provided  by  follow-through  clinics 
and  the  advice  of  experienced  col- 
leagues,2 the  primary  care  physician 
will  be  better  prepared  to  fulfill  these 
responsibilities. 

Recommendations 

The  following  recommendations 
apply  to  the  primary  care  of  medic- 


ally at-risk  or  developmentally  de- 
layed infants: 

• plot  growth  at  the  “corrected  age,” 
using  the  Babson  Graph,  which  is 
available  from  infant  formula  com- 
pany representatives; 

• use  “corrected  age”  when  screen- 
ing infant  development; 


• coordinate  the  management  of  the 
home  apnea  monitor  using  the  Peri- 
natal Center  Apnea  and  High  Risk 
Infant  Follow-Through  programs  as 
resources; 

• if  multiple  specialists  are  involved, 
coordinate  and  interpret  findings  for 
the  parents; 
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• become  familiar  with  the  thera- 
peutic and  educational  resources  in 
your  community  (eg,  birth  to  three 
programs)  and  refer  patients  to  these 
programs  as  soon  as  problems  are 
identified  or  suspected;  use  these  pro- 
grams as  resources  for  the  more  de- 
tailed and  time-consuming  develop- 
mental evaluations;  and  maintain 
open  lines  of  communication  with 
these  programs,  share  pertinent  medi- 
cal information,  and  request  that  the 
child’s  goals,  plans,  and  reports  be 
sent  to  you;  and 

• ask  families  for  an  assessment  of 
their  situation  and  what  they  see  as 
their  greatest  needs.  Public  Law 
99-457  emphasizes  the  family’s  role 
in  problem  identification  and  decision 
making  related  to  services  for  their 
children. 
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Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 


A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 


/ 


SMS  SERVICES,  INC. 


Medical  Finance 


For  financial  pain  relief  call:  1-800-322-0444 
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Socioeconomic 


Wisconsin’s  Birth  and  Development  Outcome  Monitoring  Program 


Richard  Aronson,  MD,  Dorothy 
Griebel,  OTR,  and  James  Cobb,  PhD 
Wisconsin  Division  of  Health,  Depart- 
ment of  Health  and  Social  Services, 
Madison 

Part  II:  Answers  to  physicians’ 
questions 

Part  I appeared  in  the  October  1989  issue 
of  the  WMJ. 

Q.  What  procedures  have  been 
developed  by  the  Birth  and  Devel- 
opmental Outcome  Monitoring  Pro- 
gram (BDOMP)  to  protect  patient  and 
physician  confidentiality? 

A.  Formal  written  program  pro- 
cedures have  been  developed  with  the 
assistance  of  physicians,  other  health- 
care providers,  and  parents.  These 
procedures  are  available  upon 
request. 

According  to  BDOMP  protocol,  no 
child-specific  information  can  be 
released  without  parental  consent;  a 


Notice 

The  University  of  Wisconsin 
Office  of  Rurual  Health  and 
New  Physicians  for  Wisconsin 
moved  their  offices  to  5721 
Odana  Road.  Madison,  WI 
53719,  effective  Feb.  1,  1990. 
The  new  telephone  number  is 
608-273-5964;  the  FAX  number 
is  608-274-8554. 


parent  or  guardian  must  sign  the 
BDOMP  request  for  information  form 
before  any  patient-specific  informa- 
tion is  released.  Only  the  agencies  for 
which  parents  have  given  consent 
(local  public  health  agencies  or  the 
Wisconsin  Department  of  Public  In- 
struction) will  receive  patient-specific 
information. 

In  response  to  feedback  from  physi- 
cians, physicians  are  identified  on  the 
report  form  by  their  license  numbers 
rather  than  by  their  names. 

Q.  Do  other  states  have  programs 
similar  to  BDOMP? 

A.  Yes.  Most  states  have  birth 
defects  surveillance  programs.  These 
states’  programs  vary  in  the  type  of 
reporting  used,  and  the  conditions  or 
diagnoses  chosen  to  be  reported. 

Q.  Are  emergency  room  physicians 
required  to  report? 

A.  Not  in  most  cases.  The  law  refers 
to  the  reporting  physician  as  “ . . . . 
the  child’s  primary  treating  physician, 
who  first  diagnoses  the  condition  or 
a change  in  the  condition  (or)  diag- 
nosis.” Children  visiting  an  emer- 
gency room  usually  have  a primary 
physician.  If  a child  who  is  seen  by 
an  emergency  room  physician  does 
not  have  a primary  physician,  the 
emergency  room  physician  must  file 
a BDOMP  report. 

Q.  Can  physicians  file  a report 
without  notification  to  the  child’s 
parents  or  guardian? 


A.  Yes,  reports  can  be  filed  without 
parent  or  guardian  notification.  If  the 
parents  have  not  been  notified,  the 
BDOMP  will  neither  contact  the 
child’s  family  nor  release  patient- 
specific  information  from  the 
BDOMP  report  form. 

Q.  Can  physicians  be  held  liable  for 
information  on  the  form? 

A.  Wisconsin  law  expressly  forbids 
the  use  of  BDOMP  data"  . . . .in  any 
legal  action  or  proceeding  before  any 
court,  tribunal,  board,  agency,  person, 

. . . except  for  the  purpose  of  enforc- 
ing the  section”  (BDOMP). 

Q.  Will  the  agencies  identified  by  a 
child’s  parents  or  guardian  on  the 
BDOMP  request  for  information  form 
be  contacting  the  child’s  family  prior 
to  notifying  the  reporting  physician? 

A.  To  obtain  BDOMP  data,  local 
public  health  departments  and  service 
agencies  must  agree  in  writing 
(through  a formal  memorandum  of 
understanding  with  the  Center  for 
Health  Statistics-BDOMP)  to  follow 
the  course  of  action  designated  by  the 
reporting  physician  when  contacting 
the  family.  The  course  of  action  is 
designated  on  the  report  form  by  the 
physician.  Families  will  only  be  con- 
tacted directly  when  the  reporting 
physician  has  chosen  this  option  on 
the  report  form. 

Q.  How  can  physicians  find  out  if  a 
report  has  already  been  filed  on  a 
child? 

Continued  on  next  page 
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Continued  from  preceding  page 
A.  Physicians  can  call  or  write  the 
BDOMP  to  check  on  the  status  of  pre- 
viously submitted  reports.  The  ad- 
dress and  phone  number  for  the 
BDOMP  is  provided  in  numbers  3 and 
4 of  the  instruction  sheets.  The 
BDOMP  has  also  developed  a system 
of  stickers,  which  can  easily  be  affixed 
to  the  child’s  medical  chart  to  indicate 
that  a BDOMP  report  was  filed. 
These  stickers  are  available  from 
BDOMP  upon  request. 

Q.  Should  both  primary'  and  con- 
sulting physicians  file  BDOMP 
reports? 

A.  A BDOMP  report  must  only  be 
filed  by  the  consulting  physician  if  the 
diagnosis  assigned  by  the  consulting 
physician  differs  from  the  diagnosis 
filed  on  a previous  BDOMP  report  by 
the  primary7  physician.  To  assist  the 
consulting  physician,  the  primary 
physician  can  affix  a sticker  on  the 
referring  letter,  or  include  a copy  of 
the  completed  BDOMP  report  to  the 
consulting  physician. 


AMA  Awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian’s Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commitment 
to  continuing  education,  and  the  SMS 
offers  them  its  congratulations.  The 
* indicates  members  of  the  SMS. 

December  1989 

Almassi,  Gholam  H.,  of  Milwaukee 
*Bandyk,  Dennis  F.,  of  Milwaukee 
’Chou,  Clarence  P.,  of  Whitefish  Bay 
*Fait,  Gary  P.,  of  Mequon 
*Graebner,  Robert  W.,  of  Madison 
’Haughey,  Stephen  A.,  of  Elm  Grove 
’Kangayappan,  Sivakami,  of  Manitowoc 
’Keller,  Theodore  A.,  of  Brookfield 
Konkel,  John  K.,  of  Menomonee  Falls 
’Martens,  Jacob  H.,  of  Wausau 
’Petry,  Thomas  S.,  of  Ashland 
’Ramesh,  Konanur  G.,  of  Superior 
Roth,  Donald  A.,  of  Brookfield 
Stiehl,  James  B.,  of  Milwaukee  f 


Q.  How  do  I get  forms? 

A.  Forms  were  mailed  out  in 
December  1989  to  clinics,  hospitals, 
and  physicians  not  appearing  to  be 
directly  associated  with  clinic  or 
hospital.  Physicians  who  do  not  have 
access  to  forms  at  a clinic  or  hospital, 
or  who  need  additional  forms,  can 
contact  the  BDOMP. 

Q Must  a report  be  filed  on  an  out-of- 
state  patient? 

A.  No.  Only  children  who  are  Wis- 
consin residents  must  be  reported. 

Q.  If  the  child’s  diagnosis  is  un- 
certain, must  the  report  be  filed? 

A.  According  to  law,  if  the  physician 
“suspects  the  condition  with  reason- 
able medical  certainty”  the  report 
must  be  filed.  To  aid  physicians,  the 
law  states  that  the  physician  has  60 
days  to  file  the  report  from  the  time 
the  condition  was  initially  suspected 
or  confirmed.  In  response  to  physi- 
cians’ concerns,  the  report  form 
allows  for  the  condition  or  diagnosis 
to  be  reported  as  either  “suspected” 
or  “confirmed.” 

Q.  How  long  does  it  take  to  complete 
the  form? 

A.  The  report  form  has  two  sections. 
The  first  section  can  be  completed  by 
the  child’s  parents  or  guardian  in 
about  ten  minutes.  The  second  sec- 
tion, which  involves  physician  assist- 
ance, has  six  questions  and  takes 
about  five  minutes.  Three  of  these  six 
questions  could  be  completed  by  a 
nurse,  medical  records  coder  or  aide, 
under  the  direction  of  a physician.  In 
effect,  the  physician  is  responsible  for 
directly  completing  only  three  items 
(which  take  less  than  a minute). 

Q.  Does  a BDOMP  report  have  to  be 
filed  every7  time  the  child  sees  the 
physician? 

A.  No.  Unlike  most  insurance  forms 
and  billing  forms,  a BDOMP  report 
is  filed  only  at  the  time  of  the  child’s 
diagnosis  is  made.  The  exception  is 
if  the  child’s  diagnosis  or  condition 


changes,  or  if  the  child  dies.  If  either 
occurs,  the  shorter  BDOMP  update 
form  (part  B)  must  be  filed.  If  the 
initial  report  (part  A)  was  submitted 
without  the  parents  notification,  the 
physician  can  use  the  update  form  to 
connect  the  child  with  local  services 
through  the  BDOMP  process.  The 
BDOMP  may  contact  reporting  phy- 
sicians annually  to  verify  a child’s 
diagnosis  in  an  effort  to  reduce 
duplicate  reporting. 

Q.  Who  is  responsible  for  giving  the 
family  a BDOMP  request  for  informa- 
tion form? 

A,  The  reporting  physician,  clinic  or 
hospital  is  responsible  for  presenting 
this  form  to  child’s  parents  or  guar- 
dian. Regardless  of  the  family’s  deci- 
sion to  accept  or  reject  information 
about  services,  the  consent  form 
should  be  returned  to  BDOMP  at  the 
same  time  the  report  is  filed. 

Q.  Since  the  BDOMP  was  effective 
Jan  1, 1990,  should  physicians  review 
their  clinic  records  and  file  reports 
retrospectively  on  children  with 
reportable  conditions  who  received 
their  diagnosis  between  July  1, 1989, 
and  Dec  31,  1989? 

A.  No.  The  report  can  be  filed  the 
next  time  the  child  is  seen  by  the 
physician. 

Q.  Are  there  any  procedures 
developed  to  incorporate  quality 
assurance? 

A.  Yes.  The  BDOMP  has  developed 
a chart  which  provides  a listing  of 
most  of  the  ICD-9  codes  correspond- 
ing to  the  conditions  identified  on  the 
BDOMP  initial  report  form.  A copy 
of  this  chart  can  be  obtained  by  con- 
tacting the  BDOMP.  Physicians  and 
facilities  interested  in  using  this  chart 
as  a guide  to  make  sure  all  reportable 
conditions  are  filed  should  consider 
that  a single  diagnosis  may  have  more 
than  one  related  ICD-9  code,  and  that 
the  same  code  may  encompass  more 
than  one  condition  or  diagnosis.  All 
conditions  listed  on  the  report  form 
Continued  on  page  118 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesia 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing  Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-771-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Continued  from  page  116 

must  be  reported.  If  the  reporting 
physician  assigns  a code  for  the  child’s 
condition  that  is  different  than  the 
code  appearing  on  the  chart,  the  con- 
dition must  still  be  reported. 

Q.  Can  physicians  request  the 
BDOMP  to  collect  data  on  specific 
disease  or  conditions? 

A.  Yes.  Requests  from  physicians  are 
both  welcomed  and  encouraged.  In 
response  to  requests,  the  BDOMP 
will  inform  physicians  about  the 
nature  of  the  requests  received  as  well 
as  the  results  obtained. 

Q.  What  type  of  program  reports  will 
be  provided  to  physicians  by  the 
BDOMP?  Where  will  program  results 
be  published? 

A.  A comprehensive,  annual  report 
will  be  written  by  the  BDOMP  staff. 
This  report  will  be  available  to  physi- 
cians upon  request.  The  BDOMP  also 
will  publish  reports  in  physicians’ 
newsletters  and  journals  regarding  in- 
formation of  epidemiologic  signifi- 


cance, environmental  relevance,  and 
service  information  pertaining  to  the 
therapy,  training,  or  services  that 
families  are  receiving  or  have  re- 
quested. The  BDOMP  is  also  con- 
sidering the  possibility  of  sending  an 
informational  flyer  once  a year  to  all 
physicians  who  work  with  children 
age  birth  to  6.  Flyer  information 
would  focus  on  relevant  BDOMP  data 
findings  and  information  collected  in 
response  to  individual  physicians’  or 
clinics’  requests. 

Q.  How  do  I report  children  with 
developmental  disabilities,  but  who 
have  no  signs  of  a specific  diagnosis? 

A.  Since  the  BDOMP  is  part  of  the 
comprehensive  Wisconsin  Birth  to 
Three  Program,  the  BDOMP  report 
form  includes  a report  item  for  iden- 
tifying children  with  developmental 
delay  associated  with  psycho-social 
risk  factors  as  well  as  an  item  spe- 
cifying developmental  delay  associ- 
ated with  biological  conditions. 

Q.  How  will  the  BDOMP  program 
collaborate  with  other  Wisconsin  ini- 


tiatives to  address  the  needs  of  young 
children  with  disabling  conditions? 

A.  The  BDOMP  is  currently  funded 
by  the  Wisconsin  Birth  to  Three  Pro- 
gram with  P.L.99-457  funds.  One 
part  of  the  Birth  to  Three  Program 
is  the  development  of  a state-wide 
resource  directory.  This  computer- 
ized, up-to-date  directory  will  offer 
toll-free  phone  number  assistance  to 
physicians,  clinics,  hospitals,  and 
families  interested  in  receiving  infor- 
mation about  state  and  local  services. 
Other  collaborative  efforts  of  the 
Wisconsin  Birth  to  Three  Program 
are  also  underway.  Included  among 
these  efforts  are  funding  projects  to 
increase  personnel  and  resources  for 
implementing  local  early  intervention 
services. 

For  more  information  regarding 
program  details,  please  contact  James 
Cobb  at  608-266-7213,  or  Dorothy 
Griebel  at  608-267-3858.  Medically 
related  questions  should  be  directed 
to  Richard  Aronson,  MD,  at  608- 
266-5818.  f 


State  Supreme  Court  rules  on  medical  mediation  system 


The  Wisconsin  Supreme  Court  last 
month  once  again  diluted  statutory 
requirements  relating  to  Wisconsin’s 
medical  mediation  system  when  it 
ruled  that  a circuit  court  erred  in 
dismissing  a medical  malpractice 
claim  because  the  plaintiff  failed  to  file 
for  mediation  within  the  statutorily 
prescribed  time. 

In  Eby  v Kozarek,  the  justices  ruled 
that  the  case  could  proceed  to  trial 
although  the  plaintiff  did  not  file  for 
mediation  within  the  15-day  period 
after  filing  in  circuit  court  as  provided 
by  state  law.  Although  state  statutes 
specify  that  no  court  action  may  be 


commenced  unless  the  plaintiff  has 
filed  for  mediation  and  completed  the 
mediation  period,  the  court  held  that 
failure  to  comply  with  this  require- 
ment should  not  result  in  dismissal  of 
the  claim. 

The  court  ruled  in  similar  fashion 
in  the  companion  case,  Schulz  v 
Nienhuis  (see  Dec  20,  1989,  Medi- 
gram),  where  it  found  that  a plaintiff’s 
failure  to  hold  a mediation  session 
within  the  90-  or  93-day  period 
directed  by  statute  did  not  require  a 
dismissal  of  the  action. 

Although  the  Supreme  Court  has 
stated  that  the  circuit  court  and  the 


mediation  panel  administrator  have 
the  discretion  to  determine  the  proper 
remedy  in  instances  when  a plaintiff 
fails  to  abide  by  the  proper  pro- 
cedures, at  this  time  there  apparently 
remains  little  to  encourage  plaintiffs 
to  comply  with  the  mediation  process 
in  a timely  fashion. 

The  SMS  filed  a friend  of  the  court 
brief  in  both  cases,  attempting  to 
clarify  the  objective  of  the  Wisconsin 
legislature  in  designing  the  mediation 
system  to  require  the  mediation  of 
claims  before  proceeding  into  circuit 
court,  f 
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steal 


“I  want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


f'A 


A f at i> u.'a r,  F ucr g aur r t y w r.'mitpAvtr 

Serving  Wisconsin  Physicians  Since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780 


Public  health 

Surveillance  of  environmental  disease:  The  Wisconsin  initiative 


Henry  A.  Anderson,  MD,  Patrick  L.  Remington,  MD, 
Lawrence  P.  Hanrahan,  MS,  and  Linda  K.  Haskins,  Madison 


Astute  clinicians  have  long 
been  the  mainstay  in  reporting 
unusual  clusters  of  disease  and  voic- 
ing initial  suspicion  of  associations 
between  occupational  and  environ- 
mental exposures  and  disease.14 
Case  reports  of  diseases  with  hypoth- 
esized environmental  exposures  are 
appearing  more  frequently  in  the 
medical  literature  and  often  trigger 
subsequent  epidemiologic  investiga- 
tion 5U.  Increasing  public  concern 
and  desire  for  an  explanation  of  per- 
ceived unusual  events  has  led  to  a 
need  for  more  public  health  and 
epidemiologic  support  for  physicians 
fielding  these  questions. 

In  July  1987,  Wisconsin  was  one  of 
three  states  awarded  a cooperative 
agreement  with  the  Centers  for  Dis- 
ease Control  to  develop  and  test 
innovative  environmental  disease 
surveillance  programs  using  existing 
data  systems  to  assess  the  health 
impact  of  identified  environmental 
contamination.  The  program  is  en- 
titled the  Wisconsin  Comprehensive 
Chronic  and  Sentinel  Disease  Sur- 
veillance System. 

Wisconsin’s  efforts  to  develop  a 
comprehensive  environmental  dis- 
ease surveillance  program  have 
centered  on  developing  a systematic, 
step-wise  approach  to  the  assessment 


Dr  Anderson  is  chief  of  the  Environmen- 
tal and  Chronic  Disease  Section,  Wiscon- 
sin Division  of  Health.  Dr  Remington  is 
a medical  epidemiologist;  Mr  Hanrahan 
is  the  epidemiologist  supervisor  of  the 
Research  and  Surveillance  Unit,  and  Ms 
Haskins  is  a public  health  educator  in  that 
section.  Reprint  requests  to:  Henry  Ander- 
son MD,  Wisconsin  Division  of  Health,  1 
W Wilson  St,  Madison,  WI  53701-0309. 
Copyright  1990  by  the  State  Medical 
Society  of  Wisconsin. 


of  environmental  hazards  and  poten- 
tial health  effects.  While  risk  assess- 
ment protocols  can  estimate  the 
worst-case  potential  for  adverse 
health  impacts,  the  challenge  is  to 
determine  whether  an  environmental 
exposure,  such  as  a toxic  landfill,  is 
actually  associated  with  disease 
among  the  residents  of  the  area.  In 
order  to  do  this,  we  must  carefully 
determine  and  characterize  the  type 
of  exposure  (ie,  exposure  data 
systems),  and  be  able  to  assess  the 
health  status  of  the  residents  poten- 
tially exposed  (ie,  disease  data 
systems)  (see  the  Table).  To  demon- 
strate this  process,  we  present  the 
following  case  example.12 

Case  study 

In  1975,  trichlorethylene  and  tetra- 
chloroethylene  contamination  was 
discovered  in  the  community  water 
supply  in  a Wisconsin  city.  This  con- 
tamination was  thought  to  have  re- 
sulted from  a toxic  landfill  (.5  mile  by 
1.5  miles  and  up  to  160  feet  deep) 
which  was  located  on  the  north  side 
of  the  city.  The  level  in  the  water 
(1  part  per  billion)  was  not  considered 
to  be  a health  concern,  however.  In 
1982,  higher  levels  of  these  volatile 
organic  compounds  (VOCs)  were 
found  in  the  city  water  system,  and 
the  affected  wells  were  removed  from 
service. In  June  1989,  an  environmen- 
tal health  assessment  was  completed 
for  the  community  surrounding  the 
toxic  landfill. 

Health  Assessment:  Approximately 
32,000  people  live  within  a three-mile 
radius  of  the  site.  The  area  comprises 
both  commercial,  industrial,  and  resi- 
dential properties.  The  level  of  con- 
taminants in  the  water  at  the  time  of 
the  assessment  was  within  the  accept- 


able limits.  But  because  of  public  con- 
cerns for  potentially  excessive 
exposures  to  VOCs  in  the  past,  we 
initiated  a study  of  liver  cancer,  blad- 
der cancer  and  leukemia  deaths  in  the 
community.  We  conducted  an  analy- 
sis of  existing  disease  and  demo- 
graphic data  to  determine  whether 
there  was  an  increase  in  these 
diseases  among  residents  potentially 
exposed  to  this  landfill  by  construc- 
ting standardized  mortality  ratios 
(SMRs).  That  is,  we  compared  the 
observed  number  of  cases  of  these 
diseases  in  the  community  to  an 
expected  number.  We  derived  the  ex- 
pected number  of  cases  by  multiply- 
ing the  state  disease  rates  by  the  com- 
munity population  estimate.  We 
found  no  significant  increase  in  the 
community’s  death  rate  for  these 
cancers.  The  community  found  these 
results  reassuring. 

Comment 

Surveillance  is  defined  as  “the  on- 
going, systematic  collection,  analysis, 
and  interpretation  of  data  related  to 
health.  This  information  is  used  to 
plan,  implement,  and  evaluate  public 
health  interventions.”13  This  defini- 
tion conceptualizes  the  monitoring  of 
health-related  events  so  that  pertinent 
intervention  or  prevention  activities 
can  be  initiated.  Because  surveillance 
is  an  ongoing  process,  the  monitoring 
and  analysis  phase  continually  as- 
sesses preventive  intervention  pro- 
cedures and  policies  for  their  efficacy 
in  reducing  environmental  disease. 

Our  surveillance  of  environmental 
disease  consists  of  monitoring  envi- 
ronmental exposures  and  diseases 
known  to  be  associated  with  toxic 
exposures  and  attempting  to  identify 
any  additional  associations  between 
environmental  exposures  and  distri- 
bution of  disease  (Figure).  A number 
of  existing  data  systems  are  available 
to  the  program.  The  Table  lists  dis- 
Continued  on  page  122 
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ease  data  systems  as  well  as  demo- 
graphic and  exposure  data  systems 
currently  being  used  for  environmen- 
tal disease  surveillance  and  describes 
each  data  system  in  terms  of  its 
source,  periodicity,  and  size. 

While  recent  reviews  concerning 
national  occupational  disease  surveil- 
lance demonstrated  a 72-year  lag 
behind  communicable  disease  ac- 
tivities,1445 an  even  greater  problem 
exists  for  the  surveillance  of  environ- 
mental diseases,  which  still  lack  clear 
case  definitions.  No  single  data  sys- 
tem exists  to  ascertain  the  magnitude 
of  environmental  disease. 

Assessing  the  impact  of  environ- 
mental exposures  continues  to  be  a 
challenge.  Problems  exist  in  using 
data  systems  designed  for  other  pur- 
poses. The  ideal  information  system 


would  have  data  that  clearly  describe 
exposures  and  disease  at  an  individual 
level.  This  information  system  would 
have  exposure  data  on  individuals  and 
the  resultant  disease  experienced  by 
them.  To  develop  this  broadly  for 
environmental  disease  would  be  pro- 
hibitively costly,  if  not  impossible.  As 
a result,  epidemiologists  currently 
have  available  information  that  only 
allows  ecologic  inferences.  Without 
historic  or  individual  exposure  data, 
we  can  only  look  at  the  disease  experi- 
ence of  groups  assumed  to  be  ex- 
posed. This  could  result  in  a mis- 
classification  of  exposed  individuals, 
as  well  as  the  logical  flaw  of  attempt- 
ing to  impute  processes  involving  indi- 
viduals on  the  basis  of  observations 
of  groups. 

Our  modem  society  presents  multi- 
ple and  increasingly  numerous  oppor- 


tunities for  environmental  exposures 
with  the  potential  for  adverse  health 
effects.  Symptoms  or  disease  could 
arise  from  consumption  of  contami- 
nated drinking  water,  exposure  to 
toxic  materials  present  at  abandoned 
hazardous  waste  sites,  inhalation  and 
direct  exposure  from  toxic  substance 
spills  or  releases,  and  during  hazard- 
ous substance  fires  as  well  as  other 
circumstances. 

Through  the  Environmental  Pro- 
tection Agency’s  (EPA)  right-to-know 
rules,  the  public  is  becoming  more 
aware  of  potentially  significant  ex- 
posures. Concern  will  arise  and  result 
in  questions  to  physicians  from  their 
patients  and  an  increased  need  for  an 
epidemiologic  surveillance  program 
to  provide  answers.  Our  ability  to  ac- 
curately assess  problems  and  assuage 
Continued  on  page  124 


Data  systems  used  for  environmental  disease  surveillance,  Wisconsin,  1990. 


DATA  SYSTEMS 

SOURCE  OF  DATA 

REPORTING  ON 

REPOSITORY 

PERIODICITY 

APPROXIMATE 
# OF  RECORDS 

Disease  Data  Systems 
(NUMERATORS): 
Death  Certificate 

MD,  Coroner 

Individual 

DHSS/CHS 

Continuous 

42.000/year 

Birth  Certificate 

MD.  Hospital 

Individual 

DHSS/CHS 

Continuous 

72,000/year 

Birth  Defects  Monitoring  Outcome  Program 

MDs 

Individual 

DHSS/CHS 

Continuous 

under  development 

Cancer  Reporting  System 

MD,  Pathologist 

Individual 

DHSS/CHS 

Continuous 

19.000/year 

Hospital  Discharge 

MD.  Hospital 

Individual 

DHSS/OCHI 

Continuous 

800.000/year 

Ambulatory  Medical  Care  Survey 

MD  survey 

Individual  (sample) 

DHSS/CHS 

Annual 

Freq.  tables  on  an  estimated 
1.6  million  visits 

SENSOR  Project  (Pneumoconiosis. 
Mesothelioma.  Occupational 
Asthma.  Carpal  Tunnel  Syndrome, 
and  Lead  Exposure) 

MD,  Hospital 

Individual 

DHSS/ECDE 

Continuous 

1 .500/year 

Chronic  Renal  Disease  Registry 

Individual 

Individual 

DHSS/OMP 

Continuous 

3,000 

Workers'  Compensation 

Employer, Employee 

Employee 

DILHR 

Continuous 

75.000/year 

DATA  SYSTEMS 

SOURCE  OF  DATA 

REPORTING  ON 

REPOSITORY 

PERIODICITY 

APPROXIMATE 
# OF  RECORDS 

Demographic  and  Exposure  Data  Systems 
(DENOMINATORS): 

Census 

Surveyors 

Individual  (sample) 

U.S.  Commerce 

Decennial 

Freq.  tables  on  state  pop. 

Population  Projections 

Surveyors 

Individual  (sample) 

DOA 

Annual 

Freq  tables  on  state  pop 

National  Health  Interview  Survey 

Surveyors 

Individual  (sample) 

CDC/NCHS 

Periodic 

35.000/year 

National  Occupational  Exposure  Hazard  Survey 

Surveyors 

Workplace  (sample) 

CDC/NIOSH 

1 Time  Survey 

5.000/year 

NPL  Database/Superlog 

Surveyors 

Hazardous  Waste  Site 

ATSDR 

Annual 

50/year 

Job  Exposure  Matrix 

Surveyors 

Workplace  (sample) 

CDC/NIOSH 

1 Time  Survey 

149.000/year 

Behavioral  Risk  Factor  Survey 

Surveyors 

Individual  (sample) 

DHSS 

Annual 

1 ,200/year 

Industry  Employment  Estimates 

Employers 

Employer 

DILHR 

Quarterly 

110,000/year 

List  of  Abbreviations: 

OHSS  = Wisconsin  Department  of  Health  and  Social  Services 

DILHR  - Wisconsin  Department  of  Industry,  Labor  and  Human  Relations 

DNR  = Wisconsin  Department  ol  Natural  Resources 

DOA  ■=  Wisconsin  Department  ot  Administration 

CHS  - Center  tor  Health  Statistics 

OHCI  = Office  of  Health  Care  Information 

ECDE  ■=  Section  of  Environmental  and  Chronic  Disease  Epidemiology 


OMP  = Office  of  Management  & Policy 
CDC  = Centers  for  Disease  Control 

NIOSH  = National  Institute  ot  Occupational  Safety  and  Health 
NCHS  = National  Center  tor  Health  Statistics 
ATSDR  = Agency  for  Toxic  Substances  and  Disease  Registry 
SENSOR  = Sentinel  Event  Notification  System  for  Occupational  Risk 
NPL  - National  Priority  List  of  Toxic  Waste  Sites 
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public  concern  when  it  is  unwarranted 
is  increased  as  we  improve  our  exist- 
ing information  sources  and  investiga- 
tional analytic  methods. 

Environmental,  demographic,  and 
health  outcome  data  play  a vital  role 
in  the  assessment  of  identified  envi- 
ronmental exposures.  Physicians  play 
an  important  role  by  providing  much 
of  the  health  outcome  data  (Table). 
They  can  contribute  to  the  improve- 
ment of  the  existing  environmental 
disease  surveillance  systems  by  im- 
proving the  quality  and  completeness 
of  the  health  data,  improving  the 
accuracy  of  diagnoses  reported,  and 
listing  all  contributing  causes  of 
morbidity  and  mortality  on  vital 
statistics  records. 
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regarding  possible  exposure  to  con- 
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SMS  Board  takes  position  on  bovine  growth  hormone 


The  SMS  Board  of  Directors,  during 
its  Jan  20  meeting,  adopted  a state- 
ment that  milk  from  cows  treated  with 
bovine  somatotropin  (BST),  also 
called  bovine  growth  hormone,  or 
BGH,  does  not  pose  a health  hazard 
to  humans.  The  statement,  which  was 


recommended  by  the  SMS  Environ- 
mental and  Occupational  Health 
Committee  after  a review  of  the 
available  published  and  unpublished 
studies  on  BST,  took  no  position  on 
various  proposals  in  the  legislature 
restricting  the  use  of  BST  or  requir- 


ing the  labeling  of  dairy  products  pro- 
duced from  cows  administered  the 
hormone. 

The  committee’s  report  noted  that 
the  BST  issue  has  been  one  of  the 
most  publicized  and  debated  issues 
Continued  on  next  page 
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Continued  from  preceding  page 
before  the  current  session  of  the 
legislature.  Various  interests  have 
requested  the  Society  to  become  in- 
volved, the  committee  said,  not  by 
taking  a position  on  the  proposals,  but 
by  issuing  a statement  on  whether 
BST  poses  a threat  to  human  health. 

In  other  actions,  the  board: 

• referred  to  the  Committee  on 
Maternal  and  Child  Health  for  further 
study  a proposed  policy  statement 
that  in  vitro  fertilization  is  “ethically 
unacceptable,”  submitted  by  the 


Physician  briefs 

The  * indicates  an  SMS  member. 

Lyle  L.  Olson,  MD,*  of  Darlington 
recently  retired  after  36  years  of 
family  practice.  A native  of  Delevan, 
Dr  Olson  graduated  from  the  Univer- 
sity of  Wisconsin  Medical  School  and 
served  an  internship  at  St  Luke’s 
Hospital  in  Denver. 

Perry  Coalmon,  MD,  was  recently 
named  medical  director  of  emergency 
services  at  Good  Samaritan  Health 
Center  in  Merrill.  Dr  Coalmon  re- 
ceived his  medical  degree  from  the 
Medical  College  of  Wisconsin  and 
completed  a residency  at  St  Joseph’s 
Hospital  in  Chicago. 

Sherman  R.  Lee,  MD,*  of  Menom- 
onie,  has  retired  from  practice  after 
nearly  40  years  with  the  Red  Cedar 
Clinic.  Dr  Lee  graduated  from  the 
University  of  Wisconsin  Medical 
School  and  served  an  internship  at 
Luther  Hospital  in  Eau  Claire. 

Marvin  Wagner,  MD,*  of  Milwau- 
kee, has  been  named  the  first  recipi- 
ent of  the  Marvin  Wagner  Endowed 
Chair  of  Anatomy  and  Cellular  Biol- 
ogy by  the  Medical  College  of  Wis- 


Committee on  Medicine,  Religion  and 
Ethics; 

• approved  the  1990  operating  and 
capital  budgets  as  submitted  by  the 
Finance  Committee  (final  budget  ac- 
tion will  be  taken  by  the  House  of 
Delegates  in  April); 

• adopted  a new  physician-lawyer 
interprofessional  code  developed  by 
the  Joint  Committee  on  Interprofes- 
sional Relations  made  up  of  represen- 
tatives of  the  State  Bar  of  Wisconsin 
and  the  SMS; 

• referred  to  the  Executive  Commit- 


consin for  his  40  years  of  volunteer 
teaching  service  at  the  college.  A 
surgeon  in  private  practice,  Dr 
Wagner  has  taught  anatomy  to  5,500 
freshman  medical  students,  according 
to  the  college,  and  he  developed  an 
active  research  program  in  anatomy 
and  surgery  at  MCW.  He  graduated 
from  Marquette  University  School  of 
Medicine. 

Edward  J.  Lennon,  MD,*  of  Elm 

Grove,  received  the  Distinguished 


Eau  Claire/Dunn/Pepin.  The  fol- 
lowing officers  wrere  re-elected  to  the 
Eau  Claire /Dunn /Pepin  County 
Medical  society,  President  Edgar  O. 
Hicks,  MD,  and  Secretary  Robert  J. 
Fabiny,  MD.  Delegates  to  the  SMS 
are:  C.  Thomas  Dowr,  MD,  Ralph  F. 
Hudson,  Philip  J.  Happe,  MD,  Daniel 
J.  Johnson,  MD,  and  James  H.  Haem- 
merle,  MD.  NewT  physicians  elected 
to  membership  are  Daniel  Ebel,  MD, 


tee  questions  regarding  a physician’s 
obligation  to  report  a patient  whose 
condition  impairs  his  or  her  driving 
ability,  in  light  of  last  year’s  Wiscon- 
sin Supreme  Court  decision  implying 
that  physicians  have  a “duty  to  warn;” 

• directed  the  Executive  Committee 
to  evaluate  various  medical  liability 
reform  proposals  and  to  set  priorities 
for  issues  to  be  pursued  during  the 
1991-1992  legislative  session;  and 

• agreed  to  help  fund  the  annual 
medical  students  ethics  conference  in 
April,  f 


Service  Aw'ard  from  the  Medical 
Society  of  Milwaukee  County  during 
its  recent  annual  meeting.  In  present- 
ing the  aw'ard,  Thomas  L.  Reminga, 
MD,*  outgoing  president  of  the  so- 
ciety, praised  Dr  Lennon  for  his 
leadership  in  integrating  the  services 
of  practicing  and  academic  medicine 
for  the  benefit  of  the  entire  commu- 
nity. Dr  Lennon  recently  announced 
his  retirement  as  president  of  the 
Medical  College  of  Wisconsin,  jf 


Chris  Peterson,  MD,  Joseph  Rucker, 
MD,  Stuart  Lancer,  MD,  Kenneth 
Adler,  MD,  and  Scott  Escher,  MD. 

Winnebago.  Twenty-seven  mem- 
bers were  present  at  the  January 
meeting  of  the  Winnebago  County 
Medical  Society.  Guest  speaker  at- 
torney Burton  Wagner,  of  Madison, 
spoke  on  the  confidentiality  of  health 
care  records,  f 


County  society  news 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


1 PRN 

PHYSICIAN  RESOURCE  NETWORK  5 

1_1  8 0 0 • 4 7 2-3  6 6 0 

MILWAUKEE  • 259-3660 


SMS  caucus  meeting  dates  set 


Caucus  meetings  have  been  sched- 
uled in  SMS  districts  during  the  next 
few  months  to  review  resolutions  and 
conduct  other  business  relating  to  the 
1990  annual  meeting  of  the  State 
Medical  Society,  which  will  be  held 
in  Green  Bay  April  26-28.  SMS  dele- 
gates, alternate  delegates,  state  and 
county^  medical  society  officers,  AMA 
delegates  and  alternates  and  any 
interested  members  are  invited  to  at- 


News highlights 

The  * indicates  an  SMS  member. 

The  St  Nicholas  Hospital  medical 
staff  in  Sheboygan  has  elected  Wil- 
liam G.  Wagner,  MD,*  president. 
Other  officers  are:  Sarah  J.  Pratt, 
MD,*  vice  president;  Richard  K. 
Louden,  MD,*  secretary-treasurer; 
and  John  F.  Schwalbach,  MD,*  im- 
mediate past  president. 

Lutheran  Hospital  Foundation  in 

La  Crosse  recently  announced  that  J. 
Michael  Hartigan,  MD,  has  been 
elected  president.  Other  officers  are 
Sharon  Imes,  vice  president,  Karnes 
Heinecke,  secretary,  and  Gretchen 
Bums,  treasurer. 

The  Red  Cedar  Clinic  in  Menomonie 
recently  named  Steven  J.  Lindberg 
clinic  administrator.  A native  of 
Fertile,  Minn,  Lindberg  attended 
Concordia  College  in  Moorhead, 
Minn,  and  received  an  MBA  degree 
from  the  University  of  Minnesota.  He 
most  recently  served  as  a clinic 
manager  in  Jamestown,  ND. 

Elmbrook  Memorial  Hospital 

recently  announced  that  Robert  S. 
Pavlic,  MD,*  has  been  elected  chair 
of  the  board  of  directors.  An  obste- 


tend their  caucus  scheduled  below: 
District  1— March  27  at  7:30  PM 
at  the  Midway  Motor  Lodge  in 
Brookfield; 

District  2— April  1 at  2 PM  at  the 
SMS  offices  in  Madison; 

District  3— April  16  at  5 PM  at  the 
New  Villa  Cafe  in  La  Crosse; 
District  4— March  22  at  6:30  PM 
at  the  Wausau  Club  in  Wausau; 
District  5— March  28  at  6:30  PM 


trician-gynecologist,  Dr  Pavlic  served 
as  the  hospital’s  chief  of  staff  from 
1985  to  1987.  Newly  elected  officers 
of  hospital’s  medical  staff  are:  Robert 
H.  Sewell,  MD,*  chief  of  staff;  Robert 
E.  Holzgrafe,  MD,*  chief  of  staff- 
elect;  and  Terrence  N.  Hart,  MD,* 
secretary-treasurer. 

Marshfield  Clinic’s  physicians  have 
elected  Sidney  E.  Johnson,  MD,*  to 
an  unprecedented  fifth  consecutive 
term  as  president.  A gastroenter- 
ologist, Dr  Johnson  joined  the  Marsh- 
field staff  in  1966  and  served  as  the 
clinic’s  medical  director  for  nine  years 
before  accepting  the  top  post.  A 


at  Robbins  Restaurant  in  Oshkosh; 
District  6—  March  28  at  6:30  PM 
at  Brogan’s  Restaurant  in 
Green  Bay; 

District  7— April  10  at  6:30  PM  at 
Lehman’s  Supper  Club  in 
Rice  Lake; 

District  8— April  12  at  6:30  PM  at 
the  Scottie  Club  in  Ashland,  f 


native  of  Dunbar,  Wis,  Dr  Johnson 
graduated  from  the  University  of 
Wisconsin  School  of  Medicine.  He 
serves  on  the  Medical  Liability  Com- 
mittee of  the  State  Medical  Society 
of  Wisconsin  and  is  an  associate 
clinical  professor  for  the  UW  Medical 
School. 

Ripon  Memorial  Hospital  has  ap- 
pointed Patricia  Coates  hospital  ad- 
ministrator. Coates  has  served  as 
assistant  administrator  of  the  hospital 
for  the  past  five  years  and  was  on  the 
staff  of  St  Joseph’s  Medical  Center  in 
Benton  Harbor,  Mich,  for  15  years 
before  coming  to  Ripon.  ^ 


We  can  help* 

As  a health  professional,  you  know  that  unlike  most  neurologic  disorders 
the  symptoms  of  Parkinson’s  Disease  can  be  controlled  with  the  use  of 
modern  drugs  and  physical  therapy. 

Parkinson’s  Disease  is  a neurologic  disorder. . chronic.  . debilitating.  . but 

we  can  help  you  help  your  patients! 


For  publication  samples  and  patient  referral  cards. 
Please  write  or  call 


UNITED  PARKINSON  FOUNDATION 

360  West  Superior  Street,  Chicago,  Illinois  60610  312/664-2344 
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Teaches  you  how  to  treat  trauma  patients  during 
the  critical  first  hour  of  injury.  Sponsored  by  the 
American  College  of  Surgeons. 

ADVANCED  BURN  LIFE  SUPPORT  Teaches 


you  how  to  treat  and  manage  the  unique 
characteristics  of  the  burn  patient.  Sponsored  by 
the  American  Bum  Association. 

ADVANCED  CARDIAC  LIFE  SUPPORT 


Centers  upon  the  treatment  and  life-saving 
intervention  associated  with  the  acute  cardiac 
patient.  Sponsored  by  the  American  Heart 
Association.  v ' ^ ^ I % ' * 

TROPICAL  MEDICINE  Provides  you  with 

advanced  in-depth  training  in  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  and  other  related 
topics. 

FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a course  that 
offers  opportunities  for  frequent  operational 
flights. 

AVIATION  MEDICINE  Offers  you  a follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE 

beallyoucanbe: 


SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 

The  Army  Reserve  offers  a number  of 
highly  specialized  medical  courses  you  can’t 
always  get  in  civilian  hospitals — with  the  kind 
of  flexibility  your  busy  schedule  demands.  Here 
is  just  a sampling  of  the  unique  training 
programs  available  to  you  in  the  Army  Reserve: 

COMBAT  CASUALTY  CARE  Prepares  you 
for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  and  function 
in  challenging  environments. 

ADVANCED  TRAUMA/LIFE  SUPPORT 


For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 

A 


^7, 


With  Human  Insulin 


/Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin (§) 

human  insulin 
[recombinant  DNA  origin] 


I Leadership 

j oZaflsy  (n  Care 


1989  ELI  LILLY  AND  COMPANY  HI-2914-B  949334 


ACCESS  TO  MEDICAL  CARE 
IN  WISCONSIN 


is  the  theme  of  the 

1990  ANNUAL  MEETING 


STATE  MEDICAL  SOCIETY 
OF  WISCONSIN 

April  26-28 

Si-  IjL  C XNltill#  x'  Sg 

Green  Bay 

Embassy  Suites  Hotel 
and 

Convention  Center 


Committees  and  Specialties  scheduled  for  Annual  Meeting  programs  and  events 

(as  of  January,  1990): 

American  College  of  Physicians, 

Wisconsin  Chapter 
Commission  on  Continuing  Medical 
Education 

American  College  of  Emergency  Medicine 
Wisconsin  Radiologic  Society 
Medicine,  Religion  and  Ethics  Committee 
Neurology 
Otolaryngology 

Physical  Medicine  and  Rehabilitation 
Orthopaedics 
Plastic  Surgery 
Radiation  Oncology 
Wisconsin  Oncology  Group 
SMS  Auxiliary 


Anesthesiology 
Charitable,  Educational  and 
Scientific  Foundation 
Diabetes 

Emergency  Medicine 

Family  Physicians 

Internal  Medicine 

Medical  Liability  Committee 

Mental  Health  Committee 

Pathology 

WISPAC 

Psychiatry 

Surgery 

Young  Physicians  Section 


WE  TIE  ALL  OF  YOUR 


INSURANCE  NEEDS  TOGETHER 


ANNOUNCING.  . , A NEW  PRODUCT  LINE 

“LONG  TERM  CARE” 

Watch  for  future  mailings  or  call  us  for  information 


SMS  SERVICES,  INC. 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


Here’s  what’s  happening  at  the  SMS  annual  meeting 


7:00 

12:00 


9:30 

12:00 


12:00 

5:00 


2:30 

4:00 


4:00 

5:30 


6:00 

7:00 


6:00 


7:00 

11:00 


7:00 

9:00 


7:00 

8:30 


7:30 

5:00 


7:30 

4:00 


8:00 

9:00 


WEDNESDAY,  APRIL  25 

A.M.  - SMS  FINANCE  COMMITTEE  MEETING 
P.M.  Board  of  Directors  Room,  Second  Level  #212, 
Embassy  Suites 

A.M.  - SMS  EXECUTIVE  COMMITTEE  MEETING 
P.M.  Embassy  Ballroom  3,  Ground  Level, 

Embassy  Suites 


8:00 

11:00 


A.M.  - SMS  HOUSE  OF  DELEGATES 
A.M.  REGISTRATION 

Fort  Howard  Room,  Ground  Level, 
Convention  Center 


9:00  A.M.  - 
12:00  P.M. 


SMS  HOUSE  OF  DELEGATES  - 
1ST  SESSION 

Fort  Howard  Room,  Ground  Level, 
Convention  Center 


P.M.  - SMS  BOARD  OF  DIRECTORS  LUNCHEON 
P.M.  AND  MEETING 

Embassy  Ballrooms  1-2,  Ground  Level, 
Embassy  Suites 

P.M.  - AUXILIARY  EXECUTIVE  COMMITTEE 
P.M.  MEETING 

Embassy  Ballroom  3,  Ground  Level, 

Embassy  Suites 

P.M.  - AUXILIARY  BOARD  OF  DIRECTORS  MEETING 
P.M.  Embassy  Ballroom  3,  Ground  Level,  Embassy 
Suites 

P.M.  - SMS  BOARD  OF  DIRECTORS  AND 
P.M.  FIFTY  YEAR  CLUB  RECEPTION 
Atrium  Fountain,  Ground  Level, 

Embassy  Suites 

P.M.  - AUXILIARY  BOARD  OF  DIRECTORS 
PROGRESSIVE  DINNER 
6:00  P.M.  - Appetizers 
7:30  P.M.  - Dinner 
9:00  P.M.  - Dessert 

P.M.  - SMS  BOARD  OF  DIRECTORS  AND 
P.M.  FIFTY  YEAR  CLUB  DINNER 

Embassy  Ballrooms  1-2,  Ground  Level, 
Embassy  Suites 


THURSDAY,  APRIL  26 

A.M.  - DISTRICT  I CAUCUS 
A.M.  Embassy  Ballroom  1,  Ground  Level, 
Embassy  Suites 

A.M.  - DISTRICT  II  CAUCUS 
A.M.  Embassy  Ballroom  3,  Ground  Level, 
Embassy  Suites 

A.M.  - AUXILIARY  HOSPITALITY  SUITE  AND 
P.M.  FORT  CRAWFORD  GIFT  SHOP 
Atrium  Fountain,  Ground  Level, 
Embassy  Suites 

A.M.  - AUXILIARY  HOUSE  OF  DELEGATES 
P.M.  REGISTRATION 

Door  County  Room,  Ground  Level, 
Convention  Center 

A.M.  - SMS  SECTION  DELEGATES  CAUCUS 
A.M.  Ashwaubenon  Room,  Ground  Level, 
Convention  Center 


9:00 

4:00 

A.M. - 
P.M. 

AUXILIARY  HOUSE  OF  DELEGATES 
Door  County  Room,  Ground  Level, 
Convention  Center 

11:45 

1:00 

A.M. - 
P.M. 

CES  FOUNDATION  LUNCHEON 
Embassy  Ballroom  1,  Ground  Level, 
Embassy  Suites 

11:45 

1:00 

A.M.  - 

P.M. 

REFERENCE  COMMITTEE  LUNCHEON 
Heritage  Hill  Room,  Ground  Level, 
Regency  Center 

11:45 

1:00 

P.M.  - 
P.M. 

YOUNG  PHYSICIANS  SECTION  CAUCUS 
Second  Level,  Suite  #219,  Embassy  Suites 

Continued  on  next  page 
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Landmark 

J — 4 DOOR  COUNTY 

• Resort  & Conference  Center 

• Pools,  tennis,  adjacent  golf 

• Deluxe  accommodations 

• Natural  wooded/waterview  setting 

(414)  868-3205 

7643  Hillside  Rd„  P.0.  Bo*  260,  Egg  Harbor.  Wl  54209 


THURSDAY.  APRIL  26  - Continued 

8:30 

A.M.  - 

11:30 

A.M. 

12:00 

P.M. 

AUXILIARY  LUNCHEON 

1:30 

P.M. 

Embassy  Ballrooms  2-3,  Ground  Level, 
Embassy  Suites 

9:00 

A.M.  - 

12:00 

P.M.  - 

NOMINATING  COMMITTEE 

11:30 

A.M. 

1:00 

P.M. 

(follows  House  of  Delegates) 

Board  of  Directors  Room,  2nd  Level  #212, 
Embassy  Suites 

9:00 

A.M.  - 

10:00 

A.M. 

1:00 

P.M.  - 

SMS  REFERENCE  COMMITTEES 

5:00 

P.M. 

Ground  Level,  Convention  Center 

Socioeconomic  Activities: 

9:00 

A.M.  - 

Ashwaubenon  Room 

11:30 

A.M. 

Scientific  Activities: 

Brown  County  Room 

State  & National  Issues: 

9:30 

A.M.  - 

DePere  Room 

10:30 

A.M. 

Organization  & Finances: 

Green  Bay  Room 

10:00 

A.M.  - 

2:00 

P.M.  - 

AUXILIARY  HOUSE  OF  DELEGATES 

11:30 

A.M. 

4:00 

P.M. 

Door  County  Room,  Ground  Level, 
Convention  Center 

4:00 

P.M.  - 

AUXILIARY  NEW  BOARD  OF 

10:30 

A.M.  - 

5:30 

P.M. 

DIRECTORS  ORIENTATION 

1:00 

P.M. 

Heritage  Hill  Room,  Ground  Level, 
Regency  Center 

11:30 

A.M.  - 

4:00 

P.M.  - 

AUXILIARY  PIN  AND  GAVEL  CLUB 

4:00 

P.M. 

5:30 

P.M. 

Lombardi  Royale  Suite,  3rd  Level  #319, 
Embassy  Suites 

11:45 

A.M.  - 

1:30 

P.M. 

6:00 

P.M.  - 

WISPAC  RECEPTION 

7:30 

P.M. 

Atrium  Fountain,  Ground  Level, 
Regency  Center 

12:15 

P.M.  - 

7:00 

P.M.  - 

PRESIDENT'S  RECEPTION 

2:30 

P.M. 

8:00 

P.M. 

Ashwaubenon  Room,  Ground  Level, 
Convention  Center 

12:30 

P.M.  - 

8:00 

P.M.  - 

PRESIDENT'S  DINNER 

4:30 

P.M. 

11:00 

P.M. 

DePere  Room,  Ground  Level, 
Convention  Center 

1:00 

P.M.  - 

9:30 

P.M.  - 

PRESIDENT'S  AFTERGLOW 

5:15 

P.M. 

12:00 

A.M. 

Embassy  Ballroom  and  Atrium 
Embassy  Suites,  Ground  Level 

1:00 

P.M.  - 

FRIDAY,  APRIL  27 

4:30 

P.M. 

7:00 

A M.  - 

MEDICINE,  RELIGION  AND  ETHICS 

8:30 

A.M. 

BREAKFAST 

Embassy  Ballrooms  1-2,  Ground  Level, 
Embassy  Suites 

1:00 

5:00 

P.M.  - 
P.M. 

7:30 

12:00 

A.M.  - 
P.M. 

AUXILIARY  HOSPITALITY  SUITE  AND 
FORT  CRAWFORD  GIFT  SHOP 
Atrium  Fountain,  Ground  Level, 
Embassy  Suites 

1:00 

3:15 

P.M.  - 
P.M. 

8:00 

A.M.  - 

YOUNG  PHYSICIANS  SECTION  CAUCUS 

9:30 

A.M. 

Royale  Suite,  Second  Level  #219, 

Embassy  Suites 


PANEL:  ACCESS  TO  MEDICAL 
CARE  IN  WISCONSIN 
Ashwaubenon  Room,  Ground  Level, 
Convention  Center 

AUXILIARY  HOUSE  OF  DELEGATES 
Door  County  Room,  Ground  Level, 

Convention  Center 

DISTRICT  II  CAUCUS 

Embassy  Ballroom  3,  Ground  Level, 

Embassy  Suites 

WISCONSIN  SURGICAL  SOCIETY 
COUNCIL  MEETING 
Beilin  Hospital 

DISTRICT  I CAUCUS 

Embassy  Ballroom  I,  Ground  Level, 

Embassy  Suites 

MEDICAL  LIABILITY  COMMITTEE 
PROGRAM 

Brown  County  Room,  Ground  Level, 
Convention  Center 

EMERGENCY  MEDICINE  PROGRAM 
Heritage  Hill,  Ground  Level, 

Regency  Center 

SURGERY  PROGRAM  AND  LUNCHEON 
Beilin  Hospital 

SOCIOECONOMIC/WISPAC  LUNCHEON 
PROGRAM 

DePere  Room,  Ground  Level, 

Convention  Center 

AUXILIARY  INAUGURAL  LUNCHEON 
Embassy  Ballrooms  2-3,  Ground  Level, 
Convention  Center 

OTOLARYNGOLOGY  PROGRAM 
Winnebago  Room,  Ground  Level, 

Convention  Center 

PHYSICAL  MEDICINE  & REHABILITATION 
PROGRAM 

Brown  County  Room,  Ground  Level, 
Convention  Center 

PLASTIC  SURGERY  PROGRAM 
Door  County  Room,  Ground  Level, 

Convention  Center 

SMS  HOUSE  OF  DELEGATES  REGISTRATION 
Fort  Howard  Room,  Ground  Level, 

Convention  Center 

PSYCHIATRY  PROGRAM  AND  MENTAL 
HEALTH  COMMITTEE  PROGRAM 
Embassy  Ballroom  1,  Ground  Level, 

Embassy  Suites 

Continued  on  next  page 


FRIDAY,  APRIL  27  - Continued 


1:45 

5:00 

P.M.  - 

P.M. 

SMS  HOUSE  OF  DELEGATES  - 
2ND  & 3RD  SESSIONS 
Fort  Howard  Room,  Ground  Level, 
Convention  Center 

2:00 

6:00 

P.M.  - 
P.M. 

DIABETES  PROGRAM  AND  RECEPTION 
Ashwaubenon  Room,  Ground  Level, 
Convention  Center 

2:00 

4:00 

P.M.  - 
P.M. 

CANCER  PAIN  SYMPOSIUM 
Heritage  Hill  Room,  Ground  Level, 
Regency  Center 

4:00 

5:00 

P.M.  - 
P.M. 

NOMINATING  COMMITTEE 
(follows  House  of  Delegates) 

Board  of  Directors  Room,  2nd  Level  #212, 
Embassy  Suites 

5:00 

8:00 

P.M.  - 
P.M. 

HOSPITALITY  SUITES 
Second  Level,  Embassy  Suites 

5:30 

8:00 

P.M.  - 
P.M. 

YOUNG  PHYSICIANS  RECEPTION 
Second  Level,  Suite  #219,  Embassy  Suites 

6:00 

10:00 

P.M.  - 
P.M. 

PAST  PRESIDENTS'  RECEPTION 
AND  DINNER 

Embassy  Ballroom  1,  Ground  Level, 
Embassy  Suites 

6:00 

10:00 

P.M.  - 
P.M. 

ANESTHESIOLOGY  SOCIETY  RECEPTION 
AND  DINNER 

Embassy  Ballroom  2,  Ground  Level, 
Embassy  Suites 

6:00 

10:00 

P.M.  - 
P.M. 

WISCONSIN  SOCIETY  OF  PATHOLOGISTS 
BOARD  OF  DIRECTORS  DINNER  MEETING 
Embassy  Ballroom  3,  Ground  Level, 
Embassy  Suites 

6:30 

10:00 

P.M. - 
P.M. 

WISCONSIN  SURGICAL  SOCIETY 
RECEPTION  AND  DINNER 
Green  Bay  Packer  Hall  of  Fame 

6:30 

10:00 

P.M.  - 
P.M. 

WISCONSIN  SOCIETY  OF  INTERNAL 
MEDICINE  RECEPTION  AND  DINNER 
Wellington  Supper  Club 
Green  Bay,  Wisconsin 

6:30 

10:00 

P.M.  - 
P.M. 

WISCONSIN  SOCIETY  OF  PLASTIC 
SURGEONS  RECEPTION  AND  DINNER 
Wellington  Supper  Club 
Green  Bay,  Wisconsin 
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7:30 

9:00 

A.M.  - 
A.M. 

AMA  DELEGATES  BREAKFAST 

Lambeau  Ambassador  Suite,  3rd  Level  #330, 

Embassy  Suites 

8:00 

12:00 

A.M.  - 
P.M. 

SURGERY  PROGRAM 

Fort  Howard,  Ground  Level,  Convention  Center 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester . The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  v2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon T 1/12  gr.  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10.  p?— 
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your  Enuretic  patients 

Physical  Therapy 

• Ethical  — prescription  only 

• Relief  of  Pain 

• Professional  — you  supervise 
treatment 

• Back  Pain  Rehabilitation 

# Approximately  90  percent  effective 

• Head-Neck-TMJ  Treatment 

e Proven  reliable  and  dependable 
bell,  pad,  and  light  system 

• Knee  Rehabilitation 

e Low  cost  rental  service  — $14.00 

• Hand  and  Arm  Rehabilitation 

per  week  (avg.  6-week  treatment) 

M.G.  Atrium,  Suite  220 

• Convenient  mall  order  service 
to  the  48  states 
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Obituaries 

Piero  Gasparri,  Md,  64,  of  Milwau- 
kee, died  July  28, 1989,  in  Milwaukee. 
Bom  Jan  5,  1915,  in  Rome,  Italy,  Dr 
Gasparri  graduated  from  the  Univer- 
sity of  Naples  Medical  School,  and 
served  his  internship  and  residency 
at  Albany  Hospital,  New  York,  and 
St  Luke’s  Hospital,  Milwaukee.  Dr 
Gasparri  practiced  in  Milwaukee 
since  1962  and  was  on  the  medical 
staff  at  St  Luke’s  Hospital.  He  was 
a member  of  the  Medical  Society  of 
Milwaukee  County,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow, 
Lucia;  two  daughters,  Sandra  and 
Daniela;  and  two  sons,  Mario  and 
John,  all  of  Milwaukee. 


Henry  F.  Twelmeyer,  MD,  70,  of 
Elm  Grove,  died  Dec  9, 1989,  in  West 
allis.  He  was  bom  April  19,  1919,  in 
Milwaukee  and  graduated  from  the 
Marquette  University  Medical 
School.  His  internship  was  completed 
at  Milwaukee  County  General  Hos- 
pital. Dr  Twelmeyer  served  in  the  US 
Army  Medical  Corps  during  World 
War  II.  After  his  tour  of  duty  Dr 
Twelmeyer  completed  his  residency 
in  surgery  at  Milwaukee  County  Gen- 
eral Hospital.  He  practiced  in  the 
Milwaukee  area  for  35  years  retiring 
in  1985.  He  was  former  chief  of  sur- 
gery at  West  Allis  Memorial  and  Elm- 
brook  Memorial  hospitals  and  also 
served  as  chief  of  staff  at  West  Allis 
Memorial  Hospital  from  1975  to  1977. 
He  was  an  associate  clinical  professor 
at  the  Medical  College  of  Wisconsin 
for  more  than  15  years.  He  was  a 
former  president  of  the  Wisconsin 
Surgical  Society,  Milwaukee  Aca- 
demy of  Surgery,  and  the  Medical 
Society  of  Milwaukee  County.  In 
1987,  he  received  the  Distinguished 
Service  Award  from  the  Medical 
Society  of  Milwaukee  County.  Dr 
Twelmeyer  served  as  an  alternate 
delegate  to  the  AMA  from  the  SMS 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific  Foun- 
dation of  the  SMS  offers  physicians  a unique  opportunity  to  provide  a 
living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  public  health  or  aid  in  the 
preservation  of  Wisconsin’s  medical  history.  When  a memorial  gift  is 
made  to  the  foundation,  the  deceased  person’s  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the  foun- 
dation staff  at  the  SMS.  f 


Ross  R.  Weller,  MD,  of  Fox  Point, 
died  Nov  25,  1989,  in  Schenectady, 
NY.  He  was  bom  Sept  12, 1911,  and 


Henry  F.  Twelmeyer,  MD 


from  1971  to  1975  and  a delegate  from 
1976  until  his  resignation  in  1987.  Sur- 
viving are  his  widow,  Mary  Jane;  four 
daughters,  Mary  Jane  Koemer,  of 
Littleton,  Colo,  Judith  Peterson  and 
Betty  Marks,  of  Wauwatosa,  Susan 
Boardman,  of  Madison;  and  four  sons, 
Robert,  of  Elm  Grove,  John,  of  Grand 
Rapids,  Mich,  and  James  and 
Thomas,  of  Wauwatosa.  i- 


graduated  from  the  University  of  Illi- 
nois Medical  School.  His  internship 
was  completed  at  the  Edgewater  Hos- 
pital in  Chicago.  Dr  Weller  began  his 
practice  in  Milwaukee  in  1940  and 
retired  in  1981 . He  had  served  as  chief 
of  the  allergy  staff  at  Milwaukee 
Children’s  Hospital  and  also  at  St 
Michael  Hospital.  He  served  as  a pro- 
fessor of  pediatric  medicine  at  Mar- 
quette University  and  the  Medical 
College  of  Wisconsin.  He  was  a mem- 
ber of  the  Medical  Society  of  Milwau- 
kee County,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Mildred;  a 
son,  James,  of  Bel  Air,  Calif;  and  a 
daughter,  Dr  Andrea  Schwartz,  of 
Schenectady,  NY. 

Louis  H.  Kretchmar,  MD,  91,  of 

Milwaukee,  died  Dec  2, 1989,  in  Mil- 
waukee. He  was  bom  on  Jan  11, 1898, 
in  Brooklyn,  NY,  and  graduated  from 
Marquette  University  School  of 
Medicine.  His  internship  was  com- 
pleted at  St  Joseph’s  Hospital  in 
Milwaukee.  Dr  Kretchmar  practiced 
medicine  in  Milwaukee  until  his 
retirement  in  1978.  He  served  as 
secretary  of  the  Medical  Society  of 
Milwaukee  County.  He  was  a life 
member  of  the  Milwaukee  Academy 
of  Medicine  and  was  a fellow  of  the 
American  College  of  Surgeons.  He 
was  a member  of  the  SMS  and  AMA. 
Surviving  are  his  son,  Dr  Joseph  S. 
Kretchmar,  and  five  grandchildren. 

. Continued  on  next  page 
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Roy  Tarnutzer  Ragatz,  84, 

Green  Valley,  Ariz,  died  Nov 
17,  1990,  in  Green  Valley. 
Ragatz  was  bom  in  Prairie  du 
Sac  on  Feb  25, 1905,  and  grad- 
uated from  the  University  of 
Wisconsin  with  a bachelor’s 
degree  in  economics  and  a mas- 
ter’s degree  in  history.  In  1930, 
he  became  assistant  secretary  of 
the  Wisconsin  Education  Asso- 
ciation, and  in  1943  accepted  a 


position  as  assistant  secretary  of 
the  SMS.  From  1954  until  his 
retirement  in  1975,  he  served  as 
executive  secretary  of  the  Inter- 
state Postgraduate  Medical  As- 
sociation. Surviving  are  his 
widow,  Rea;  two  daughters, 
Alice  White,  of  Toronto, 
Canada,  Peggy  Gaarder,  of  Fox 
Point;  one  son,  John,  of  Denver, 
Colo,  and  six  grandchildren.  | 


Continued  from  preceding  page 
Oscar  F.  Foseid,  MD,  82,  of  Black 
Earth,  died  Dec  3, 1989,  in  Madison. 
He  was  bom  on  Sept  24,  1907,  in 
Madison,  and  graduated  from  the 
University  of  Wisconsin  Medical 
School,  Madison.  His  internship  was 
served  at  Ancker  City  Hospital,  St 
Paul,  Minn,  and  his  residency  com- 
pleted at  the  University  of  Wisconsin. 
Dr  Foseid  served  in  the  US  Army 
Medical  Corps  during  World  War  II. 
He  had  been  a member  of  the  medical 
staff  at  the  Jackson  Clinic  in  Madison. 
Dr  Foseid  had  served  as  president  of 
the  YMCA  for  a number  of  years  and 
also  was  the  team  physician  for  the 
East  High  School  football  team  for  21 
years.  He  was  a member  of  the  Wis- 
consin Chapter  of  Academy  of  Family 
Physicians,  American  College  of 
Surgeons,  and  the  Wisconsin  Surgical 


Society.  He  was  a member  of  the 
Dane  County  Medical  Society,  the 
SMS,  and  the  AMA.  Surviving  are  his 
widow,  Mary  Jane;  three  daughters, 
Dr  Kristin  Robbins,  of  Denver,  Colo, 


Kate  Foseid,  of  La  Crosse;  six  sons, 
Mike,  of  Black  Earth,  Mark,  of 
Denver,  Colo,  Tom,  of  Cross  Plains, 
Jim,  of  Madison,  John,  of  Austin, 
Texas,  and  Joe,  of  St  Cloud,  Minn,  f 
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Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  considera- 
tion of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  editing 
this  submission,  the  author(s)  hereby 
transfer(s),  assign(s),  or  otherwise 
convey(s)  all  copyright  ownership 
to  the  WMJ  in  the  event  that  this 
work  is  published  in  the  WMJ."  All 
co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent  and 
provide  a complete  address  and  tele- 
phone number.  All  coauthors  should 
have  contributed  to  the  study  and 
manuscript  preparation.  They  should 
be  thoroughly  familiar  with  the  sub- 
stance of  the  final  manuscript  and  be 
able  to  defend  its  conclusions. 

The  Journal  expects  authors  to 
disclose  any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely 
acknowledged  on  the  title  pages,  as 


should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by  the 
Journal  staff  for  clarity,  organization, 
grammar,  spelling,  and  punctuation, 
and  in  accordance  with  AM  A style. 
Suggestions  for  titles  are  welcome, 
but  are  subject  to  the  constraints  of 
clarity,  space,  grammar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements  of 
fact.  Galley  proofs  are  for  correcting 
errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  paper. 
The  authors  are  responsible  for  all 
statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  cor- 
responding author. 

Manuscript  preparation 

• Submit  papers  to:  Wisconsin  Med- 
cal  Journal , PO  Box  1109,  Madison, 
WI  53701;  Ph:  608-257-6781  or 
1-800-362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 


sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  paper, 
using  1-inch  margins.  Double-space 
throughout. 

• Organization  for  scientific  papers: 

Abstract— 150  words  or  less,  stating 

the  problem  considered,  methods, 
results  and  conclusions. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or 
illustrations  are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  relations 
to  other  studies.  Show  how  the  con- 
clusions relate  to  the  purpose  of  the 
study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 


completeness  of  references.  Ref- 
erences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicos.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use  in 
the  text.  Acceptable  abbreviations  of 
clinical,  technical  and  general  terms 
can  be  found  in  the  AMA  Manual  for 
Authors  and  Editors. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scientific 
writing.  (Examples:  For  “presented 


with”  use  “had;”  for  “experienced  a 
weight  loss”  use  “lost  weight.”) 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in 
parentheses. 

• Units  of  measure  are  to  be 
provided  in  metric,  followed  by 
International  System  units  (SI)  in 
parentheses. 

Review  process 

Each  scientific  manuscript  is  reviewed 
by  the  medical  editor  and  the  mem- 
bers of  the  editorial  board.  The  opin- 
ions of  outside  consultants  may  be 
sought  at  the  medical  editor’s  discre- 
tion. The  medical  editor  has  the  final 
decision  as  to  whether  a scientific 
paper  will  be  published. 


Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including  tables 
or  illustrations),  or  roughly  5 type- 
written pages,  may  be  asked  by  the 
editorial  board  to  provide  publication 
support  in  the  amount  of  $100  per 
typeset  page  beyond  the  second.  Such 
support  is  not  mandatory  and  is 
not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision  of 
support  helps  defray  the  cost  of  pub- 
lishing the  Journal  and  is  left  to  the 
conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  reproduced 
without  specific  permission,  provided 
that  acknowledgement  of  the  source 
is  made.  | 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need  . . . when  you 
need  it . . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 


LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  Journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

/4Mtx/NET 


PROFESSIONAL  PROGRAMS 

■ DXplain  - - A new  medicaL 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM®  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


■ ■* 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  bv  tbe  American  Medical  Association  and  is  a service  of  SottSearch  Inc 
and  Americ  an  Medical  Computing  ltd  a subsidiary  of  tbe  AMA 


Yellow  pages 


Antigo,  Wisconsin.  Seeking  director,  full- 
time and  part-time  emergency  physicians  for 
low  volume  facility  located  in  sportsman’s 
paradise.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc,  2240  S Airport  Rd,  Room 
36,  TraverseCity,  MI  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496.  p3/90 

Maglio  & Company,  Inc,  Physician 
Search,  presents  excellent  practice  oppor- 
tunities in  your  home  state  and  the  midwest 
to  physicians  in  all  specialties.  No  fees  to  physi- 
cian candidates;  hospitals,  clinics,  etc,  pay  our 
retained  fees.  Free  CV  service.  Call  toll-free 
for  more  information,  1-800-999-4731  or  send 
CV  to  Jackie  Laske,  Maglio  & Company,  Inc, 
450  North  Sunnyslope  Road,  Brookfield,  WI 
53005.  3tfn/90 

Family  practice  opportunity  as  partner,  and 
eventually  to  assume  a well-established  prac- 
tice with  flexibility  and  potential,  and  oppor- 
tunity for  surgery  and  OB  if  desired.  Coopera- 
tive backup  coverage  available.  Resort  com- 
munity with  a number  of  industries,  centrally 
located  between  Chicago,  Milwaukee,  and 
Madison.  Modem  90-bed  hospital.  Contact: 
Glenn  A.  Smiley,  MD,  Delavan,  WI  53115;  ph 
414-728-3441.  3-4/90 

Internist.  Tremendous  practice  opportunity 
is  available  for  one  to  two  BC/BE  internal 
medicine  specialists  in  southeastern  Wiscon- 
sin community  of  18,000.  Watertown,  located 
within  a 1-hour  drive  of  both  Madison  and 
Milwaukee,  has  a 103-bed,  JCAHO  accredited 
modem  hospital.  More  than  30  active  medical 
staff  members  serve  service  area  of  30,000  + . 
Currently  one  internist  on  staff.  Financial  sup- 
port and  office  space  is  available.  Please  call 
Leo  Bargielski,  President,  Watertown  Memor- 
ial Hospital,  or  Ed  Hoy,  MD,  125  Hospital  Dr, 
Watertown,  WI  53094;  ph  414-261-4210. 

2-4/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  col- 
umn inch. 

All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be  received 
by  the  1st  of  the  month  preceeding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  WI 
53701.  FAX:  608-283-5401.  Classified 
ads  are  not  taken  over  the  telephone, 
but  questions  may  be  directed  to  608- 
257-6781  or  toll-free  in  Wisconsin, 
1-800-362-9080. 


North  Dakota.  A busy  and  varied  urology 
practice  can  be  anticipated  with  this  36-physi- 
cian  multi-specialty  group.  Two  hospitals  in 
city  of  35,000.  Guarantee  and  excellent  benefit 
package  with  signing  bonus.  Call  or  write 
George  Ivekich,  250  Regency  Court,  Wauke- 
sha, Wisconsin  53186;  1-800-338-7107.  No 
costs  or  obligations  involved.  3/90 

Family  practice.  Physicians  seeking  a 
BE  / BC  family  practice  physician  for  the  Nor- 
way, Michigan,  service  area.  The  physician 
would  have  the  option  of  joining  one  of  the 
existing  practices  and/or  setup  his/her  own 
practice.  Anderson  Memorial  Hospital  is  a part 
of  Dickinson  County  Hospitals  and  has  a ser- 
vice area  population  of  over  45,000.  Contact: 
Dr  Paul  Hayes,  Anderson  Memorial  Hospital, 
Main  St,  Norway,  Michigan  49870;  906-563- 
9243  or  office  906-563-9255.  3-4/90 

Radiologist.  A three  man  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology.  Dick- 
inson County  hospitals  is  a progressive  126- 
bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors 
Specht/Shampo/Manzano,  Radiology 
Department,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  Michigan 
49801;  906-779-4565.  3-4/90 

A unique  opportunity.  The  Ashland  Eye 
Clinic,  SC  (founded  1965)  a well-established 
practice  located  in  beautiful  Ashland,  Wiscon- 
sin, on  Lake  Superior,  needs  one  BC/BE 
ophthalmologist  now  and  another  within  the 
next  two  to  three  years.  Competitive  salary 
plus  incentive  first  year,  then  negotiable  buy- 
in  as  present  two  partners  wish  to  retire  within 
five  years.  Attractive  and  modern,  very  well- 
equipped  building  with  new  physician-owned 
optical,  well  trained  staff  and  low  overhead. 
Four  year  college  and  vocational  college  in 
Ashland  with  graduate  programs  within  com- 
muting distance.  Modern,  100-bed  hospital 
with  37  physicians  on  staff.  Great  fishing,  sail- 
ing, skiing,  ski-flying,  and  hunting.  Please  call 
Dr  Ken  Morrow  collect  evenings,  715/682- 
8146;  or  write  to  him,  enclosing  CV  at  PO  Box 
233,  Ashland,  WI  54806.  3-8/90 

Internist — Great  opportunity!  Very 
busy  young  solo  internist  seeking  ambitious 
associate.  Family-oriented  community  on  Lake 
Winnebago  with  a population  of  40,000.  No 
HMOs  or  PPOs.  A unique  opportunity  for 
someone  who  is  genuinely  interested  in  inter- 
nal medicine  and  in  its  subspecialities.  An 
interest  in  critical  care  would  be  of  importance. 
Send  CVs  to  Michael  Sergi,  MD,  14  North 
Main  St,  Fond  du  Lac,  WI  54935.  3-6/90 


F amily  practice  physicians  to  join  estab- 
lished clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Struthers 
or  Mr  Erik  Malchow  at  the  Parkers  Prairie 
District  Hospital,  Parkers  Prairie,  MN  56361; 
ph  218-338-4011.  p3/90;4tfn/90 

Family  practitioner  BC  / BE,  to  join  a pro- 
gressive 13  physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minn,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WrI 
54022;  ph  715-425-6701  or  612-436-8809. 

3tfn/90 

General  surgeon  to  join  established  surgical 
practice  in  a 35-physician  multi-specialty  group 
located  in  Milwaukee  suburb.  Excellent  first 
year  guarantee  and  fringe  benefit  package  with 
full  shareholder  status  in  second  year.  Send 
curriculum  vitae  to:  James  Hinnenthal,  CPA, 
Administrator.  Falls  Medical,  Menomonee 
Falls,  WI  53051.  p3/90 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insur- 
ance provided  and  benefit  package  available 
to  full-time  staff.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496.  p3/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  diesease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart.  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.  Trepanier,  MD,  481 E Division  St,  Fond 
du  Lac,  WI  54935;  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Lake  Winnebago,  Wisconsin  area. 

Seeking  director,  full-time  and  part-time 
emergency  physicians  for  low  volume  60-bed 
hospital.  Attractive  compensation,  full 
malpractice  insurance  coverage  and  benefit 
package  available.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  in 
Michigan  1-800-632-3496.  p3/90 


Wisconsin  Medical  Journal  • March  1990 


141 


Physicians  Exchange 

continued 

Internist  BC/BE,  to  join  a progressive 
13-physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  Robert  B.  John- 
son, MD,  River  Falls,  WI 54022;  ph  715-425- 
6701  or  612-436-8809.  3tfn/90 

Primary^  care  physician.  Marshfield  Clinic 
is  seeking  a primary  care  physician  to  join  its 
expanding  seven-member  Emergency  Medi- 
cine Department.  Emergency  medicine,  ur- 
gent and  ambulatory  care,  plus  supervision  and 
training  of  ER  staff  contribute  to  a very 
stimulating  practice  environment.  More  than 
26,000  ER  visits  and  13,000  ambulatory  care 
visits  annually.  Specialists  representing  all 
branches  of  medicine  and  surgery  provide  sup- 
port care  and  services.  Marshfield  Clinic  is  a 
private  group  practice  consisting  of  350  physi- 
cians and  is  physically  adjacent  to  Saint 
Joseph’s  Hospital,  a 525-bed  acute  care 
teaching  facility.  Send  curriculum  vitae  to: 
John  P.  Folz,  Assistant  Director,  Marshfield 
Clinic,  1000  North  Oak  Ave,  Marshfield,  WI 
54449  or  call  collect  at  715-387-5181.  3/90 


LIVE  AMONG  THE  RED- 
WOODS. Successful  surgeon  seeks 
partner  for  busy  general  and  vascular 
surgery  practice  on  northern  Califor- 
nia coastline.  Eighty-five  bed  hospital 
supportive  of  practice— will  provide 
guarantee  and  malpractice.  Call 
Gwyneth  Anderson  for  more  details 
about  this  ideal  opportunity  at 
800-221-4762,  or  collect  212-509-6200. 
E G Todd  Associates,  535  Fifth  Ave, 
Suite  1100,  New  York,  NY  10017. 

3-4/90 


UNIVERSITY  OF  WISCONSIN 
FACULTY  POSITION.  The 

Wausau  Family  Practice  Residency 
seeks  a board-certified  residency- 
trained  family  physician  as  a full-time 
faculty  colleague  to  help  us  grow  into 
the  ’90s.  Established  in  1978  as  an  af- 
filiate of  the  UW  Department  of  Family 
Medicine  and  Practice,  our  dynamic 
16-resident  program  places  a strong 
emphasis  on  behavior  science,  re- 
search, cross-cultural  medicine,  and 
obstetrics.  Contact  Robert  E.  Cadwell, 
MD,  Program  Director,  Wausau 
Family  Practice  Center,  995  Campus 
Dr,  Wausau,  WI  54401;  ph  715-675- 
3391.  An  Equal  Opportunity/ Affir- 
mative Action  Employer. 


Physician  opportunities.  Family  practice, 
internal  medicine,  general  surgery,  nephro- 
logy, oncology,  and  OB/GYN  opportunities 
available  in  the  midwest  and  nationwide.  All 
guarantee  excellent  incomes  and  can  be  re- 
viewed in  full  confidence.  Call  or  send  CV  to 
Mary  Agnello,  Caswell /Winters  Inc,  11400 
W Lake  Park  Dr,  Milwaukee,  WI  53224  or 
1-800-332-0488  (In  Wisconsin  414-359-1  111). 

3-4/90 

The  Midelfort  Clinic  of  Eau  Claire  is  seek- 
ing a BC/BE  internist  and  family  practice 
physician  at  its  Barron,  Wisconsin,  clinic.  Hav- 
ing an  affiliation  with  this  85-member  multi- 
specialty group,  the  Barron  Clinic  consists  of 
eight  family  physicians  and  a general  surgeon. 
Modern  clinic  physically  attached  to  hospital 
in  beautiful  northwest  Wisconsin  location. 
Contact  Terrance  R.  Borman,  MD,  Medical 
Director,  Midelfort  Clinic  Ltd,  733  West 
Clairemont  Ave,  PO  Box  1510,  Eau  Claire,  WI 
54702-1510;  ph  715-839-5222.  3-4/90 

Psychiatrist  for  Rocky  Mountain  City. 

An  impressive  Rocky  Mountain  community 
in  Montana  seeks  psychiatrist  for  well- 
managed  mental  health  clinic.  Opportunity  to 
succeed  the  present  medical  director  exists 
within  the  next  2-3  years.  Position  includes 
both  patient  care  and  program  development. 
Community  population  is  over  80,000  with  two 
modem  hospitals.  Liberal  financial  package 
offered.  For  more  information,  call:  Gwyneth 
Anderson,  1-800-221-4762.  Or  write  to:  E.G. 
Todd  Associates,  535  Fifth  Ave,  Suite  1100, 
New  York,  NY  10017.  3-4/90 


Madison,  Wisconsin.  Family  prac- 
tice physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit  sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.  C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish  Hatch- 
ery Road,  Madison,  WI  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


NEW  PHYSICIANS 
FOR  WISCONSIN 
is  seeking 

• Family  Physicians  • Pediatricians 

• Orthopedic  Surgeons  • Internists 

• General  Surgeons 
Contact:  Fred  Moskol 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 
608/273-5964 

7-12/89:1-6/90 


General  internist.  Marshfield  Clinic,  a 
multi-specialty  group  practice  with  350  physi- 
cians, is  seeking  BE  / BC  general  internists  to 
join  its  30-member  section  in  Marshfield  and 
three  expanding  regional  centers  in  north- 
western and  north  central  Wisconsin.  An  Inter- 
nal Medicine  Residency  Program,  University 
of  Wisconsin  Medical  School  affiliation,  and 
Medical  Research  Foundation  contribute  to 
a very  stimulating  practice  environment.  Posi- 
tions offer  strong  economic  stability  combined 
with  exceptional  recreational,  cultural,  and 
educational  opportunities.  Starting  salaries  up 
to  $92,100  with  salary  in  two  years  up  to 
$1 16,400.  Fringe  benefit  package  is  outstand- 
ing. Send  CV  to  David  L.  Draves,  Director 
Regional  Development,  1000  North  Oak  Ave, 
Marshfield,  WI  54449  or  call  collect  at  715- 
387-5376.  3/90 

Minnesota.  Hospital  in  beautiful  historic 
river  city  in  southern  Minnesota  seeking  direc- 
tor of  psychiatry.  Twelve-bed  inpatient  adult 
and  adolescent  unit,  outpatient  CD  and  day 
hospital  programs.  Recruitment  strongly  sup- 
ported by  medical  staff  and  community  mental 
health  center.  Client  flexible  about  structur- 
ing practice  around  physician’s  interests.  City 
has  two  colleges  with  7,000  students,  Victorian 
homes,  and  new  homes  set  back  in  the  wooded 
hills  surrounding  the  city.  For  information,  call 
Greg  Peterson,  E.  G.  Todd  Associates,  at 
800-776-7330  or  collect  913-341-7806. 

2-3/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 

progressive  126-bed,  two-hospital  system  is 
seeking  the  above  specialists  to  establish  prac- 
tices in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Located 
100  miles  north  of  Green  Bay,  Wisconsin, 
Dickinson  County  Hospitals  has  a medical 
staff  of  45  full-time  physicians  and  a total  ser- 
vice area  population  of  over  45,000.  Diagnostic 
capabilities  include  a CT  scanner,  C02  laser, 
and  a fully  staffed  special  diagnostic  depart- 
ment. Contact:  John  Schon,  Administrator, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  ph  906-779- 
4500.  2-3/90 


Internist  for  Nebraska.  A growing 
regional  medical  center  in  Nebraska 
seeks  an  internist  to  complement  a 
group  of  highly  qualified  peers. 
Modern,  progressive  hospital  will  pur- 
chase equipment  as  needed.  Competi- 
tive compensation  package  includes 
malpractice.  Regional  community  for 
recreation,  culture  and  shopping.  Call 
Gwyneth  Anderson  at  800-221-4762.  E. 
G.  Todd  Associates,  535  Fifth  Ave, 
Suite  1100,  New  York,  NY  10017. 

2-3/90 
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Milwaukee  suburb.  New  and  rapidly  ex- 
panding multispecialty  full-service  clinic.  At- 
tractive benefits,  salary,  and  early  partnership 
opportunity.  Positions  available  in  internal 
medicine,  family  practice,  and  pediatrics. 
Please  send  CV  to  Administrator,  Park  Crest 
Medical  Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  ltfn/90 

Minnesota,  lakes  and  trees.  Family 
physician  to  join  five  others  in  progressive 
multi-specialty  group  including  internal  medi- 
cine and  surgery.  Outstanding  42-bed  district 
hospital  with  130-bed  long  term  care  facility. 
Excellent  schools  and  services  with  easy  access 
to  metro  area.  Guaranteed  salary,  full  benefits, 
and  bonus.  Position  available  immediately.  For 
confidential  consideration  and  further  infor- 
mation contact:  Mary  Jo  Cordes,  MDsearch, 
PO  Box  21507,  St  Paul,  MN  55121;  call  col- 
lect 612-454-7291.  p3/90;4-5/90 

Orthopedic  surgeon.  A progressive 
126-bed,  two-hospital  system  is  seeking  an 
orthopedic  surgeon  to  join  an  established  prac- 
tice in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Dickinson 
County  Hospitals  has  a medical  staff  of  45  full- 
time physicians  and  a total  service  area  popula- 
tion of  over  45,000.  Dr  Roberts  will  guarantee 
$250,000  plus  malpractice  insurance,  office 
space,  CME,  vacation  and  relocation  expenses. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

2-3/90 

Des  Moines,  Iowa.  Multispecialty  PC  has 
immediate  need  for  BC/BE  physicians  in  the 
following  specialties:  family /general  practice, 
oncology,  dermatology,  internal  medicine,  and 
OB/GYN.  Initial  financial  package  with  start- 
up assistance,  coverage,  and  free  lease-space 
is  available.  Located  in  metro-area  of  400,000, 
great  schools,  diverse  cultural  activities,  col- 
lege / professional  sports.  Interested  physicians 
reply  to  Dept  626  in  care  of  the  Journal. 

1-3/90 


Beloit  Clinic,  SC,  an  expanding 
44-physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
family  practitioner  and  a plastic  sur- 
geon. Guaranteed  salary  with  incentive, 
plus  excellent  fringe  benefits.  Send  CV 
to  James  R.  Ruethling,  Administrator, 
Beloit  Clinic,  SC,  1905  Huebbe  Park- 
way, Beloit,  WI  53511;  ph  608- 
364-2200.  12/89;l-5/90 


General-family  practice  physician.  Im- 
mediate opening  in  southern  Wisconsin  for  a 
primary  care  physician.  An  exceptional  solo 
practice  setting  in  a progressive  community 
offering  high  quality  for  family  living.  Terms 
and  conditions  are  negotiable.  Contact  William 
J.  Wenger  Jr,  CPBC,  7818  Big  Sky  Dr,  Madi- 
son, WI  53719;  ph  608-833-0405.  p3/90 

Family  practice.  Excellent  opportunity  for 
BC/BE  practitioners  to  join  a quality  four- 
physician  group  in  the  beautiful  Wisconsin 
River  Valley.  As  two  practitioners  are  near- 
ing retirement,  an  established  base  of  patients 
is  available  with  our  modem  well-equipped 
clinic.  We  offer  a small  town  friendly  atmos- 
phere, guaranteed  income,  comprehensive 
benefits  package,  and  time  to  enjoy  your  family 
and  hobbies.  Attractive  partnership  opportu- 
nity after  one  year.  Contact  Boscobel  Clinic, 
SC,  208  Parker,  Boscobel,  WI  53805;  ph  608- 
375-4144.  p3/90 

Twenty-nine  physician  multispecialty 
clinic  located  in  desirable  East  Central  Wis- 
consin location  is  seeking  Board-certified  or 
Board-qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospital. 
Liberal  guarantee  and  benefits.  If  interested 
contact  D.F.  Sweet,  MD,  Fond  du  Lac  Clinic, 
SC,  80  Sheboygan  St,  Fond  du  Lac,  WI  54935. 

9tfn/87 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 

• OB/GYN  • Family  Practice 
A variety  of  practice  settings— many  on  lakes. 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  S ASSOCIATES.  INC 
12724  N.  Maplecrest  Lane 
Mequon. WI  53092 


Regional  orthopedic  practices. 

Lucrative  orthopaedic  practices  avail- 
able with  several  midwestern  retional 
medical  centers.  Unique  opportunities 
with  highly  competitive  start  up  com- 
pensation packages  which  include  in- 
come guarantees,  paid  malpractice  and 
moving  allowance  along  with  additional 
desirable  benefits.  These  are  modern 
facilities  with  excellent  peer  association 
and  up  to  date  surgical  equipment. 
Several  locations  available!  Call 
Gwyneth  Anderson  at  800-22 1-4762  or 
write  to  E.  G.  Todd  Associates,  535 
Fifth  Ave,  Suite  1100,  New  York,  NY 
10017.  2-3/90 


General  internist,  Madison,  Wisconsin. 
BC/BE  physician  sought  to  join  Internal 
Medicine  Department  of  200-physician  multi- 
specialty clinic.  Living  and  practice  envi- 
ronment offer  excellent  clinical  facilities  with 
comprehensive  ancillary  services,  university 
community  and  teaching  hospital,  outstanding 
schools,  affordable  housing  and  diverse  recrea- 
tional and  cultural  opportunities.  Competitive 
salary  and  benefits.  Send  CV  to  Louis  C Bern- 
hardt, MD,  Dean  Medical  Center,  1313  Fish 
Hatchery  Rd,  Madison,  WT  53715.  2-3/90 

Baraboo,  Wisconsin.  Emergency  Depart- 
ment at  St.  Clare  Hospital  seeks  full-time 
staff  physician.  Approximately  10,000  annual 
visits.  Compensation  to  be  negotiated.  Pleas- 
ant area  in  which  to  live,  near  Devil's  Lake  and 
the  Baraboo  Hills.  Also,  Madison  nearby.  Con- 
tact: Thomas  Warwick,  Executive  Vice  Pres- 
ident, St  Clare  Hospital,  707  14th  St,  Baraboo, 
WI  53913;  608-356-5561,  ext  492.  lltfn/89 

Family  practice.  37-physician  multispe- 
cialty group  conveniently  located  between 
Chicago  and  Milwaukee.  W7ell-equipped  clinic 
offering  salary  guarantee  with  incentive 
bonus;  excellent  fringe  benefits  and  early 
ownership.  Please  send  current  curriculum 
vitae  to  Roger  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  5625  Washington  Ave, 
Racine,  WI  53406.  4tfn/88 


Central  Wisconsin-BC/BE  general 
internist  to  join  expanding  27-physician 
multi-specialty  group  with  five  intern- 
ists, two  nephrologists  and  one  gastro- 
enterologist. Very  desirable  university 
city  with  many  outdoor  recreational  and 
cultural  amenities.  Attractive  income 
and  ownership  arrangements.  Other 
areas  of  expansion  may  provide  oppor- 
tunity for  spouse  if  also  a physician. 
Send  CV  to:  Administrator,  Rice  Clinic, 
SC,  2501  Main  St,  Stevens  Point,  WI 
54481  or  call  collect  715-344-4120. 

lltfn/89 


Radiologist  for  Midwest.  Pro- 
gressive hospital  in  Kansas  with  CT 
SCAN,  mobile  ultrasound  and  mam- 
mography seeks  radiologist.  Income 
guarantee  provided.  Projected  reve- 
nues exceed  $200,000.  All  insurances 
paid.  One  hour  from  two  cities  with  both 
offer  cultural  and  educational  ameni- 
ties. Call  Gwyneth  Anderson  at  800- 
221-4762.  E G Todd  Associates,  535 
Fifth  Ave.  Suite  1 100,  New  York,  NY 
10017. 

2-3/90 
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Physicians  Exchange 

continued 

The  Wausau  Medical  Center  is  seeking 
BC  / BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics/ Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedics, 
Urgent  Care  and  Rheumatology.  Modern  clinic 
facility  located  across  the  street  from  modern 
300-bed  hospital.  Full  partnership  in  three 
years.  Easy  access  to  lakes,  woods  and  moun- 
tains. Write  including  CV  to  D.K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center.  2727  Plaza  Dr.  Wausau,  WI 
54401.  p4tfn/88 

Internist  / family  practice.  Available  July, 
1990.  Accredited  ambulatory  care  facility  pro- 
vides medical  services  to  student  clientele. 
Full-time,  11-month  position,  competitive 
salary  and  benefit  package  and  40-hour  week. 
Qualifications:  MD  or  DO  degree,  ability  to 
obtain  Illinois  license,  current  DEA  registra- 
tion, and  board  eligible  or  certified.  Search  con- 
tinued until  position  filled.  Contact  Glenn 
Weiss,  Medical  Director,  Student  Health  Ser- 
vice, Illinois  State  University,  Normal,  IL 
61761;  ph  309-438-8655.  Women  and  minori- 
ties are  encouraged  to  apply.  Affirmative 
Action /Equal  Opportunity  Employer. 

p2-3 / 90 

Historic  river  city  in  southern  Minnesota. 
Population  30,000,  service  area  40,000  + . 
Second  ortho  sought  for  modern  hospital  and 
clinic  building.  Excellent  practice  potential  in 
beautiful  city  in  wooded  hills  along  the  Mis- 
sissippi, not  far  from  Minneapolis  or  Madison. 
Interest  in  sports  medicine  a plus,  but  not 
requisite.  $150,000  guarantee.  Excellent 
diverse  economy,  no  managed  care.  If  you  are 
interested  in  learning  more  about  this  oppor- 
tunity, or  if  we  can  assist  you  in  locating  an 
opportunity,  please  call  Greg  Peterson,  E.  G. 
Todd  Associates,  at  800-776-7330  or  collect 
913-341-7806.  2-3/90 

General  surgeon  to  join  an  established 
eight-physician  group  in  a community  within 
a 1-hour  drive  of  Minneapolis-St  Paul.  Ex- 
cellent guarantee,  good  call  coverage  and 
excellent  back-up.  Beautiful,  scenic  Wiscon- 
sin community.  For  more  information,  call 
Debbie  Bakula  at  1 -800-332-0488  (In  Wiscon- 
sin 414-359-1111).  2-3/90 

Pediatrics  or  family  practice.  Physician 
Assistant  student  to  graduate  Fall  of  ’90  seek- 
ing summer  internship  and/or  Fall  employ- 
ment. Prefer  northeast  Wisconsin  area. 
Resume  available  upon  request.  Phone:  Donna 
M.  Anderson  at  316-685-6702.  Address:  6000 
E Mainsgate,  Apt  210,  Wichita,  KS  67220. 

3-5/90 


Family  practice  opportunities  in  a group 
setting.  Located  in  a family  oriented  eco- 
nomically strong  small  city.  Located  near  lakes 
and  metro  area.  Contact  Andrew  V.  Lagatta, 
President  & CEO,  Clintonville  Community 
Hospital,  35  N Anne  St,  Clintonville,  WI 
54929,  ph  715-823-3121.  pl-6/90 

Internal  medicine  and  family  practi- 
tioner BC  / BE,  to  join  a progressive  12-phy- 
sician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  R.  M.  Hammer, 
MD.  River  Falls,  WI  54022;  ph  715-425-6701 
or  612-436-8809.  clOtfn/89 

Clinical  director,  City  of  Milwaukee.  Make 
an  important  contribution  to  community 
health.  Involves  substantial  sexually  transmit- 
ted disease  (STD)  clinical  supervision  and  pro- 
gram planning.  Also  oversee  employee  health 
and  serve  as  consultant  on  general  medical 
clinic  matters.  Requires  medical  degree  in 
adult  medicine  (OB  / GYN,  internal  medicine, 
emergency  medicine,  etc)  and  at  least  one  year 
of  clinical  experience  with  extensive  STD  in- 
volvement. Salary  range  $52K  to  $73K  with 
excellent  benefits.  Please  indicate  interest  by 
sending  resume  to  Dr  Dan  Carson,  City  of  Mil- 
waukee Personnel,  Box  CD,  Room  706  City 
Hall,  200  E Wells  St,  Milwaukee,  WI  53202- 
3554.  An  Affirmative  Action  Employer. 

2-3/90 

Southeastern  Oklahoma.  Expanding 
20-physician  multispecialty  group  seeking 
BC/BE  physicians.  Internal  medicine, 
otolaryngology,  cardiology,  orthopedics, 
urology,  neurology,  hematology  /oncology, 
pulmonology,  family  practice,  and  derma- 
tology. First  year  guaranteed  salary  with 
incentive  production,  excellent  benefits,  occur- 
rence type  malpractice  insurance.  Drawing 
area  of  135,000  with  modem,  200-bed  hospital. 
Family  oriented  community,  lakes  and  moun- 
tains. Send  CV  to  Deborah  Dale,  Recruiting 
Coordinator,  The  McAlester  Clinic,  Inc,  PO 
Box  908,  McAlester,  OK  74502;  ph  918-426- 
0240.  p2-4/90 

Dermatology.  The  Racine  Medical  Clinic, 
a 37-physician  multi-specialty  group  conve- 
niently located  between  Chicago  and  Mil- 
waukee. Well  equipped  clinic  offering  salary 
guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  curriculum  vitae  to:  R.  D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  WI  53406. 

lltfn/89 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact: 
J.  Linstroth,  MD,  414-835-7761.  8tfn/89 


Two  full-time  emergency  physicians, 
board  certified  or  eligible,  are  needed  to  staff 
Level  II  Emergency  Department  with  annual 
volume  of  30,000.  Residents  rotate  through 
department  making  excellent  teaching  op- 
portunity. Compensation  package  exceeds 
$135,000.  Flexible  scheduling,  36-hour  week, 
1656  hours  per  year.  Partnership  potential  in 
one  year.  Contact  Sunil  Ahuja,  MD,  FACEP, 
Medical  Director,  Emergency  Services,  Sinai 
Samaritan  Medical  Center,  2000  W Kilbourn 
Ave,  Milwaukee,  WI  53233;  ph  414-937-5989. 

2-4/90 

We  are  seeking  a Board-eligible  OB/ 
GYN  and  an  internist  with  or  without  sub- 
specialty interests  to  join  a well  established 
nine-man  expanding  multispecialty  group. 
Location  is  in  a southeastern  Wisconsin  city 
of  36,000  and  a drawing  area  of  85,000. 
240-bed  well  equipped  hospital.  Guaranteed 
salary  for  the  first  year.  Full  status  in  service 
corporation  with  shared  overhead  and  an 
incentive  oriented  formula  after  the  first  year. 
Please  contact  David  Lawrence,  MD,  92  E. 
Division  St,  Fond  du  Lac,  WI  54935;  ph 
414-921-0560  collect.  ltfn/90 

Immediate  care.  Primary  care  physician  to 
staff  “Walk  In”  Department  in  a multi- 
specialty group.  No  call  duties.  University 
town  with  great  cultural,  educational  and 
recreational  amenities.  Reply  to:  Adminis- 
trator, Rice  Clinic,  SC,  2501  Main  St,  Stevens 
Point,  WI  54481.  ltfn/90 

Medical  office,  Milwaukee,  76th  and  Blue- 
mound.  Eight  exam  rooms,  three  consult, 
x-ray,  minor  surgery,  physical  medicine, 
medical  records,  two  nurses  station,  three  bath 
rooms,  private  entrance,  kitchen  and  employee 
area.  All  cabinets  and  sinks  in  place,  Available 
7-1-90.  For  information  and  appointment, 
contact  Jerry  Walsh;  ph  414-771-6904. p3/90 


Advertisers! 

Display  advertising  in  the  WMJ 
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• reap  greater  results, 

• cash  in  on  low  rates,  and 

• receive  discounts  for  multiple 
ads. 

Call  for  information  or  to 
request  a rate  card:  1-800- 
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Medical  Meetings — Continuing 
Medical  Education 

continued 

April  26—28:  State  Medical  Society  of  Wiscon- 
sin Annual  Meeting , Convention  Center, 
Embassy  Suites,  Green  Bay.  2tfn/90 

April  27,  1990:  Future  Directions  for  Peri- 
natal Medicine  and  Nursing  in  the  Nineties, 
at  Rush-Presbyterian-St  Luke’s  Medical 
Center,  Chicago,  111.  Info:  Office  of  Continu- 
ing Medical  Education,  Rush-Presbyterian-St 
Luke’s  Medical  Center,  600  S Paulina  St, 
Chicago.  1L  60612;  ph  312-942-7095.  3/90 

July  26—28,  1990:  Wisconsin  Society  of 
Obstetrics  & Gynecology  Annual  Meeting, 
Embassy  Suites  Hotel,  Brookfield,  gl-6/90 

September  13—15,  1990:  Wisconsin 
Society  of  Internal  Medicine,  Concourse 
Hotel,  Madison.  gl-8/90 

September  14—16,  1990:  Wisconsin 
Society  of  Anesthesiologists,  Embassy  Suites, 
Green  Bay.  gl-8/90 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are  par- 
ticularly invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Educa- 
tion courses  at  the  following  rates:  55C 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must 
be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month  of 
publication;  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address  com- 
munications to:  Wisconsin  Medical 
Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  in  Wisconsin:  1-800-362-9080. 
OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


AMA 

June  24—28,  1990:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  2—5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23—27,  1991:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  8— 11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21—25,  1992:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  6—9,  1992:  Interim  House  of 
Delegates,  Nashville. 
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Continuing  Medical  Education 
University  of  Wisconsin 
Medical  School 

Madison,  WI 

Schedule  of  conferences  and 
workshops 

March  1990— July  1990 

Mar  8-9:  Comprehensive  Manage- 
ment of  Chronic  Respiratory 
Problems,  The  Sheraton,  Madison 

Mar  9:  Cardiology  Conference  for 
Primary  Care  Physicians,  Holiday 
Inn  East  Towne,  Madison 

Apr  6-7:  Workshop  for 

Ophthalmologist:  Fluorescein 
Angiography,  The  Edgewater, 
Madison 

Apr  6-7:  Psychiatry  conference, 
Holiday  Inn  East  Towne,  Madison 
Apr 20:  Nephrology  Conference  for 
Primary  Care  Physicians,  Holiday 
Inn  East  Towne,  Madison 

Apr  20-21:  The  Heart  of 
Cardiology  is  (Still)  Echo- 
cardiography, Pfister  Hotel, 
Milwaukee 

May  3-5:  Diabetes  and . Pancreas 
Transplantation  Update,  the 
Concourse,  Madison 
May  4:  Outpatient  Surgery  Sym- 


posium, University  of  Wisconsin 
Hospital  and  Clinics,  Madison 

May  4:  Infectious  Diseases  Con- 
ference for  Primary  Care  Physi- 
cians, Holiday  Inn  West,  Madison 

May  10-12:  14th  Annual 

Ophthalmology  Current  Concepts 
Seminar  ’90,  The  Concourse, 
Madison 

May  17-19:  Sports  Medicine 
Conference,  Holiday  Inn  West, 
Madison 

May  17-19:  Electrophysiology, 
Hyatt  Regency,  Milwaukee 

June  15-16:  Orbital  Society 
Meeting,  The  Edgewater,  Madison 

June  22:  Respiratory'  Diseases  Con- 
ference for  Primary  Care  Physi- 
cians, Holiday  Inn  East  Towne, 
Madison 

July  13-14:  MOHS  Surgery, 
University  of  Wisconsin  Hospital 
and  Clinics,  Madison 

All  conferences  qualify  for  AMA 
Category  I credit.  For  further  infor- 
mation contact:  Cathy  Means,  Pro- 
gram Coordinator,  Continuing 
Medical  Education,  2715  Marshall 
Court,  Madison,  WI  53705;  ph 
608-263-6637.  3/90 
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Start  using  words  that  help. 

Words  can  hit  a child  as  hard  as  a fist.  And  leave  scars  that  last  a 
lifetime.  Even  when  you*re  upset... stop!  Think  about  what  you*re 
saying.  For  helpful  information,  write:  National  Committee  for 
Prevention  of  Child  Abuse,  Box  2866E,  Chicago,  IL  60690. 


Wisconsin  Committee  for  Prevention  of  Child  Abuse,  1045  E.  Dayton  St.,  Rm.  202D,  Madison,  WI  53705.  (608)  256-3  374. 


HERE’S  ONE 
DOCTOR 
WHO  WON’T 
PAY  HIS 
MALPRACTICE 
PREMIUMS 
THIS  YEAR 


The  Army  covers  that  for  him.  As  an 
Army  Physician,  there  are  a lot  of  worries 
associated  with  private  practice  that  he 
won’t  have  to  contend  with,  such  as  excessive 
paperwork,  and  the  overhead  costs  incurred 
in  running  a private  practice. 

What  he  will  get  is  a highly  challenging, 
highly  rewarding  experience.  The  Army 
offers  varied  assignments,  chances  to  specialize, 
to  further  your  education,  and  to  work  with 
a team  of  dedicated  health  care  professionals, 
plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your  local  Army  Medical 
Department  Counselor  for  more  information.  CPT  Dennis  Ratashak, 
708-541-3411  (Collect). 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE 


It’s  never  been  more  important  to  specify  Dyazide’.* 
Because  that’s  the  only  way  you  can  be  sure  your 
patients  will  receive  ‘Dyazide’  quality... the  quality  that 
physicians  and  their  patients  have  trusted  for  25  years. 

‘Dyazide —prescribe  it  with  confidence,  prescribe 
it  by  name.  Specify,  ‘ Dispense  as  Written.”  Ask  your 
patients  to  make  sure  that’s  what  they  receive  when 
they  present  your  prescription. 

♦There  is  no  bioequivalent  generic  substitute  for  Dyazide’. 


DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/5KF 


jji/ 

It’s  never  been  more  important. 


The  unique  red  and  white  Dyazide®  capsule: 
Your  assurance  of  Sk&F  quality. 


a product  of 
SK&F  LAB  CO. 

Cidra,  PR.  00639  © sk&f  Lab  co..  i989 
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Alien  HMOs  are  trying  to 
carve  themselves  a big- 
ger slice  of  the  healthcare 
pie.  They’re  landing  satel- 
lite offices  in  communities  that, 
until  recently,  they  ignored.  What 
attracts  them  now?  Your  patients. 
HMO  OF  WISCONSIN  was  con- 
ceived as  an  organization  concerned 
about  community  healthcare.  We 
are  dedicated  to  preserving  exist- 
ing healthcare  resources  across 
Wisconsin.  We’ve  helped  build  a 
strong  network  of  providers,  clinics 
and  hospitals  to  keep  “quality 
healthcare  close  to  home.” 

It  doesn’t  take  much  to  see  the 
difference  between  us  and  the 
alien  HMOs. 
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We  promote  cooperation  and  local 
autonomy.  They  depend  on  a 
remote,  centralized  structure.  We 
have  a base  of  more  than  2,000 
specialists  for  our  primary  care 
physicians  to  choose  from.  They 
funnel  their  physicians’  referrals  to 
their  own  specialists.  We  help 
keep  healthcare  dollars  circulating 
in  the  community.  They  ship  it 
back  to  the  main  office. 

Which  choice  is  better  for  you,  your 
patients  and  your  practice?  When 
you  join  HMO  OF  WISCONSIN, 
you  are  represented  on  its  board 
through  your  membership  in  the 
Rural  Physicians'  Association.  And 
you  have  stock  ownership  oppor- 
tunities. So  you  are  working  for 
yourself,  and  for  your  future. 


Why  cut  a smaller  piece  of  the 
pie?  For  more  information  about 
the  advantages  of  HMO  OF 
WISCONSIN,  call  us  toll-free  at 
1-800-362-3308. 


H MO 
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Opinions 


Secretary's  report 

Should  we  limit  Congressional  terms? 


All  Americans  should  be  con- 
cerned about  the  growing  cen- 
tralization of  power  in  the  Congress 
in  the  hands  of  a few  members  from 
relatively  safe  congressional  districts. 
Power  in  the  Congress  now  flows 
toward  the  House  Ways  and  Means 
Committee  chaired  by  Dan  Rosten- 
kowski  (D-Ill)  in  the  House  and  to  the 
Finance  Committee  chaired  by  Lloyd 
Bentsen  (D-Texas)  in  the  Senate. 

This  process  is  especially  damag- 
ing to  public  interest  groups,  citizens 
concerned  about  open  government, 
and  other  members  of  Congress  who 
are  increasingly  relegated  to  the 
sidelines  while  the  two  money  com- 
mittees decide  which  issues  to  roll  into 
giant  “budget  reconciliation”  bills. 
Those  bills  require  straight  up  or 
down  votes  on  the  House  or  Senate 
floor  under  rules  adopted  that  do  not 
allow  any  amendments  to  be  offered. 
The  members  vote  on  spending  for 
issues  ranging  from  health  care  to 
space  exploration  to  housing  all  in  one 
bill. 

Even  more  frustrating  is  that  after 
passage  in  each  house  a conference 
committee  is  appointed,  with  even 
fewer  members,  to  work  out  differ- 
ences between  the  house  and  senate 
versions  of  bills.  This  often  results  in 
new  language  with  new  policy  initia- 
tives that  were  never  considered  by 
any  committee  of  the  congress!  If  you 
remember  the  neat  little  diagrams  on 
how  a bill  becomes  law  from  high 


school  civics  class,  you  will  realize 
that  the  current  system  is  not  the  way 
Congress  is  supposed  to  work. 

What  this  concentration  of  power 
has  done  is  make  it  mighty  difficult 
for  a challenger  to  beat  an  incumbent. 
The  Wall  Street  Journal  reports  that 
98%  re-election  rate  for  incumbent 
congressmen  has  now  become  the 
norm.  That  is  not  healthy  and  cer- 
tainly not  what  the  founding  fathers 
had  in  mind  when  they  created  a 
“citizen”  assembly. 

The  vast  majority  of  the  535  honor- 
able women  and  men  in  Congress  still 
take  their  positions  on  committees, 
still  earnestly  debate  the  issues  of  the 
day,  and  still  cast  sincere  votes  on  the 
bills  before  them.  But  if  most  of  what 
they  do  must  pass  through  the  filters 
of  the  House  Ways  and  Means  and 
Senate  Finance  committees,  how  ef- 
fective can  they  really  be  as  players 
in  the  legislative  game?  Because  of  the 
way  the  system  has  been  perverted, 
the  bulk  of  the  work  of  most  of  Con- 
gress boils  down  to  two  words:  con- 
stituent service. 

Back  in  the  early  1970s,  when  I 
served  as  an  aide  to  a US  senator  and 
later  as  administrative  assistant  (chief 
of  staff)  to  a US  congressman,  things 
still  went  by  the  textbook.  The  auth- 
orizing committees  authorized  proj- 
ects, the  appropriations  committee 
determined  funding,  and  the  Ways 
and  Means  Committee  found  the 
money  to  pay  the  bills.  It  was  cumber- 
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some,  but  every  member  was  a 
legislative  player. 

For  better  or  worse,  the  1960s  and 
1970s  saw  the  creation  of  a host  of 
new  federal  programs  that,  according 
to  the  Congressional  Management 
Foundation,  “brought  all  constitu- 
ents—business  owners,  academics, 
mayors,  the  poor,  etc,  more  closely  in 
touch  and  reliant  on  the  federal 
government.”  The  demand  for  con- 
stituent service  grew  immeasurably, 
and  it  now  takes  37,000  staffers  to 
help  the  535  honorables  carry  out 
their  duties.  The  pentagon,  for  exam- 
ple, receives  100,000  written  inquiries 
from  the  Hill  each  year  and  2,500 
telephone  calls  each  day!  And  that  is 
just  one  department,  albeit  a big  one. 

Continued  on  next  page 
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Continued  from  preceding  page 
Once  you  have  successfully  per- 
formed a favor  for  a constituent,  you 
have  a fan— and  in  most  cases  a vote. 
This  is  not  to  say  that  constituent  ser- 
vice is  not  a vital  role  of  elected  of- 
ficials; it  is.  But  the  system  as  it  now 
operates  has  nurtured  the  malaise  that 
hangs  over  the  Hill.  Today,  we  have 
a Congress  that  is  unwilling  or  unable 
to  individually  vote  on  the  tough 
issues,  a Congress  where  a few  from 
secure  districts  do  the  work  of  the 
many.  In  short,  denied  the  oppor- 
tunity to  lead  the  nation  and  over- 


helmed by  pleas  for  help  from  the 
home  district,  Congress  can  do  little 
other  than  turn  its  attention  to  getting 
re-elected. 

Within  the  last  few  months,  an 
organization  has  been  formed  called 
Americans  to  Limit  Congressional 
Terms  (ALCT).  The  ALCT  is  dedi- 
ated  to  passing  a constitutional 
amendment  limiting  congressional 
terms  to  12  years  or  less.  A recent 
Gallup  poll  done  for  the  National 
Federation  of  Independent  Business 
shows  70%  of  the  American  public 
support  limiting  terms. 


In  its  short  history  ALCT  has 
gained  more  than  55,000  members, 
25,000  of  whom  have  made  financial 
contributions.  It  has  33  former  mem- 
bers of  Congress  from  both  parties  on 
its  National  Advisory  Board,  along 
with  120  state  legislators.  After  nearly 
20  years  as  a congressional  staffer, 
lobbyist  and  association  executive 
dealing  with  Congress,  I am  con- 
vinced the  current  congressional 
system  is  broken  and  in  need  of  repair. 

The  idea  of  a 12-year  limitation  on 
congressional  terms  deserves  our 
careful  consideration.  |" 


Editorials 

The  physician  as  a patient 


Ten  O’CLOCK  on  a Thursday 
morning  in  January  is  not  us- 
ually a quiet  time  in  a pediatrician’s 
life,  unless  one  has  a spot  on  the  beach 
at  Key  Largo  (which  I didn’t),  or  a 
broken  ankle  (which  I did). 

It  happened  in  a very  pedestrian 
way— I was  walking  home  from  a 
neighborhood  meeting  concerning  the 
need  for  a new  middle  school  here  in 
Wausau.*  One  foot  slipped  on  ice,  the 
other  stayed  firmly  planted,  and  I fell 


at  something  approaching  the  speed 
of  light,  hearing  a muffled  snap  or  pop 
(no  crackle)  about  the  time  I reached 
the  earth.  Remarkable  presence  of 
mind  (plus  nausea  and  vertigo)  kept 
me  from  trying  to  walk,  so  instead, 
I crawled  the  rest  of  the  way  home, 
creating,  I am  sure,  an  amusing  spec- 
tacle for  the  three  or  four  cars  that 
drove  by.  I must  have  looked  pretty 
good,  or  pretty  drunk,  since  no  one 
chose  to  stop.  (I  couldn’t  help  but 


remember  that  even  the  guy  on  the 
road  to  Jericho  got  lucky  the  third 
time  around.) 

Having  reached  home,  my  ankle  in 
a vise,  my  head  and  stomach  in  a ce- 
ment mixer,  and  my  eyes  in  appar- 
ently permanent  fixed  focus,  I rose  up 
briefly  and  rang  the  bell.  And  waited. 
And  waited  some  more.  I straight- 
ened up,  rang  the  bell,  and  heard  very 
determined  footsteps  approaching  the 
front  door  from  inside.  My  head  came 
down  again  as  waves  of  vertigo 
washed  over  me  so  that,  when  I heard 
the  front  door  open,  I looked  as 
though  I ought  to  be  on  a prayer  rug 
facing  Mecca.  My  wife,  Jan,  took  all 
this  in,  obviously  considering  what 
manner  of  calamity  must  have  be- 
fallen the  father  of  her  children. 

“That’s  not  very  funny!”  she  an- 
nounced in  tones  only  slightly  colder 
than  the  wind.  Unfortunately  for  me, 
my  wife  had  several  years’  experience 

* By  the  time  you  read  this,  Wausau  will  have 
decided  whether  to  educate  its  middle-school- 
aged  children  in  a real  school  or  in  a trailer  park. 

Continued  on  page  152 
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Most  area  hospitals 
treat  addicted  professionals. 


One  treats  them  like 
professionals. 


High  powered  professionals  can  be  demanding, 
independent,  driven.  The  same  characteristics  that 
make  them  great  leaders  and  problem  solvers  can 
also  make  them  resistant  to  effective  treatment 
for  chemical  dependency. 

The  McBride  Center’s  sole  mission  is  to  help 
professionals  (physicians,  lawyers,  executives,  etc.) 
deal  with  alcohol,  cocaine,  prescription  and  other 
drug  addictions.  Our  highly  skilled  staff  is 
experienced  in  dealing  with  the  special  problems 
faced  by  the  professional  seeking  treatment. 


Individual  and  family  counseling  is  supplemented 
with  peer  group  involvement  that  helps  professionals 
overcome  denial  and  accept  help.  Successful  reentry 
into  professional  life  is  an  integral  part  of  the 
McBride  program. 

If  you,  a family  member,  colleague  or  friend  needs 
help,  call  us.  The  McBride  Center  provides  confi- 
dential outpatient  and  inpatient  treatment.  We  are 
experienced  professionals  helping  professionals. 

For  more  information,  call  (414)  258-2600,  ext.  388 
(Milwaukee)  or  (608)  255-1116  (Madison). 


Experience  makes  all  the  difference. 

MCBRIDE  CENTER 


MILWAUKEE  PSYCHIATRIC  HOSPITAL 

Division  of  Addiction  Medicine 
1220  Dewey  Avenue  • Wauwatosa,  WI  53213 
1050  Regent  Street  • Madison,  WI  53715 


Continued  from  page  150 

with  my  sense  of  humor  coloring  her 

judgment  at  the  time. 

Things  improved  dramatically  after 
that.  Our  neighbors  (who  had  hosted 
the  neighborhood  meeting  that  had 
lured  me  out  on  the  street  and  into 
trouble  in  the  first  place)  took  care  of 
our  kids,  the  diagnosis  was  rapidly 
confirmed,  and,  thanks  to  a good 
surgeon  and  modem  metallurgy,  I 
was  out  of  bondage  in  a couple  of 
months. 

In  all,  it’s  been  an  interesting  ex- 
perience. Despite  excellent  care,  I 


couldn’t  shake  the  feeling  of  being 
oddly  out  of  place  as  a patient  in  my 
own  hospital,  a feeling  I am  sure  many 
health-care  professionals  would 
share.  I found  that  hospital  gowns  and 
hospital  food  deserve  everything 
that’s  ever  been  said  about  them. 
Those  who  would  point  to  Amish 
dress  as  the  epitome  of  sartorial 
humility  have  obviously  neglected  the 
hospital  gown  (or  perhaps  the  latter 
is  better  described  in  terms  of  sartorial 
humiliation). 

I found  myself  considering  all  of  the 
escapades  of  my  misspent  youth  from 


Soundings 

Axioms  in  geriatric  medicine 


Joe  Springer,  MD,  Durand 

The  concise  and  compact 
truisms  of  traditional  medical 
lore  hold  a unique  position  in  medical 
literature.  They  generally  express 
proven  values.  Many  are  colorful. 
They  commonly  leave  an  impact  that 
is  not  soon  forgotten.  They  seem  to 
glare  up  from  the  page  daring  us  to 
question  their  indisputable  wisdom. 

Most  of  the  following  few  dozen 
axioms  refer  particularly  to  geriatric 
medical  practice;  the  others  are  geri- 
atric inclusive  but  of  a broader  nature. 

We  don’t  claim  originality.  These 
tiny  but  vivid  poems  have  been  picked 
up  at  odd  times  over  the  decades. 
Where  the  origin  is  known,  identifica- 
tion is  noted. 

We  are  only  as  old  as  our  arteries 
(Osier). 

Heart  disease  before  80  is  our  fault, 
not  God’s  or  nature’s  will  (P.D. 
White). 

The  correct  dose  of  any  medicine 
is  “enough”  and  not  necessarily  a 


specific  number  of  milligrams  per 
kilogram  or  somesuch. 

The  skilled  and  dedicated  nurses 
contribute  more  than  the  charge 
physicians.  They  can  prevent  aspira- 
tion, bed  sores,  and  emotional  stress. 

If  they  are  significantly  ill  with  an 
acute  condition,  the  doctor  must 
revese  this  condition  quickly  or  they 
will  die.  They  don’t  tolerate  long 
convalescences. 

Hemocult,  hemocult,  hemocult.  In- 
crease your  satisfaction,  save  time 
and  expense  with  your  own  endo- 
scope. 

In  medicine,  sins  of  commission  are 
mortal,  sins  of  omission  venial  (Tron 
Chin). 

If  they  are  80,  they  strongly  wish 
to  make  81;  or  from  94  to  95.  Only 
the  stupid  among  us  think  they  want 
to  die. 

Where  there  is  love  for  humanity, 
there  also  is  love  for  the  art  of 
medicine  (Hippocrates). 

Use  very  small  doses  of  most  meds, 
one-fourth  to  one-half. 

Essentially  every  acutely  ill  oldster 


which  I returned  unscathed,  asking 
myself  what  message  I should  take 
away  from  being  laid  low  while  doing 
my  civic  duty.  And  finally,  I was 
remineded  that  laughter  is  truly  the 
best  medicine— and  that  it’s  a lot 
easier  to  laugh  when  you  know  that 
your  bills  will  be  paid.  It  is  my  hope 
that  within  the  coming  decade  our 
society  will  see  to  it  that  none  of  its 
members  are  denied  this  brand  of 
“medicine.” 

—Jeffrey  H.  Lamont,  MD 
Wausau  ^ 


is  dehydrated. 

Supportive  treatment  is  usually  not 
enough,  it  must  be  specific. 

The  incidence  of  primary  mental 
depression  is  extremely  high  among 
our  seniors. 

Essentially  all  oldsters  have  sus- 
tained repeated  doses  of  traumatic 
mental  stresses  (children  die,  spouses 
demented)  so  they  gradually  become 
demoralized  and  slightly  obnoxious. 

Cardiovascular  disease  has  become 
a greater  threat  at  80  than  small  pox, 
typhoid  fever,  or  the  plague  ever  were 
in  any  era. 

Insulin  diabetes  shows  progressive 
instability  with  the  years. 

Chest  pain  in  older  women  is 
seldom  ischemic,  in  men  it  seldom 
isn’t. 

Disobedient  bowels  require  much 
more  than  a variety  of  laxatives.  It  re- 
quires much  more  effort  to  unlearn 
things  than  to  learn  them. 

Forgetfulness  is  one  of  our  gentler 
forms  of  healing. 

Continued  on  page  154 
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On  call 
24  hours 
a day. 

For  five  years,  UW  Med  Flight,  University  of  Wiscon- 
sin Hospital  and  Clinics'  helicopter  critical  care 
service,  has  provided  the  latest  in  critical  care  to 
regional  hospitals,  physicians  and  patients. 

Since  it  began  operation  in  April  1985,  UW  Med 
Flight  has  made  more  than  3,500  flights  transporting 
critically  ill  and  injured  patients.  As  an  extension  of 
UW  Hospital's  critical  care  capabilities,  UW  Med 
Flight  responds  to  medical  emergencies  within  a 225- 
mile  radius  of  Madison.  Flight  nurses  and  flight 
physicians  are  on  call  24  hours  a day,  every  day. 
UW  Med  Flight-reaffirming  UW  Hospital's  mission 
to  offer  quality  health  care  to  Wisconsin. 


M UNIVERSITY  OF  WISCONSIN 
■S  HOSPITAL  AND  CLINICS 


Continued  from  page  152 

Most  oldsters  have  a sense  of 
humor  that  should  be  exercised. 

Many  times  we  think  of  the  proper 
thing  but  only  rarely  do  it. 

Who  thinks  they  are  an  inquisitor? 

Most  of  us  abuse  power  if  we  get  it. 

Precordial  pain  is  infrequently 
severe  and  frequently  minimal  or 
absent. 

Resist  hospitalization. 

Quinine  is  more  than  occasionally 
helpful  in  leg  and  thigh  pain  despite 
grossly  adequate  perfusion. 

Physicians  do  not  dominate  your 
elderly  and  failing  patients.  Allow 
them  home  visits  or  discharge  from 
the  nursing  home  willingly  and  ad  lib. 
It  sustains  hope  and  much,  much 
more. 

Solicit  psychiatric  consult  readily— 


then  frequently  ignore  chemical 
changes  suggested.  You  know  your 
patient  substantially  better.  Anti- 
psychotic drugs  have  a place,  but . . . ? 

One-half  of  complaints  or  problems 
are  drug  induced. 

Common  sense  is  more  valuable 
than  academic  expertise. 

A good  nurse  is  essential.  He  or  she 
sees  your  nursing  home  resident  daily 
and  notes  changing  behavior  and  per- 
haps an  increasing  struggle  to  main- 
tain appearances. 

Daytime  sedation  is  frequently 
necessary.  We  like  phenobarbital. 
The  more  contemporary  sedative- 
hypnotics  work  well  for  a time,  but 
commonly  backfire  eventually. 

Beware  the  assertive  nurse.  You 
are  treating  an  individual,  not  the 
nurses ’s  desire  for  a quiet  ward. 


Treat  skin  infections  an  extra  2 
weeks  after  cure  seems  apparent. 

Be  reluctant  to  reduce  or  stop  anti- 
convulsants. On  the  other  hand,  if  the 
convulsive  history  is  vague  or  brief, 
try  to  taper. 

Remember  alcoholism  among  the 
aged.  Many  of  the  reformed  will 
revert  incidiously. 

Hearing  the  patient’s  message  is 
the  sine  quo  non  of  a good  physician. 

In  the  presence  of  significant  infec- 
tion the  WBC  is  frequently  under 

10.000  but  a shift  usually  present. 
Conversely,  the  WBC  may  be  15,000- 

18.000  with  dehydration  alone,  but  no 
shift. 

And  finally,  Sir  William  Osier  ad- 
monished with  any  patient  to  do  the 
kind  thing  and  to  do  it  first.  | 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Another  view  on  the  80-hour  work  week 


To  THE  EDITOR:  I would  like  to  re- 
spond to  a recent  editorial  entitled  “A 
victim  of  misinformation,”  which  was 
critical  of  Sen  Joseph  J.  Czamezki’s 
testimony  on  SB  243. 

In  his  testimony,  the  senator  was 
very  supportive  of  the  needs  of  interns 
and  residents  to  have  adequate  time 
for  sleep,  other  vital  functions  and  to 
spend  important  personal  time  with 
their  families  and  friends.  While  I am 
not  familiar  with  all  the  details  of  SB 
243, 1 certainly  did  not  find  much  in 
Sen  Czamezki’s  testimony  with  which 
I would  take  issue. 

The  editorial  said  that  “there  is  a 
grain  of  truth  in  his  testimony  and 
there  may  be  an  occasional  resident 
in  Wisconsin  who  works  a 100-hour 
week.”  I would  maintain  that  there 
is  much  more  than  a grain  of  truth  in 
the  senator’s  statements,  in  that  there 
are  many  residents  in  Wisconsin  who 
still  work  100-hour  weeks.  I per- 
sonally had  many  weeks  in  which  I 
worked  more  than  100  hours  while  in 
my  training  programs. 

None  of  us  would  dispute  the  need, 
at  times,  for  long  working  hours  in  the 
interest  of  better  patient  care.  Cer- 


tainly medicine  is  not  a 9-to-5  job  and 
never  will  be.  We  do  not  wish  to  im- 
part a shift  mentality  to  physicians  in 
training,  but  certainly  there  are  some 
gross  areas  of  deficiency  within  the 
intern  and  resident  system. 

It  is  healthy  to  have  concern  over 
the  long  hours  that  interns  and 
residents  are  required  to  work.  We 
should  make  every  effort  to  be  more 
humane  in  our  requirements  of  interns 
and  residents.  It  is  unfortunate  that 
it  is  necessary  to  even  consider  legisla- 
tion. It  is,  however,  an  unfortunate 
fact  that  some  people  in  a position  of 
responsibility  for  residents  are  not  suf- 
ficiently concerned  about  the  number 
of  hours  that  the  residents  are  re- 
quired to  work,  or  about  their  mental 
or  physical  health.  As  physicians  we 
should  be  more  aware  of  the  needs  of 
people  for  sleep,  psychological  breaks 
from  the  rigors  of  house  staff  respon- 
sibility and  the  need  to  be  with 
families. 

Creating  doctors  with  no  outside 
interests  or  lack  of  empathy  for  pa- 
tients, due  to  long  hours  without 
sleep,  is  not  a necessary  part  of  a train- 
ing program. 


I support  the  concept  that  residents 
should  work  until  the  vital  work  of  pa- 
tient care  is  done.  This  does  not 
always  fit  into  a schedule.  I believe, 
however,  that  most  interns  and  resi- 
dents would  be  sufficiently  dedicated 
to  their  job  to  avoid  leaving  in  the  mid- 
dle of  a necessary  procedure  or  before 
necessary  work  is  done  if  there  were 
arbitrary  hourly  limits.  These  limits, 
however,  would  force  training  pro- 
grams to  ensure,  on  the  whole,  that 
physicians  in  training  had  time  to 
themselves  outside  the  hospital. 

Perhaps  we,  as  physicians,  rather 
than  criticizing  those  elected  officials 
who  are  attempting  to  help  with  this 
problem,  should  do  more  to  solve 
them  from  within  the  medical  system. 
I think  it  is  a sad  testimony  that  the 
welfare  of  residents  and  interns  has 
become  the  concern  of  the  state  legis- 
lature rather  than  the  medical  com- 
munity. Physician  heal  thyself. 

Thank  you  for  the  opportunity  to 
voice  my  view  on  this  subject. 
—Ron  H.  Stark,  MD 

Milwaukee  | 


The  importance  of  animals  in  biomedical  research 


To  THE  editor:  The  Wisconsin 
Association  for  Biomedical  Research 
and  Education  has  sponsors  from 
medical  schools,  private  laboratories, 
and  the  foundations  affiliated  with 
Marshfield  Clinic  and  the  Gundersen 
Clinic.  Its  purpose  is  to  provide  educa- 
tional information  to  the  public  about 
the  use  of  animals  for  biomedical 
research. 

As  a representative  to  WABRE,  I 
have  been  impressed  with  their 
sincerity  and  concerns.  Most  are  basic 


researchers  but,  in  a broader  sense, 
they  are  also  our  teachers  and  col- 
leagues in  global  aspects  of  health 
science,  not  only  now,  but  also  for  the 
future.  I believe  it  is  imperative  we 
learn  more  about  their  activities  and 
invite  you  to  visit  our  booth  at  the 
SMS  annual  meeting  in  Green  Bay. 

World  Animal  Laboratory  Week 
will  be  the  last  week  of  April  1990. 
It  is  then  that  animal  rights  activists 
are  most  visible  and  aggressive  with 
various  activities.  It  is  important  that 


physicians  maintain  a critical  open- 
mindedness  about  these  activities. 
Some  may  accept  the  rhetoric  without 
fully  understanding  the  general  con- 
demnation regarding  use  of  all  animal 
experimentation  which  may  include 
studies  related  to  biomedical  re- 
search. 

The  fact  that  they  are  separate,  and 
are  perceived  as  separate  by  the  lay 
people,  is  reflected  in  a recent  poll  by 
the  Milwaukee  Journal  in  which  88% 
Continued  on  page  158 
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ow  It  Is  Your  Turn 


Whether  the  objective  is  the  prudent  use  of  funds  or  the  prudent 
use  of  time,  the  Sister  Bay  Resort  and  Yacht  Club  stands  alone 
in  offering  the  best  of  all  worlds. 

It  is  much  more  than  just  a condominium. 

It  has  dignity,  charm,  character,  and  warmth. 

Like  Chicago,  the  city  that  “ works the  Sister  Bay  Resort 
and  Yacht  Club  works,  and  works  very  well. 

An  exciting  choice  of  one,  two  and  three  bedroom  homes  is 
offered  — pricedfrom  about  One  Hundred  Thousand  Dollars 
to  over  Three  Hundred  Thousand  Dollars.  Well  protected  boat 
slips  in  sizes  from  thirty  four  feet  and  larger,  are  optional. 

Nightly  rental  (two-night  minimum ) of  superbly  appointed 
privately  owned  residences  are  available  year  around.  Boat 
slips  may  be  rented  in  season. 


For  information  or  to 
schedule  your  private  showing, 
please  call  Door  County  Properties,  Inc. 
South  Shore  of  Sister  Bay, 

P.O.  Box  496,  Sister  Bay,  WI  54234 

(414)  854-2993 

Private  ownership  and  rental 


Door  County’s  Spectacular  Waterfront  Condominium 


Continued  from  page  155 
of  the  people  interviewed  condoned 
the  use  of  animals  for  biomedical 
research.  The  same  poll,  however, 
found  less  tolerance  of  animals  being 
used  for  other  activities,  including 
product  testing.  It  is  in  this  area 
specifically  where  physicians  should 
be  alert  and  realize  this  may  include 
drug  and  medical  appliance  testing 
which  may  involve  animal  use. 

It  is  easy  to  ignore  these  concerns 
and  conclude  they  do  not  pertain  to 
us  as  practicing  physicians;  it  is  solely 
a concern  for  those  investigators 
affiliated  with  our  universities  and 
research  centers.  This  is  obviously 
not  the  case.  Basic  research  does  per- 
tain to  patient  care,  perhaps  indirectly 


on  occasion,  but  there  are  many 
examples  extant  throughout  the  his- 
tory of  medicine  where  such  basic 
research  made  substantial  contribu- 
tions. For  example,  in  gastroenter- 
ology, bench  research  led  to  the 
development  of  the  H2  blockers; 
brush  border  enzyme  activity  in 
hamsters  led  to  the  recognition  of  lac- 
tose intolerance,  and  so  on. 

In  addition,  use  of  animals  for 
development  of  surgical  skills  is  not 
uncommon  in  certain  medical  facili- 
ties. At  La  Crosse  Lutheran  Hospital, 
early  animal  work  on  cardiovascular 
surgery  led  to  the  refinement  of  tech- 
niques and  development  of  ap- 
proaches applied  to  patient  care  in  our 
community.  More  recently,  animals 


Injuries  in  Wisconsin 


To  THE  EDITOR:  As  we  enter  the 
1990s,  and  then  the  21st  century,  it 
is  time  that  the  SMS  and  its  7,400 
physicians  do  something  about  the  in- 
jury problem  in  Wisconsin.  Injuries 
are  the  leading  cause  of  premature 
death  in  our  state  today.  They  are  the 
leading  cause  of  death  in  ages  1-44, 
and  are  the  leading  cause  of  potential 
years  of  life  lost— exceeding  that  of 
heart  disease  and  cancer.  Injuries  ac- 
count for  millions  of  dollars  of  lost 
work  and  are  a leading  cause  of  hos- 
pitalization. 

The  Wisconsin  Division  of  Health 
has  only  three  people  attempting  to 
attack  this  major  health  problem. 
These  people  have  been  tucked  away 
under  a maternal  and  child  health 
grant  and,  thus,  are  able  to  address 
only  childhood  injuries.  What  about 
the  adults  who  die  each  year  from 
drownings,  falls,  house  fires  and 
motor  vehicle  crashes?  Since  1984, 


Wisconsin  has  had  323  deaths  due  to 
AIDS.  Last  year  alone,  more  than  four 
times  that  many  died  due  to  motor 
vehicle  crashes  in  our  state  (n  = 810; 
Wisconsin  Department  of  Health  and 
Social  Services,  Division  of  Health, 
1988). 

Work  on  the  new  public  health  plan 
for  Wisconsin  is  completed.  We  now 
have  a blueprint  of  goals  and  objec- 
tives for  injury  control  in  Wisconsin 
for  the  year  2000.  We  need  talented 
people,  state  support,  and  dollars  to 
get  this  effort  going  and  meet  the 
goals  and  objectives  of  the  plan.  The 
SMS  can  and  should  endorse  this  plan 
through  its  members,  through  county 
medical  societies,  and  through  legis- 
lators to  get  adequate  dollar  support 
for  injury  control  activities  in  Wis- 
consin. 

The  time  is  now  for  such  support. 
Creative  methods  of  generating  reve- 
nues for  such  activities  need  to  be 


have  been  used  for  the  teaching  of 
tracheostomy  techniques  in  advance 
trauma  support  education  programs. 
I recently  attended  a seminar  on 
heater  probe  therapy  of  malignant 
esophageal  cancer  and  practiced  the 
techniques  on  anesthetized  dogs.  As 
always,  the  animals  are  treated 
humanely  in  laboratories  closely 
monitored  by  a variety  of  agencies. 

Although,  in  most  cases,  we  are  not 
directly  involved  in  these  areas,  it  is 
our  responsibility  as  physicians  to  be 
aware  of  these  activities  and  to  voice 
your  support  for  continued  biomedical 
animal  research.  Please  visit  us  in 
Green  Bay. 

—Duane  W.  Taebel,  MD 

La  Crosse  ^ 


explored  jointly  with  the  public  and 
the  private  sector.  The  One-for-Life 
proposal  which  involves  a dollar 
registration  fee  increase  for  motorists 
is  an  excellent  example  of  obtaining 
needed  funds  for  Emergency  Medical 
Services.  This  legislation  directly  af- 
fects one  aspect  of  the  injury  problem 
in  our  state.  I feel  we  need  additional 
efforts  to  implement  the  Wisconsin 
Public  Health  Plan  for  Injury  Control. 
Please  feel  free  to  write  or  contact  me 
with  your  ideas  and  suggestions. 
—Stephen  Hargarten,  MD 
chair,  Injury  Subcommittee 
Public  Health  Plan 
Milwaukee  f 
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Chlamydia:  management  in  the  physician’s  office 


Michael  L.  Vaughn,  Ted  Jones,  Murray  L.  Katcher,  MD,  PhD,  and 
Jeffrey  P.  Davis,  MD,  Madison 

Chlamydia  trachomatis  infections  constitute  the  most  prevalent  bacterial 
sexually  transmitted  disease  (STD)  in  Wisconsin.  In  1987,  chlamydia 
became  Wisconsin’s  most  frequently  reported  STD.  Several  significant 
clinical  syndromes  have  been  associated  with  chlamydia  infection.  Preven- 
tion and  control  of  STD  needs  to  become  a basic  part  of  primary  care 
within  the  private  medical  setting.  Determination  of  the  need  to  test  a 
patient  for  chlamydia  infection  cannot  be  based  solely  on  the  presence  of 
signs  or  symptoms.  Physicians  in  private  practice  need  to  identify  high- 
risk  patients  and  selectively  screen  high-risk  men  and  women,  rapidly 
initiate  treatment  of  chlamydia-infected  patients  and  their  sexual  partners, 
and  work  closely  with  public  health  personnel  as  part  of  disease  inter- 
vention. Wis  Med  J 1990;89:159-161. 


A large  NUMBER  of  sexually 
transmitted  diseases  (STD) 
may  have  detrimental  effects  on  re- 
productive health.  Two  decades  ago, 
prevention  programs  focused  on  de- 
tection and  treatment  of  syphilis  and 
gonorrhea.  Now,  these  programs 
have  expanded  efforts  attempting  to 
control  Chlamydia  trachomatis , 
genital  herpes,  human  papilloma 
virus,  pelvic  inflammatory  disease 
(PID),  hepatitis,  and  acquired  immune 
deficiency  syndrome  (AIDS). 

Chlamydia  infections  constitute  the 
most  prevalent  bacterial  STD  in 
Wisconsin.  Since  May  1984,  when 
chlamydia  infections  became  report- 
able,  the  dramatic  rise  noted  in  the 
number  of  reported  cases  has  resulted 
from  increased  awareness  and  testing 
by  both  public  and  private  health  care 
providers  (Fig  1). 

The  number  of  reported  chlamydia 
cases  in  Wisconsin  has  almost  tripled 
from  5,065  cases  reported  in  1985  to 


14,200  cases  reported  in  1988.  Dur- 
ing this  same  interval  the  number  of 
reported  cases  of  gonorrhea  de- 
creased from  13,136  to  10,190  (Fig  1). 

In  1987,  chlamydia  became  Wis- 
consin’s most  frequently  reported 
STD.  In  1988,  chlamydia  cases  ac- 


counted for  52%  of  the  total  report- 
able  STD  morbidity;  gonorrhea  cases 
accounted  for  37%. 

Chlamydia  is  most  prevalent  among 
young,  sexually  active  individuals.  In 
1988,  76%  of  the  reported  chlamydia 
cases  occurred  in  individuals  15  to  24 
years  of  age. 

In  1988, 81%  of  reported  chlamydia 
cases  occurred  in  females  and  19%  in 
males  (Fig  2).  This  4:1  female:male 
disparity  is  a reflection  of  under- 
testing of  male  sex  partners  exposed 
to  chlamydia-infected  patients.  By 
comparison,  50%  of  reported  gonor- 
rhea cases  occur  in  females  and  50% 
in  males,  reflecting  well-established 
and  effective  partner  reporting,  fol- 
low-up, and  treatment  (Fig  2). 

In  1988, 63%  of  reported  chlamydia 
infections  occurred  outside  Milwau- 
kee; however,  by  comparison,  78%  of 
reported  gonorrhea  morbidity  in  Wis- 
consin occurred  within  Milwaukee. 


Number  of  Reported  Cases  (Thousands) 
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Fig  1.— Chlamydia  and  gonorrhea  in  Wisconsin,  1985-1988. 


Wisconsin  Medical  Journal  • April  1990 


159 


RATE  PER  100,000 

500  - 
400  i 
300  - 
200  - 
100  - 
0 - 


wm 

CHLAMYDIA  MALE 

ES  CHLAMYDIA  FEMALE 

GONORRHEA  MALE 

ED  GONORRHEA  FEMALE 

Fig  2. — Chlamydia  and  gonorrhea  by  gender  in  Wisconsin,  1985-1988. 


Determination  of  the  need  to  test 
a patient  for  chlamydia  infection  can- 
not be  based  solely  on  the  presence 
of  signs  or  symptoms.1'2  Most 
women  with  an  endocervical  chla- 
mydia infection  and  as  many  as  30% 
of  heterosexual  men  with  a chlamydia 
infection  have  few  or  no  symptoms; 
therefore,  a deliberate  evaluation  in- 
cluding a sexual  history  and  clinical 
evaluation  for  chlamydia  is  recom- 
mended. Evaluation  of  other  less 
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Family  and  Community  Health  Section, 
Wisconsin  Division  of  Health.  Ted  Jones 
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Acute  and  Communicable  Disease  Sec- 
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Katcher  is  from  the  Family  and  Commu- 
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of  Health,  and  Department  of  Pediatrics, 
University  of  Wisconsin  School  of  Medi- 
cine, Madison.  Dr  Davis  is  from  the  Acute 
and  Communicable  Disease  Section,  Wis- 
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sin Division  of  Health,  Bureau  of  Com- 
munity Health  and  Prevention  1 West 
Wilson  Street,  PO  Box  309,  Madison,  WI 
53701-0309;  telephone:  608-266-0220. 
Copyright  1990  by  the  State  Medical 
Society  of  Wisconsin. 


prevalent  STDs  also  needs  to  occur 
as  part  of  routine  patient  care.3 
Clinical  syndromes  associated  with 
chlamydia  infection  are  presented  in 
Table  l.4 

The  Centers  for  Disease  Control 
have  stressed  the  importance  of 
prevention  and  control  of  STD  as  a 
basic  part  of  primary  care  within  the 
private  medical  setting.5  Physicians 
in  private  clinical  practice  can  aug- 
ment the  Wisconsin  chlamydia  con- 
trol effort  by  doing  the  following: 

• identify  high-risk  patients  (Table  2); 

• selectively  screen  high-risk  men 
and  women  using  culture  or  antigen- 
detection  tests; 

• rapidly  initiate  treatment  of 
chlamydia  infected  patients  and  their 


sex  partners  (ie,  doxycycline  100  mg 
po  bid  x 7 days  or  tetracycline  500  mg 
po  qid  x 7 days  or  erythromycin  base 
500  mg  po  qid  x 7 days  or  erythro- 
mycin ethylsuccinate  800  mg  po  qid 
x 7 days);4  6 

• counsel  patients  to  take  all  medica- 
tions as  prescribed  and  refer  all  sex 
partners  for  medical  evaluation;2-7 

• have  knowledge  about  the  local 
availability  of  epidemiologic  follow-up 
services,  and  work  closely  with  public 
health  personnel; 

• report  cases  promptly  and  com- 
pletely to  facilitate  epidemiologic 
follow-up,  and  to  strengthen  the  Wis- 
consin epidemiologic  surveillance 
system. 

• counsel  sexually  active  patients 
about  the  use  of  condoms  to  reduce 
the  risk  of  exposure  to  STD,  outside 
of  a mutually  monogamous  relation- 
ship. 

Tests  for  chlamydia  include  culture 
and  non-culture  methods.  Non-culture 
methods  include  direct  fluorescent 
antibody  (DFA)  and  enzyme  immu- 
noassay (EIA)  tests.  The  sensitivity 
and  specifity  of  non-culture  tests  for 
chlamydia  is  determined  in  relation- 
ship to  tissue  culture.2 

Testing  and  treatment  intervention 
is  recommended  for  sex  partners  of 
infected  patients  to  advance  the  con- 
trol of  chlamydia  in  the  population, 
and  to  protect  patients  from  reinfec- 


Table  1.— Clinical  spectrum  of  chlamydia  trachomatis  infection. 

Males 

Females 

Fetus /Newborns 

Urethritis 
Proctitis 
Conjunctivitis 
Asymptomatic  infection 

Cervicitis 

Urethritis 

Proctitis 

Conjunctivitis 

Asymptomatic  infection 

Prematurity? 
Neonatal  death? 
Stillbirth? 
Conjunctivitis 
Pneumonia 

Complications 

Epididymitis 

Prostatitis? 

Reiter  syndrome? 
Sterility? 

Complications 

Salpingitis 

Endometritis 

Perihepatitis 

Ectopic  pregnancy 

Infertility 

Dysplasia? 

? indicates  relationship  not  firmly  established 
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Table  2.— High  risk  and  selective  screening  criteria  for  chlamydia  trachomatis 

• Patient  has  one  or  more  of  the  following: 

► More  than  one  sex  partner  within  the  past  3 months 

► A new  sex  partner  within  the  past  3 months 

► Signs  or  symptoms  associated  with  chlamydia  or  other  sexually 
transmitted  diseases 

► Pregnancy 

• Sex  partner  diagnosed  with  a sexually  transmitted  disease  within  the  past 
3 months 


tion.8  Empirical  treatment  of  sex 
partners  of  infected  patients  is  recom- 
mended as  the  last  recourse,  when 
medical  evaluation  is  not  possible. 
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Super  bone  scan  in  metastatic  stomach  cancer 


Thomas  Saphner,  MD,  Richard  R.  Love,  MD,  and  Scott  Perlman,  MD 
Madison 

Within  the  imaging  literature,  the  super  bone  scan  has  emerged  as  a 
distinct  type  of  bone  scan  with  a specific  differential  diagnosis.  Previous 
reviews  have  included  prostate,  breast,  bladder  and  colon  cancer,  and 
lymphoma  among  the  causes  of  a super  bone  scan  but  have  not  included 
stomach  cancer.  We  report  a super  bone  scan  caused  by  late  recurrence 
of  stomach  cancer  in  the  bone  marrow.  Because  the  management  of 
stomach  cancer  is  significantly  different  than  the  management  of  other 
causes  of  a super  bone  scan,  the  distinction  is  clinically  relevant.  We 
conclude  that  stomach  cancer  should  be  considered  in  the  differential 
diagnosis  of  a super  bone  scan.  Wis  Med  J 1990;89:161-163. 


A super  BONE  SCAN,  or  absent 
renal  sign,  is  defined  visually 
as  a homogeneous  symmetrical  in- 
creased uptake  of  bone  tracer  in  the 
skeleton  relative  to  soft  tissue.1 
These  scans  are  most  commonly 
caused  by  diffusely  metastatic  cancer 
or  by  metabolic  bone  disease.13  The 
cancers  most  frequently  associated 
with  such  scans  are  prostate  4-9  and 
breast.3'9'10  Cancers  less  frequently 


associated  with  super  bone  scans  in- 
clude bladder,4'5'10  colon,1  lym- 
phomas,11 and  Waldenstrom  macro- 
globulinemia.12  Review  of  the 
nuclear  medicine  literature  from  1989 
to  1966  by  computer  search  (major 
MESH  heading,  bone  and  bones;  sub- 
heading, radionuclide  imaging;  data 
bases,  medline  and  cancerlit)  and  by 
review  of  the  Index  Medicus  yielded 
only  one  case  written  in  English  of  a 


patient  with  stomach  cancer  and  sym- 
metrically increased  uptake  of  bone 
tracer.13  We  report  here  a super 
bone  scan  caused  by  the  late  recur- 
rence of  stomach  cancer  in  the  bone 
marrow. 

Case  report 

In  December  1981,  a 56-year-old  man 
came  to  his  local  hospital  with 
stomach  cancer.  An  antrectomy  and 
Billroth  1 gastroduodenostomy  were 
performed.  The  pathology  specimen 
demonstrated  a 3 x 5 cm  ulcerating 
adenocarcinoma  of  the  stomach  in- 
volving two  lymph  nodes  and  the 
surgical  margins.  Subsequently, 
because  of  the  positive  margins,  a sub- 
total gastrectomy  and  Billroth  2 
antecolic  reconstruction  was  per- 
formed. The  pathology  specimen 
from  the  second  procedure  demon- 
strated no  positive  lymph  nodes  and 
no  involvement  of  the  surgical 
margins.  During  the  next  six  years, 
the  patient  was  followed  closely  in- 
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Figs  la  and  lb.— Anterior  (a)  and  posterior  (b)  coronal  tomographs  obtained  with  a Pho/Con  gamma  camera  (Searle-192).  Note  diffuse 
Tc-99m-methylene  diphosphonate  uptake  throughout  the  skeleton,  particularly  the  axial  skeleton,  and  the  minimal  renal  excretion.  Rib 
trauma  secondary  to  a fall  also  is  imaged. 


eluding  regular  physical  examina- 
tions, three  upper  gastrointestinal 
(UGI)  barium  studies  and  an  UGI  en- 
doscopy, all  of  which  were  negative 
for  recurrent  cancer. 

At  a routine  follow-up  visit  in 
August  1988,  the  patient  complained 
of  rib  tenderness  after  a fall  and  was 
noted  to  have  lost  10  pounds  over  the 
previous  three  years.  Liver  function 
tests  demonstrated  an  alkaline  phos- 
phatase of  1 3 75  (nl  value  30- 1 1 5 UL) 
and  the  CEA  was  5.6  (nl  value  3.1 
ng/ml).  A bone  scan  demonstrated 
marked  uptake  of  Tc-99m-methylene 
diphosphonate  throughout  the  axial 
skeleton  (Figs  la  and  lb).  A skeletal 
survey  documented  marked  deminer- 


Drs  Saphner  and  Love  are  with  the 
Department  of  Human  Oncology  at  the 
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phone: 608-263-8600.  Copyright  1990  by 
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alization  of  the  bones  and  compres- 
sion fractures  of  thoracic  and  lumbar 
vertebrae,  but  no  lytic  or  blastic 
lesions.  On  hospital  admission,  history 
and  physical  examination  were  other- 
wise unrevealing.  A complete  blood 
count  was  significant  for  a hematocrit 
of  37.6  ml/dl  and  a MCV  of  102 
fl/RBC,  but  was  negative  for 
nucleated  or  fragmented  red  blood 
cells.  The  roentgenogram  of  the  chest 
was  remarkable  only  for  deminer- 
alization of  the  vertebrae  and  several 
compression  fractures.  A computed 
tomography  (CT)  scan  of  the  abdo- 
men demonstrated  only  multiple 
small  lytic  bone  lesions. 

Detailed  evaluation  for  prostate 
cancer  included  determination  of  acid 
phosphatase  which  was  2.7  (nl  value 
0-0.8  U/L)  and  prostate-specific 
antigen  which  was  2.2  (nl  value 
0-3.2).  Examination  by  a urology  con- 
sultant documented  the  prostate  to  be 
15  to  20  grams,  soft  and  without 
nodules.  Cystoscopic  examination 
was  unremarkable  and  multiple  ran- 
dom needle  biopsies  of  the  prostate 
were  also  negative  for  malignancy. 


Evaluation  for  Paget’s  disease  in- 
cluded a urine  hydroxyproline  which 
was  26  (nl  value  15-45  mg/ 24  hours) 
and  evaluation  for  multiple  myeloma 
included  a serum  electrophoresis 
which  was  normal.  A bone  marrow 
biopsy  specimen  from  the  posterior 
iliac  crest  demonstrated  infiltration 
with  adenocarcinoma  cells  identical 
to  those  in  the  original  stomach  speci- 
men (Fig  2).  Both  specimens  con- 
tained gland-forming  elements  and 
signet  ring  cells. 

Discussion 

This  case  is  an  example  of  late  recur- 
rence of  stomach  cancer  that  pre- 
sented as  a super  bone  scan.  Previous 
reviews  have  not  included  stomach 
cancer  in  the  differential  diagnosis  of 
a super  bone  scan,1'3  and  we  could 
find  no  conclusive  documentation  of 
this  occurrence  in  the  nuclear  medi- 
cine literature.  Because  prostate 
cancer  is  the  most  common  cause  of 
a super  bone  scan  and  is  a common 
cause  of  an  elevated  acid  phosphatase 
among  elderly  men,  some  clinicians 
may  have  treated  similar  patients  as 
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Fig  2.— This  bone  marrow  biopsy  specimen  demonstrates  adonocarcinoma  cells  identical 
to  the  specimen  obtained  from  the  stomach  6 years  prior. 


prostate  cancer  even  if  proof  of  pros- 
tate cancer  could  not  be  attained  by 
a biopsy.  Inclusion  of  stomach  cancer 
in  the  differential  diagnosis  of  a super 
bone  scan  and  awareness  of  diffuse 
bone  metastases  of  any  cancer  as  a 
cause  of  increased  acid  phospha- 
tase14 can  help  prevent  misdiagnosis 
of  similar  patients  as  having  prostate 
cancer  and  mismanagement  of  these 
patients  with  orchiectomy. 
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Socioeconomic 


Physicians  serving  the  poor  in  Racine  County 


Marvin  Parker,  MD,  and 
Barb  Tylenda,  Racine 

Each  new  study  on  health  care 
reveals  an  alarming  trend  in  the 
increasing  number  of  individuals  who 
are  medically  uninsured  in  our  coun- 
try. The  figures  are  staggering,  with 
national  totals  exceeding  31  million. 
In  Wisconsin,  the  number  reached 
550,000. 

While  debate  over  health  care  rages 
on  at  the  national  and  state  level,  the 
Racine  County  Health  Care  Network 
is  offering  immediate  assistance  to 
Racine  County  residents.  Supported 
by  a $150,000  grant  to  be  used  over 
5 years  from  St  Mary’s  Medical 
Center,  generous  yearly  contributions 
from  St  Luke’s  Hospital  in  Racine  and 
donations  from  area  foundations,  the 
Health  Care  Network  incorporated  in 
November  1987. 

The  mission  of  the  agency  is  to  pro- 
vide free  or  low-cost  health  care  to 
individuals  who  are  of  limited  income 
and  medically  uninsured.  This  is  done 
through  a network  of  providers  which 
include  83  physicians,  20  dentists, 
three  area  hospitals,  19  pharmacies, 
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director  of  the  Racine  County  Health  Care 
Network.  Copyright  1990  by  the  State 
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and  a home  care  medical  supply  com- 
pany. Physicians  provide  all  office 
visits  free  of  charge.  While  surgery 
is  not  listed  as  a service  of  the  net- 
work, generous  physicians  have 
donated  their  expertise  on  a case  by 
case  basis. 

Upon  referral  to  the  Health  Care 
Network,  an  individual  is  screened  for 
eligibility.  This  includes:  1)  resident 
of  Racine  County;  2)  income  at  150% 
of  the  poverty  level  or  lower  (gross  in- 
come for  single  person,  $747  per 
month;  family  of  four,  $1,512  per 
month);  3)  no  medical  insurance;  and 
4)  ineligibility  for  county,  state  or 
federal  health  care  assistance  (general 
assistance,  medicaid,  medicare).  The 
health-care  need  of  the  individual  is 
determined,  and  referral  is  made  to 
the  appropriate  provider. 

Physician  specialties  involved  in  the 
network  include  family  practice,  in- 
ternal medicine,  gastroenterology, 
cardiology,  rheumatology,  nephrol- 
ogy, neurology,  ophthalmology,  on- 
cology, otolaryngology,  orthopedic, 
pathology,  pediatrics,  psychiatry, 
surgery,  urology,  radiology,  and 
pulmonary  medicine.  Specialists  also 
are  available  for  infectious  diseases 
and  allergies. 

An  unique  aspect  of  the  program  is 
that  the  medical  appointments  are 
scheduled  within  the  individual  office 
of  the  physician.  In  this  way,  the 
patient  can  be  fit  into  the  ongoing 
appointment  schedule  of  the  provider. 


Several  methods  of  meeting  the 
needs  of  the  medically  uninsured 
were  considered.  In  consultation  with 
a majority  of  physicians  in  our  com- 
Continued  on  next  page 
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Continued  from  preceding  page 
munity,  this  format  was  decided  upon 
—accommodating  the  individuals  to 
be  served  in  the  established  system, 
using  existing  facilities  in  a coop- 
erative venture,  rather  than  estab- 
lishing a separate  or  freestanding 
system. 

The  network  has  gained  increasing 
acceptance  and  is  working  quite  well, 
according  to  Dr  Marvin  Parker,  past 
president  of  Racine  County  Medical 
Society  and  board  member  of  the 
network. 

As  the  network  recognizes  the  vary- 
ing demands  on  physicians,  each  doc- 
tor who  volunteers  is  able  to  set  an 
individual  commitment  level.  The 
physicians  may  designate  the  number 
of  network  clients  they  will  treat  per 
month  or  quarter. 

Dr  Peter  Bartzen,  general  surgeon, 
has  been  a member  of  the  network 
since  its  inception.  Dr  Bartzen  said, 
“The  professional  should  be  leaders 
in  helping  the  uninsured.  We  can’t  ex- 
pect the  business  community  to  do 


Loss  prevention 

Case  report: 

Herbert  F.  Laufenburg,  MD 
Milwaukee 

Allegations  against  phy- 
sicians in  professional  liability 
complaints  frequently  relate  to  the 
negligent  prescribing  of,  or  treatment 
with,  drugs.  In  particular,  the  failure 
to  adequately  monitor  patients  on 
drug  therapy,  or  ignorance  of  poten- 
tial adverse  or  idiosyncratic  reactions, 
can  provide  the  plaintiff’s  attorney 
with  sufficient  cause  to  institute  legal 
action,  especially  if  catastrophic  in- 
jury occurs. 

Physicians  who  prescribe  without 
sufficient  knowledge  or  understand- 


something philanthropic  if  we  our- 
selves are  not  involved.” 

When  lab  or  radiologic  services  are 
required,  the  physician  can  order 
these  services  through  one  of  the 
three  hospitals.  In  Racine,  St  Mary’s 
Medical  Center  and  St  Luke’s  Hos- 
pital donate  these  services  on  a 
monthly  rotating  basis.  Clients  in  the 
western  part  of  the  county  receive  the 
same  services  through  the  Burlington 
Clinic  and  Burlington  Memorial 
Hospital. 

Prescriptions  are  available  to  the 
client  at  a discounted  rate  through  19 
area  pharmacies.  Home  care  medical 
supplies  are  available  at  a discounted 
rate  through  a local  home  care 
medical  supply  company. 

In  November  1989,  the  Health  Care 
Network  marked  its  second  anniver- 
sary. In  that  time,  more  than  1,050 
health-care  appointments  were  pro- 
vided. One  of  the  individuals  care  for 
was  a 45-year-old  woman  who  had 
pain  and  DIP  joint  finger  deformity 
of  the  fifth  digit.  While  this  complaint 


ing  of  the  drugs  used  are  courting 
disaster.  For  example,  while  10%  of 
all  claims  made  against  family  physi- 
cians are  related  to  drug  injury1  no 
specialty  is  immune,  and  appropriate 
strategies  need  to  be  incorporated  into 
each  physician’s  practice  to  minimize 
exposure  to  such  claims  and  to  avoid 
the  mental  anguish  of  being  sued. 

The  following  case  summary  illus- 
trates how  physicians  can  become 
entangled  when  risk  management 
strategies  are  not  practiced. 

Clinical  history 

A 56-year-old,  alcohol-dependent 
male  was  referred  by  his  family  physi- 
cian for  inpatient  care  at  a local  center 


negligent  treatment 


appeared  minor  in  nature,  Dr  H.  L. 
Ericson,  orthopedic  surgeon,  appre- 
ciated its  implications  for  her  assem- 
bly job.  Within  a month  of  a Swanson 
silastic  implant,  the  client  received  an 
appreciable  pay  raise  due  to  her  in- 
creased production  rate.  The  woman 
is  no  longer  using  the  services  of  the 
network  due  to  her  increase  in  in- 
come. 

Dr  Ericson  said,  “I  have  been  made 
aware  of  the  change  in  medical  needs 
for  the  uninsured.  While  it  is  an  area 
being  addressed  by  medicine,  each 
physician  should  do  what  he  or  she 
can  to  alleviate  this  growing 
problem.” 

Dennis  Feider,  MD,  1989  president 
of  the  Racine  County  Medical  Society 
said,  “By  providing  their  volunteer 
help  to  the  Racine  County  Health 
Care  Network,  the  members  of  the 
Racine  County  Medical  Society  are 
again  demonstrating  through  their  ac- 
tions their  true  commitment  to  pro- 
viding health  care  to  all  of  the  citizens 
of  our  community.”  | 


with  drugs 

specializing  in  the  treatment  of  chem- 
ical dependency.  As  an  adjunct  to  his 
management  and  having  been  found 
to  be  a candidate  for  disulfiram  (Anta- 
buse), he  was  started  on  this  drug  in 
accord  with  the  institution’s  well- 
defined  and  recognized  protocol 
which,  among  other  things  required 
counseling  and  drug  monitoring.  The 
protocol  required  his  returning  to  the 
center  for  his  dose  of  medication  and 
his  receiving  outpatient  counseling 
and  observation.  These  procedures 
were  specifically  designed  to  insure 
compliance  and  to  provide  the  neces- 
sary liver  function  studies  as  recom- 
mended by  the  manufacturer  to  avoid 
Continued  on  page  168 
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Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
Hs-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heats  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID " 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 . Active  duodenal  ulcer-lot  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hrreceptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests-False-positive  tests  for  urobilinogen  with  Mulbsbx* 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genebc  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C- Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargemenL  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bitida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  ot  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients -Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  dials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  trials  of  over  1 ,900  nizabdine  patients  and  over  1 ,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  nor  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid®  (nizatidine,  Lilly) 


Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  ( >500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  dials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
beated  with  nizabdine  and  another  H2-receptor  antagonisL  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental - Sweati ng  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  in  placebo- treated  pabents.  Rash  and 
exfoliative  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  (091289J 

Additional  information  available  to  the  profession  on  reguest. 
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Continued  from  page  166 
any  idiosyncratic  or  adverse  re- 
actions. 

A discharge  summary  was  pre- 
pared and  forwarded,  in  a timely 
fashion,  to  the  patient’s  private  physi- 
cian at  the  time  the  patient  left  the 
center.  The  summary  clearly  outlined 
the  hospital  course  and  the  plan  for 
the  ongoing  management.  The  pa- 
tient, however,  failed  to  return  to  the 
institution  or  to  his  family  physician 
for  follow-up  treatment  and  at- 
tempted, instead,  to  contact  his  doc- 
tor by  phone.  His  family  physician 


AMA  Awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cians Recognition  Awards.  They  have 
distinguished  themselves  and  their 
profession  by  their  commitment  to 
continuing  education,  and  the  SMS 
offers  them  its  congratulations.  The 

* indicates  members  of  the  SMS. 

January  1990 

*Bock,  Harvey  M.,  of  Milwaukee 
*Bodemer,  Steven  E.,  of  Wausau 
Bryant,  David  G.,  of  Oshkosh 
*Caviale,  Paul  A.,  of  Manitowoc 
Chia,  James  K.,  of  Brookfield 
*Dart,  Richard  A.,  of  Marshfield 
*De  Smet,  Arthur  A.,  of  Madison 
*Di  Raimondo,  Joseph  C., 
of  Manitowoc 

*Druckrey,  Gerald  R.,  of  Beloit 
*Edland,  Robert  W.,  of  La  Crosse 

* Fischer,  Louis  C.,  of  Fond  du  Lac 
Flader,  William  A.,  of  Janesville 

* Fleming,  Paul  M.,  of  Sheboygan 
Frantzides,  Constantinos, 

of  Milwaukee 

*Gallenberg,  Mary  M.,  of  Marshfield 
*Halbert,  Helen  E.,  of  La  Crosse 
*Hanson,  Allen  S.,  of  St  Croix  Falls 
Haselby,  Ray  C.,  of  Marshfield 
*Headlee,  Raymond,  of  Elm  Grove 
Hemmy,  David  C.,  of  Milwaukee 
Hendricks,  Mark  R.,  of  Manitowoc 
*Hoftiezer,  Michael  D.,  of  Manitowoc 


was  out  of  town  at  that  point,  so  he 
was  referred  to  another  doctor.  The 
patient  requested  that  a prescription 
for  Antabuse  be  called  to  a local  phar- 
macy so  that  he  might  continue  his 
adjunct  treatment  for  alcoholism.  The 
physician,  unaware  of  the  protocol 
used  by  the  center  or  unaware  of  the 
circumstances  surrounding  the  pa- 
tient’s problems,  obliged  by  prescrib- 
ing the  medication. 

Four  weeks  later,  the  patient  visited 
his  family  physician’s  office  for  a refill 
prescription  of  Antabuse.  His  physi- 
cian encouraged  him  to  continue  his 


Hoot!,  i,  Lawrence  A., 
of  Milwaukee 

*Idarraga,  Samuel,  of  Marshfield 
*Kennedy,  Jane  E.,  of  Marshfield 
*King,  Thomas  R.,  of  Marshfield 
*Kirkham,  Bruce  C.,  of  Eau  Claire 
*Kurtz,  Jeffrey  A.,  of  Schofield 
*Kutter,  Ursula  A.,  of  Milwaukee 

* Lewis,  James  M.,  of  Baraboo 
^Lieberthal,  Alan  S.,  of  Milwaukee 
*Macken,  Patrick  D.,  of  Eau  Claire 

Maiman,  Dennis  J.,  of  Milwaukee 
*Mc  Guire,  Patricia  M., 
of  Chippewa  Falls 
*Mc  Kenzie,  John  R.,  of  Oshkosh 
*0’Connor,  James  J.,  of  Eau  Claire 
*Palay,  Howard  J.,  of  Green  Bay 
*Perry,  Thomas  K.,  of  Manitowoc 
*Pincus,  Mitchell,  of  Fox  Point 
*Potek,  Arnold  S.,  of  Osceola 
*Ptacek,  Louis  J.,  of  Marshfield 
*Ray,  Jefferson  F.,  of  Marshfield 
*Settimi,  Albino  L.,  of  Brookfield 
*Stenzel,  Steven  D.,  of  Eau  Claire 
Sundstrom,  Walter  R.,  of  Madison 
*Trader,  Joseph  E.,  of  Manitowoc 

* Troup,  Charles  W.,  of  Green  Bay 
*Van  Liere,  John  D.,  of  Burlington 
*Wells,  Ronald  K.,  of  Brookfield 

Wick,  Henry  0.,  of  Milwaukee 
*Wisler,  Robert  J.,  of  Brookfield 
*Wittman,  William  J.,  of  Oconto  Falls 
*Zupanc,  Edward,  of  Monroe  \ 


good  work  and  gave  him  a prescrip- 
tion for  a refill  even  though  a dis- 
charge summary  had  been  received 
and  placed  in  the  patient’s  medical 
record.  Drug  monitoring  was  not 
instituted. 

Two  weeks  later,  he  became  jaun- 
diced and  was  hospitalized,  where  he 
died.  An  autopsy  report  revealed  that 
“based  on  the  clinical  presentation, 
the  biochemical  abnormalities  and  the 
morphologic  changes  in  the  liver,  the 
findings  were  consistent  with  an 
adverse  reaction  associated  with 
disulfiram.” 

Litigation  was  begun  by  the  pa- 
tient’s widow,  alleging  indiscriminate 
prescribing  of  medication  and  failure 
to  monitor  drug  therapy  in  accordance 
with  the  standard  of  care. 

Plaintiff 

The  counsel  for  the  plaintiff  alleged 
that  the  physician  inappropriately 
prescribed  a medication  with  a poten- 
tial for  side  effects,  that  there  was 
failure  on  the  part  of  the  defendants 
to  provide  the  recommended  monitor- 
ing procedures,  and  that  these  errors 
were  responsible  for  the  patient’s 
death. 

Expert  testimony  showed  that  phy- 
sicians prescribing  a drug  or  medi- 
cation are  responsible  to  provide  a 
standard  of  care  necessary  to  avoid 
untoward  reactions  to  a drug  or 
medication  that  is  used  in  the  care  of 
a patient,  and  that  a physician  who 
prescribes  drugs  should  not  only 
know  of  the  side  effects,  but  has  a 
duty  to  warn  the  patient  of  those 
potential  side  effects. 

Depositions  from  the  defendants 
revealed  that  neither  of  the  physicians 
regularly  provided  care  for  chemically 
dependent  patients,  that  they  were 
unfamiliar  with  Antabuse  and  its 
potential  idiosyncratic  reactions,  and 
that  they  did  not  feel  competent  or 
qualified  to  prescribe  the  drug  in  the 
first  instance.  Despite  this,  they  were 
willing  to  prescribe  the  drug  for  the 
patient  without  checking  into  his 
status  at  the  center  and  without  re- 
Continued  on  page  1 70 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesi- 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing  Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-771-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Continued  from  page  168 
viewing  the  PDR  or  another  text  as 
to  the  recommendations  for  its  use. 

Furthermore,  evidence  was  pre- 
sented which  demonstrated  that, 
while  Antabuse  is  commonly  used  as 
a reinforcement  therapy  in  alcoholics 
and,  over  the  years,  has  been  found 
relatively  safe  when  used  appropri- 
ately, the  medical  literature  does 
describe  reversible  disulfiram-in- 
duced  hepatitis  indicating  a definite 
need  for  close  monitoring.  The 
Archives  of  Internal  Medicine 2 
reported  a case  of  a 31-year-old  man, 
from  the  same  community  in  which 
the  two  defendants  practice,  who  died 
of  a disulfiram  reaction. 

Defense 

The  defense,  through  expert  testi- 
mony, attempted  to  demonstrate  the 
widespread  use  of  Antabuse,  and  that 
a large  segment  of  the  alcoholic 
population  undergoing  treatment  is 
maintained  on  this  drug  as  part  of 
overall  management  and  that,  while 
adverse  reactions  have  been  known 
to  occur,  they  are  rare  and  usually  not 
harmful.  Drug  monitoring,  therefore, 
is  not  essential  to  the  management 
and  failure  to  monitor  does  not  violate 
the  standard  of  care. 

The  patient’s  responsibility  for  his 


News  highlights 

The  * indicates  an  SMS  member. 

Beloit  Memorial  Hospital  recently 
announced  that  Kenneth  I.  Gold, 
MD,  * has  been  appointed  chair  of  the 
medical  staff.  Dr  Gold  received  his 
medical  degree  from  the  State  Uni- 
versity of  New  York  and  completed 
a residency  in  internal  medicine  at 
University  Hospital  in  Columbus, 
Ohio.  He  completed  a fellowship  at 
Strong  Memorial  Hospital  in  Roches- 
ter, NY.  Dr  Gold  was  named  “Dis- 
tinguished Internist  of  Year’’  by  the 
Wisconsin  Society  of  Internal  Medi- 


own  care  was  also  emphasized.  The 
defense  argued  that  it  was  primarily 
the  patient’s  duty  to  inform  his  physi- 
cians of  all  the  circumstances  of  his 
treatment.  The  defense  further  at- 
tempted to  establish  an  impression 
that  the  patient’s  request  for  Anta- 
buse was  a deliberate  attempt  to 
create  an  impression  of  compliance 
with  management  but  that,  in  fact,  he 
never  intended  to  use  the  medication 
and  had  actively  returned  to  his  pre- 
vious habit  of  alcohol  consumption. 

Testimony  by  the  plaintiff  stated 
that  the  patient,  the  plaintiff’s  hus- 
band, did  take  his  medication.  There 
was  insufficient  evidence  to  substan- 
tiate his  returning  to  drinking  alcohol. 

Expert  witnesses  for  the  defense  of- 
fered conflicting  theories  on  the  cause 
of  death.  One  expert  testified  that  the 
cause  wras  “severe  compromised  liver 
disease  from  long-standing  alcohol 
abuse  and  from  biliary  obstruction,” 
while  another  said  that  “the  most 
likely  cause  of  death  was  cholelithia- 
sis.” These  opinions  contradicted 
those  expressed  by  the  pathologists 
from  the  Mayo  Clinic  and  the  Armed 
Forces  Institute  of  Pathology  who, 
after  careful  review"  of  the  tissue 
preparation,  stated  that  “the  changes 
were  compatible  with  an  adverse 
reaction  associated  with  disulfiram.” 


cine  in  1988  and  is  chair  of  the  Com- 
mission on  Continuing  Medical  Edu- 
cation of  the  SMS. 

The  Gundersen  Clinic  medical  staff 
in  La  Crosse  has  elected  Kermit  L. 
Newcomer,  MD,*  president  for  a 
3-year  term.  A nephrologist  and  in- 
ternal medicine  specialist,  Dr  New- 
comer succeeds  Sigurd  B.  Gundersen, 
Jr,  MD.*  He  joined  the  medical  staff 
in  1967.  Other  recently  elected  of- 
ficers are:  Philip  J.  Dahlberg,  MD,* 
executive  vice  president;  Thomas  H. 
Cogbill,  MD,*  vice  president;  and 


Comments 

This  case  was  settled  out-of-court. 

Generally,  when  a physician  is  sued, 
it  is  because  of  an  unwarranted  depar- 
ture from  acceptable  medical  practice 
that  results  in  injury,  loss  or  damage. 
The  physician’s  main  goals  are  to 
practice  good  medicine  and,  at  the 
same  time,  stay  out  of  the  courtroom. 
The  prudent  physician  introduces  risk 
management  strategies  into  his  or  her 
daily  practice.  In  reality,  these 
strategies  are  habits  of  quality  medi- 
cal practice,  habits  wrhich  can  gener- 
ally be  considered  in  the  categories 
of  communication  and  patient  rela- 
tions. 

As  the  above  case  illustrates,  in- 
discriminate prescribing,  the  failure 
to  monitor  patients  on  drug  therapy, 
and  ignorance  of  side  effects  of  drugs 
can  only  be  viewed  as  less-than- 
quality  care  and  poor  practice  habits, 
practices  not  easily  defended,  espe- 
cially when  harm  has  occurred. 
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“Ididn’t 

acquire 

emphysema, 

I inherited  it” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha-,-antitrypsin  (AAT).1  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.2 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1 Brantly  ML.  Paul  LD.  Miller  BH.  et  al  Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1 -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms. 
Am  Rev  Respir  Dis  1988;138:327-336 

2 Wewers  MD,  Casolaro  MA.  Sellers  SE.  et  al  Replacement  therapy  for  alpha, -antitrypsin 
deficiency  associated  with  emphysema  N Engl  J Med  1987 ;316  1055-1062 
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Public  health 

Obesity  in  Wisconsin 


Percent  obese 
40 


18-24  25-34  35-44  45-54  55-64  65  + 

Age  Group 

Fig  1. — Prevalence  of  obesity  by  age  and  sex  in  Wisconsin,  1988 


Paula  Lantz,  MA,  and 
Patrick  L.  Remington,  MD 
Madison 

IT  IS  ESTIMATED  that  nearly  32 
million  adults  in  the  United  States 
are  obese.1  The  health  effects  of 
obesity  have  been  evaluated  in  both 
longitudinal  and  retrospective 
studies,  many  of  which  have  estab- 
lished clear  associations  between 
obesity  and  several  chronic  diseases, 
including  diabetes,  hypertension, 
hypercholesterolemia  and  gallbladder 
disease.2  There  is  also  evidence  of  an 
independent  relationship  between 
obesity  and  coronary  artery  disease.3 
In  addition,  recent  studies  have  linked 
obesity  with  several  types  of  cancer, 
including  colo-rectal,  prostate,  breast, 
and  uterine.4 

To  estimate  the  prevalence  of  obes- 
ity in  Wisconsin,  we  analyzed  infor- 
mation on  the  self-reported  height  and 
weight  of  1,272  Wisconsin  adults 
interviewed  in  the  1988  Behavioral 
Risk  Factor  Telephone  Survey 
(BRFS).  We  used  the  Body  Mass 
Index  (BMI),  calculated  as  weightfkg)/ 
height(m)2,  as  a proxy  measure  of 


Series  coordinators 

The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of  Envi- 
ronmental and  Chronic  Disease 
Epidemiology,  and  Patrick 
Remington,  MD,  are  coordi- 
nating this  public  health  series 
for  the  Wisconsin  Medical  Jour- 
nal. Physicians  who  are  inter- 
ested in  learning  more  about  the 
Great  American  Food  Fight  can 
contact  Roger  W.  Kwong,  MD, 
chair  of  the  Professional  Educa- 
tion Committee,  American  Can- 
cer Society- Wisconsin  Division 
at  608-249-0487. 


obesity  (direct  measures  of  body  fat, 
such  as  skin  fold  thickness,  were  not 
available).  Men  with  a BMI  of  27.8 
or  greater  and  women  with  a BMI  of 
27.3  or  greater  were  considered  to  be 
obese. 

In  1988,  28%  of  Wisconsin  adults 
were  classified  as  obese  (95%  con- 
fidence interval  +/-3.0%).  The 
distribution  of  obesity  in  the  Wiscon- 
sin population  varied  by  sex  and  age 
(Fig  1).  Nearly  one-third  (30.3%)  of 
adult  women  were  obese,  compared 


Lantz  is  a senior  research  specialist  in  the 
Center  for  Health  Policy  and  Program 
Evaluation  and  a graduate  student  at  the 
University  of  Wisconsin,  Madison.  Dr 
Remington  is  a medical  epidemiologist  in 
the  Chronic  Disease  Surveillance  Unit, 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin  Divi- 
sion of  Health.  Part  of  this  work  was  made 
possible  by  a grant  from  the  National 
Cancer  Institute,  grant  number  R01-CA- 
46883.  Reprint  requests  to:  Patrick  Rem- 
ington, MD,  Wisconsin  Division  of  Health, 
1 W Wilson  St,  Madison,  WI 53701-0309. 


with  one-fourth  (25.5%)  of  adult  men. 
The  prevalence  of  obesity  generally 
increased  with  age  for  women, 
peaked  in  the  45-54  year  age  group 
and  remained  high  among  older  ages. 
For  men,  however,  the  risk  of  obes- 
ity declined  among  those  in  the  older 
age  groups.  The  most  pronounced  dif- 
ference between  men  and  women  was 
among  those  65  years  and  older,  with 
women  in  this  age  group  twice  as 
likely  as  men  to  be  obese  (35.2%  ver- 
sus 17.4%). 

We  also  compared  the  prevalence 
of  obesity  in  Wisconsin  to  results 
reported  by  the  36  other  states  that 
conducted  BRFS  interviews  in  1988. 
Wisconsin  ranked  first  in  the  preva- 
lence of  obesity  among  all  adults  and 
females  and  ranked  fifth  in  the  preva- 
lence of  obesity  among  males  (see 
Table).  States  with  the  highest  preva- 
lence of  obesity  tended  to  be  in  the 
upper-midwest.  Those  states  with  the 
lowest  prevalence  of  obesity  tended 
to  be  in  the  south-central  and  moun- 
tain regions  of  the  country  (Fig  2). 

Continued  on  page  1 74 
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We  look  at 
medical 
consultation 
from  a 
refreshing 
perspective. 


Yours. 

"Practicing  here  in  rural  America,  it's  nice  to  be  just 
a phone  call  away  from  high  technology  and  the 
latest  developments  in  ophthalmology."  Gary  A. 
Haug,  M.D.,  Eye  Care  of  Lakeland,  S.C.,  Woodruff,  WI 

"MedCOM's  reaction  time  is  superb--about  two 
minutes."  Syed  Reza,  M.D.,  Freeport  Memorial 
Hospital,  Freeport,  IL 

When  you  need  health  care  answers  or  consultation, 
call  MedCOM,  for  immediate  access  to  more  than  400 
UW  Medical  School  faculty  physicians.  MedCOM  puts 
you  in  immediate  contact  with  UW  Hospital  physi- 
cians for  information,  help  in  emergencies  and 
referrals. 

Your  connection  to  specialty  medicine  at 
UW  Hospital  and  Clinics  and  the  UW  Children's 
Hospital  is  MedCOM. 

In  Madison:  263-6796 
In  Wisconsin:  800-472-0111 
Outside  Wisconsin:  800-343-0111 
Consultation  and  Referral 
24  hours  per  day 


wnGOM 


UW  Hospital  and  Clinics 
UW  Children's  Hospital-Madison 


Fact  is,  more  Americans 
may  die  by  the  fork  than  by 
any  other  weapon.  That’s 
because  so  many  of  them 
use  it  irresponsibly.  Like 
to  fill  up  on  high-fat,  high- 
cholesterol  foods.  Foods 
that  can  load  the  blood  with 
cholesterol,  which  can  build 
up  plaque  in  their  arteries, 
increasing  their  risk  of 
heart  attacks  and  threaten- 
ing their  lives.  So  next  time 
you  pick  up  a fork,  remem- 
ber to  handle  it  as  you 
would  any  other  weapon. 
For  self-defense,  not 
self-destruction. 


American  Heart 
Association 

WE'RE  FIGHTING  FOR 
YOUR  LIFE 


Continued  from  page  1 72 

Comment 

According  to  the  data  presented  in 
this  report,  about  one  fourth  of  adults 
in  Wisconsin— one  million  persons— 
are  obese.  The  additional  finding  that, 
relative  to  other  states,  Wisconsin  has 
a high  rate  of  obesity  among  adults 
has  been  a consistent  result  of  the  an- 
nual BRFS  surveys.  In  1986,  1987 
and  1988,  Wisconsin  also  ranked  first 
in  the  prevalence  of  this  condition. 
The  reasons  for  the  high  prevalence 
of  obesity  in  Wisconsin  are  not 


known.  Unfortunately,  no  state- 
specific  data  are  currently  available  to 
compare  the  diets  of  Wisconsin  adults 
to  residents  of  other  states.  Addi- 
tional data  from  the  BRFS  surveys 
suggest  that  Wisconsin  adults  are 
more  physically  active  than  adults  in 
most  other  states  (of  the  37  states 
surveyed  in  1988,  only  12  were 
ranked  as  more  physically  active  than 
Wisconsin). 

Unfortunately,  most  weight  loss 
regimens  and  treatments  for  obesity 
which  demonstrate  initial  success  are 
Continued  on  page  1 76 


Prevalence  of  obesity  among  adults,  by  state,  1988. 

All  adults  Men  Women 


Rate 

Rank 

Rate 

Rank 

Rate 

Rank 

Wisconsin 

28.0% 

1 

25.5% 

5 

30.3% 

1 

West  Virginia 

24.4% 

2 

28.6% 

1 

20.6% 

15 

Indiana 

24.1% 

3 

25.7% 

3 

22.8% 

6 

Michigan 

24.0% 

4 

24.6% 

7 

23.5% 

3 

North  Dakota 

23.3% 

5 

24.9% 

6 

21.8% 

8 

Dist.  of  Columbia 

23.0% 

6 

19.7% 

29 

25.7% 

2 

Kentucky 

23.0% 

7 

23.2% 

14 

22.9% 

5 

Missouri 

22.9% 

8 

25.6% 

4 

20.7% 

14 

South  Dakota 

22.9% 

9 

24.0% 

9 

21.8% 

9 

Illinois 

22.7% 

10 

23.1% 

15 

22.3% 

7 

Alabama 

22.5% 

11 

22.0% 

20 

23.0% 

4 

Nebraska 

22.5% 

12 

24.0% 

10 

21.0% 

12 

Florida 

22.3% 

13 

23.3% 

13 

21.4% 

10 

Ohio 

21.9% 

14 

23.6% 

11 

20.5% 

16 

South  Carolina 

21.5% 

15 

21.7% 

21 

21.4% 

11 

Maine 

21.5% 

16 

24.2% 

8 

19.1% 

25 

Massachusetts 

21.4% 

17 

26.5% 

2 

16.9% 

31 

California 

20.9% 

18 

22.7% 

18 

19.2% 

24 

Minnesota 

20.9% 

19 

22.8% 

16 

19.1% 

26 

New  York 

20.8% 

20 

22.7% 

17 

19.3% 

22 

North  Carolina 

20.6% 

21 

20.2% 

25 

20.9% 

13 

Washington 

20.4% 

22 

21.3% 

22 

19.5% 

20 

Tennessee 

20.1% 

23 

21.0% 

23 

19.3% 

23 

Iowa 

20.1% 

24 

23.6% 

12 

16.9% 

30 

Arizona 

20.0% 

25 

20.1% 

27 

20.0% 

17 

Connecticut 

19.7% 

26 

19.5% 

30 

19.8% 

18 

New  Hampshire 

19.5% 

27 

20.7% 

24 

18.5% 

27 

Georgia 

18.8% 

28 

18.0% 

34 

19.5% 

21 

Maryland 

18.7% 

29 

20.2% 

26 

17.5% 

28 

Texas 

18.6% 

30 

17.2% 

36 

19.8% 

19 

Rhode  Island 

18.2% 

31 

22.2% 

19 

14.7% 

35 

Utah 

18.2% 

32 

19.8% 

28 

16.8% 

32 

Oklahoma 

18.0% 

33 

19.3% 

31 

16.8% 

33 

Idaho 

17.9% 

34 

18.7% 

32 

17.0% 

29 

Hawaii 

16.4% 

35 

17.4% 

35 

15.3% 

34 

New  Mexico 

14.7% 

36 

15.4% 

37 

14.0% 

36 

Montana 

14.5% 

37 

18.4% 

33 

10.5% 

37 
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SMS  SERVICES,  INC 

Your  All  Lines  Insurance  Agency 


COME ...  JOIN  US 

1990  ANNUAL  MEETING 


The  agents  and  staff  of  SMS  Services,  Inc. 
invite  you  to  be  our  guest  at  our  hospitality 
suite.  Check  your  program  for  date  and  time. 


Continued  from  page  1 74 
not  effective  in  the  long  run.  In  addi- 
tion, although  older  adults  (45  years 
of  age  and  older)  are  at  the  greatest 
risk  of  being  overweight,  younger 
adults  (18-34  years  of  age)  are  at  the 
greatest  risk  of  gaining  weight.5 
Therefore,  emphasis  needs  to  be 
placed  on  preventing— rather  than 
treating— obesity.  This  requires  that 
children  and  young  adults  adopt  and 
maintain  a lifelong  healthy  diet  and  a 
program  of  physical  activity. 

Many  ongoing  programs  exist  to  aid 
physicians  in  their  efforts  to  help  im- 
prove the  diets  of  their  patients.  An 
example  of  a recently  developed  pro- 
gram is  the  American  Cancer  So- 
ciety’s “Great  American  Food  Fight.” 
One  aspect  of  this  nationwide  cam- 
paign, which  will  be  launched  on  April 
19,  1990,  is  to  increase  physician 
awareness  of  the  research  which  sup- 
ports a link  between  diet  and  cancer 
and  to  provide  physicians  with  ma- 
terials they  can  use  in  patient  educa- 
tion. We  encourage  physicians  to  take 
advantage  of  this  and  similar  pro- 
grams in  order  to  improve  the  diets 
of  their  patients  and  reduce  the  prev- 
alence of  obesity7  in  Wisconsin. 
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Organizational 


Resolutions  before  the  House:  1990 


When  it  convenes  at  the  SMS  annual 
meeting  in  Green  Bay,  April  26-28, 
the  SMS  House  of  Delegates  will  con- 
sider a wide  range  of  resolutions.  The 
following  resolutions  are  those  that 
were  submitted  to  the  secretary- 
general  manager’s  office  by  the  dead- 
line. The  complete  resolutions  can  be 
found  in  the  delegates’  handbook. 

1.  Standing  committee  appoint- 
ment recommendations. 

Introduced  by  the  Green  County 
Medical  Society  and  referred  to 
Organization  and  Finances. 

RESOLVED,  That  standing 
committees  of  the  Society  may 
recommend,  through  their 
chairmen,  additional  members 
for  their  committees.  These 
recommendations  shall  be  ap- 
proved by  the  Board  of  Direc- 
tors, but  if  action  by  the  Board 
is  negative,  then  specific  rea- 
sons for  that  decision  will  be 
furnished  in  writing  to  the  com- 
mittee chairman  who  made  the 
recommendation . 

Fiscal  note  of  $2,500. 

2.  Payment  for  patient-physician 
telephone  consultations. 

Introduced  by  the  Ashland-Bay- 
field-Iron  County  Medical  Society  and 
referred  to  Socioeconomic  Activities. 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin 
recognize  patient-physician 
telephone  consultation  as  a legi- 


timate medical  service  requiring 
physician  time  and  expertise, 
and  affirms  the  physician’s  right 
to  charge  and  receive  payment 
for  such  consultations;  and  be 
it  further 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin 
advise  third  party  payers  that 
such  charges  are  legitimate  and 
payment  will  be  expected  by 
third  party  payers  including  pre- 
paid and  government  plans. 

3.  Autopsy  as  the  practice  of 
medicine. 

Introduced  by  Raymond  C.  Zas- 
trow,  MD,  on  behalf  of  the  Medical 
Society  of  Milwaukee  County. 

RESOLVED,  That  the  mem- 
bers of  the  State  Medical  So- 
ciety of  Wisconsin  instruct  the 
AMA  delegates  and  alternates 
to  support  actions  of  the  AMA 
House  and  Board  of  Trustees  to 
return  the  autopsy  to  its  rightful 
place  as  a Part  B reimbursable 
physicians’  service. 

4.  SMS  policy  on  blood  alcohol 
content. 

Introduced  by  Ralph  Hudson,  MD, 
on  behalf  of  the  Eau  Claire-Dunn- 
Pepin  County  Medical  Society  and 
referred  to  Scientific  Activities. 

RESOLVED,  That  the  State 
Medical  Society  policy  be 
changed  to  support  legislation 
that  sets  a 0.04  illegal  per  se 


standard  for  all  drivers,  consis- 
tent with  federal  mandates  for 
truckers. 

5.  Medical  College  of  Wisconsin 
clinical  services. 

Introduced  by  the  Waukesha 
County  Medical  Society  and  referred 
to  State  and  National  Issues. 

Continued  on  next  page 
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Continued  from  preceding  page 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin 
respectfully  recommends  that 
the  Medical  College  of  Wiscon- 
sin be  encouraged  to  devote  its 
resources  to  working  with  the 
City  of  Milwaukee,  Milwaukee 
County,  and  the  state  of  Wis- 
consin to  provide  high  quality 
and  appropriately  distributed 
clinical  services  to  the  des- 
perately under-served  citizens 
of  the  inner  city  in  the  most  ef- 
ficient manner  possible  while 
providing  experience  to  young 
physicians  under  the  direct 
supervision  of  the  preeminent 
full-time  faculty. 

6.  Domestic  violence  education  for 
physicians. 

Introduced  by  Kevin  J.  Fullin,  MD, 
on  behalf  of  the  Kenosha  County 
Medical  Society  and  referred  to  State 
and  National  Issues. 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin  in 
consultation  with  the  Wisconsin 
Coalition  Against  Domestic  Vio- 
lence and  the  Department  of 
Health  and  Social  Services 
Bureau  for  Children,  Youth  and 
Families,  do  hereby  outline  the 
following  recommendations  to 
the  state  legislature  in  an  effort 
to  prevent  needless  loss  of  life 
in  Wisconsin  and  prevent  the 
recurring  vicious  cycle  of 
domestic  violence: 

1 .  To  require  by  the  year  1 99 1 , 
all  nursing  and  medical  school 
curriculum  in  the  state  of  Wis- 
consin to  include  a minimum  of 
six  hours  of  lecture  regarding 
domestic  violence  detection  and 
treatment.  Some  of  these  credit 
hours  can  be  in  the  form  of  field 
experience.  The  contents  of  this 
education  would  be  more  spe- 
cifically outlined  by  an  ad  hoc 
committee  of  the  State  Medical 
Society  in  consultation  with  the 
Wisconsin  Coalition  Against 
Domestic  Violence. 


2.  A similar  curriculum  require- 
ment for  residency  programs 
which  involves  delivery  of 
primary  care,  to  include  family 
practice,  emergency  medicine 
and  obstetrics. 

3.  A mandate  by  1991  that  con- 
tinuing education  requirements 
for  primary  care  specialties  in- 
clude a minimum  of  one  hour  of 
lecture  for  field  experience 
every  three  years. 

4.  That  providers  of  hospital 
based  emergency  medical  ser- 
vices have  policies  implemented 
that  require  women  be  asked 
about  the  possibility  of  domestic 
violence  when  evaluated  for 
traumatic  injuries;  that  in  addi- 
tion, hospitals  be  required  to 
develop  protocols,  to  be  im- 
posed by  1991,  on  the  recogni- 
tion and  treatment  of  abused 
women. 

7.  Physician  survey  on  impact  of 
mandated  assignment. 

Introduced  by  Paul  Wertsch,  MD, 
on  behalf  of  the  Dane  County  Medical 
Society  and  referred  to  Socioeco- 
nomic Activities. 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin 
support  (commission)  a survey 
of  the  practicing  physicians  in 
the  state  of  Wisconsin  to  deter- 
mine the  effect  that  legislation 
to  require  mandatory  assign- 
ment of  Medicare  would  have 
on  the  availability  of  medical 
care  for  the  elderly  citizens  of 
our  state;  and  be  it  further 
RESOLVED,  That  the  survey 
separately  address  the  impact 
on  primary  care  providers  in  the 
state  to  determine  whether 
mandatory  assignment  of  Medi- 
care will  decrease  availability  of 
primary  care  for  the  elderly; 
how  much  mandated  assign- 
ment pays  as  a percentage  of  the 
physician’s  usual  charge;  the 
percentage  of  Medicare  pa- 
tients in  his  practice;  whether 
mandated  assignment  would 


change  his  practice  such  as  limit 
the  percentage  of  Medicare  pa- 
tients he  would  see,  move  his 
practice  location  or  retire  sooner 
than  planned;  and  be  it  further 
RESOLVED,  That  the  survey 
also  address  the  percentage  of 
work  non-primary  care  physi- 
cian specialists  presently  accept 
Medicare  assignment  on  and 
the  impact  that  mandatory 
assignment  of  Medicare  would 
have  on  their  continued  ability 
to  provide  care,  especially  in  the 
rural  areas  of  the  state. 

Fiscal  note  of  $18,000. 

8.  Special  section  for  foreign 
medical  graduates. 

Introduced  by  Juanito  P.  Singson, 
MD,  on  behalf  of  the  Philippine  Medi- 
cal Association  of  Wisconsin  and 
foreign  medical  graduates  and  re- 
ferred to  Organization  and  Finances. 

RESOLVED,  That  the  House 
of  Delegates  of  the  State  Medi- 
cal Society  of  Wisconsin  ap- 
prove the  establishment  of  a 
Foreign  Medical  Graduate  Sec- 
tion; and  be  it  further 
RESOLVED,  That  the  Foreign 
Medical  Graduate  Section  be 
organized  as  an  open  assembly 
in  which  any  Foreign  Medical 
Graduate  physician  member 
can  participate;  and  be  it  further 

RESOLVED,  That  the  Foreign 
Medical  Graduate  Section  have 
one  delegate  and  alternate  dele- 
gate to  the  House  of  Delegates 
as  provided  in  Chapter  XI,  Sec. 

5,  of  the  Bylaws;  and  be  it 
further 

RESOLVED,  That  the  Board  of 
Directors  of  the  State  Medical 
Society  complete  the  details  of 
the  organization  of  the  section 
as  provided  in  Chapter  XI,  Sec. 

2 and  3,  of  the  Bylaws. 

Fiscal  note  of  $10,000. 

9.  Proposal  for  handgun  control. 

Introduced  by  Bernard  F.  Micke, 
MD,  on  behalf  of  the  Dane  County 
Continued  on  page  180 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 


Continued  from  page  178 
Medical  Society  and  referred  to  State 
and  National  Issues. 

RESOLVED.  That  the  House 
of  Delegates  of  the  State 
Medical  Society  of  Wisconsin 
urge  state  legislation  to  curb  ac- 
cess to  handguns  by  specifically 
requiring  a waiting  period  to 
allow  a background  search  prior 
to  purchase  of  handguns  in  Wis- 
consin. 

10.  Testing  of  senior  citizens  for 
driving  privileges. 

Introduced  by  the  Kenosha  County 
Medical  Society  and  referred  to 
Scientific  Activities. 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin 
support  legislation  requiring 
that  people  80+  year  old  be 
book  and  road  tested  yearly  to 
retain  driving  privileges. 


11.  Board  of  Directors  liaison  to 
commissions  and  committees. 

Introduced  by  the  Young  Physicians 
Section  Governing  Council  and  re- 
ferred to  Organization  and  Finances. 

RESOLVED,  The  SMS  Board 
of  Directors  shall  appoint  at 
least  one  member  of  the  board 
to  each  commission  and  com- 
mittee to  serve  as  a liaison  be- 
tween the  Board  and  that 
commission /committee. 

12.  Medicare  reimbursement  for 
laboratory  tests. 

Introduced  by  the  Young  Physi- 
cians Section  Governing  Council  and 
referred  to  Socioeconomic  Activities. 

RESOLVED,  That  the  SMS 
work,  both  at  the  state  and  na- 
tional levels,  toward  equitable 
Medicare  reimbursement  for 
laboratory  tests  as  performed 
rather  than  “lumping”  the  tests 


together  into  a larger  “panel” 
and  paying  a lower  reimburse- 
ment based  on  the  allowed  fee 
for  this  larger  “panel.” 

13.  Child  safety  restraint  use  in 
aircraft. 

Introduced  by  the  Young  Physi- 
cians Section  Governing  Council  and 
referred  to  Scientific  Activities. 

RESOLVED,  That  the  SMS 
support  the  use  of  appropriate 
restraint  systems  for  all  children 
in  all  commercial  airline  flights; 
and  be  it  further 
RESOLVED,  That  the  SMS 
educate  the  public  regarding 
appropriate  child  restraint 
systems  in  aircraft. 

Fiscal  note  of  $2,500. 

14.  Election  process  for  Board  of 
Directors. 

Introduced  by  the  Young  Physi- 
Continued  on  page  182 


Medical  Equipment  Leasing 
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High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
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options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
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I want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
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A.M.  Best  A+  (Superior)  rating,  we  don't 
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financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  vour  comer,  don't  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 
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Continued  from  page  180 

cians  Section  Governing  Council  and 

referred  to  Organization  and  Finances. 

RESOLVED,  That  the  SMS 
House  of  Delegates  recommend 
that  the  election  of  directors 
within  each  district  be  modified 
as  follows: 

1 . Nominations  for  vacancies  on 
the  Board  of  Directors  within 
any  given  district  shall  be  made 
by  an  appointed  nominating 
committee  which  shall  consist 
of  one  physician  representative 
from  each  county  medical  so- 
ciety within  said  district  and 
shall  convene  prior  to  the  date 
of  the  district  caucus; 

2.  All  voting  delegates  and 
alternates  within  that  district 
shall  be  notified  of  said  nomina- 
tions at  least  15  days  prior  to  the 
scheduled  district  caucus  of  said 
director(s); 

3.  Adequate  opportunity  shall 
be  allowed  for  nominations  from 
the  floor  for  said  director  posi- 
tions during  the  election  proc- 
ess; and 

4.  All  candidates  for  said  direc- 
tor positions  shall  be  afforded  an 
adequate  opportunity  (if  de- 


County society 

Brown.  Forty  members  and  guests 
were  present  at  the  February  meeting 
of  the  Brown  County  Medical  Society 
to  hear  guest  speaker,  attorney  Ed 
Falkner  speak  on  Worker’s  Compen- 
sation in  Wisconsin.  New  members 
accepted  to  memberships  are  Mark 
W.  Reininga,  MD,  David  A.  Stampfl, 
MD,  and  John  W.  Taylor,  DO. 

Douglas.  The  Douglas  County  Medi- 
cal Society  has  elected  Patrick  D. 
Sura,  MD,  to  membership. 

Fond  du  Lac.  Guest  speaker  Jeanna 
L.  Owens,  MD,  spoke  on  arthritis  and 

182 


sired)  to  address  the  electing 
delegates  before  the  election  is 
held  to  outline  their  qualifica- 
tions and  ideas  for  future  direc- 
tion of  the  Board  of  Directors. 
Fiscal  note:  $4,000 

15.  “Do  not  attempt  to  resusci- 
tate” code  status. 

Introduced  by  the  Medical  Society 
of  Milwaukee  County  Needs  of  Aging 
Committee  and  referred  to  Scientific 
Activities. 

RESOLVED,  That  the  House 
of  Delegates  direct  the  Board  of 
Directors  to  study  and  work  to 
implement  uniform  standards 
for  patient  resuscitation  code 
status  within  nursing  homes  and 
that  the  standards  include  a 
review  of  a patient’s  code  status 
at  appropriate  intervals. 

16.  Medical  review  organizations. 

Introduced  by  Wess  Vogt,  MD,  on 
behalf  of  the  Medical  Society  of 
Milwaukee  County  and  referred  to 
Socioeconomic  Activities. 

RESOLVED,  That  all  organiza- 
tions that  utilize  medical  review 
for  health  insurance  benefits  be 
required  to: 


news 

the  Arthritis  Foundation  at  the  Fond 
du  Lac  County  Medical  Society  meet- 
ing. Tort  Reform,  dues,  treasurer’s 
report,  and  AMA  campaign  were  dis- 
cussed at  the  business  session. 

Outagamie.  The  Outagamie  County 
Medical  Society  recently  elected 
Stephanus  J.  Macrander,  MD,  to 
membership. 

Richland.  At  a recent  meeting  of  the 
Richland  County  Medical  Society 
Kay  M.  Balink,  MD,  was  elected  to 
membership. 


1.  Register  with  the  State  of 
Wisconsin 

2.  Allow  review  criteria  to  be 
made  available  to  providers  and 
patients 

3.  Obtain  licensure  for  all  medi- 
cal care  reviewers  along  with 
adequate  education  and  training 
requirements  in  the  areas  that 
they  are  reviewing 

4.  Clearly  delineate  the  appeals 
process  available  to  the  patients 
and  providers 

5.  Fully  disclose  any  financial 
incentives  that  the  reviewers 
might  have  based  on  denying  a 
target  amount  of  services  or 
providers. 

17.  Immunizations. 

Introduced  by  Thomas  Schlenker, 
MD,  on  behalf  of  the  Medical  Society 
of  Milwaukee  County  and  referred  to 
State  and  National  Issues. 

RESOLVED,  That  the  State 
Medical  Society  of  Wisconsin 
adopt  and  promote  the  position 
that: 

1 . Routine  immunization  of  chil- 
dren as  set  forth  by  the  ACIP 
be  an  entitlement  for  all  children 

Continued  on  page  184 


Rusk.  Dale  Anderson,  MD,  ortho- 
pedic surgeon  from  the  Park  Nicolet 
Medical  Center  in  St  Paul,  was  the 
guest  speaker  at  the  Rusk  County 
Medical  Society  meeting.  His  topic 
was  entitled  The  Magic  of  the  Fold 
and  Hold  Technique. 

Sauk.  Edward  Bueno,  MD,  has  been 
elected  to  membership  in  the  Sauk 
County  Medical  Society. 

Waupaca.  Henry  W.  Poore,  MD,  has 
been  elected  to  membership  in  the 
Waupaca  County  Medical  Society,  f 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


PRN 


PHYSICIAN  RESOURCE  NETWORK® 

1-800-47  2 -3  6 60 


MILWAUKEE  • 259*3660 


Continued  from  page  182 

living  in  the  United  States  and 
that  this  be  insured  by  direct 
federal  funding  to  cover  the  full 
cost  of  the  vaccine  plus  its  ad- 
ministration such  as  to  allow 
physicians  to  aggressively  im- 
munize all  children. 

2.  The  federal  funds  necessary 
to  this  program  be  obtained 
from  new  revenues  or  sub- 
tracted from  the  military  budget 
and  not  be  deducted  from  other 
domestic  programs  of  health  or 
other  human  services. 

18.  Need  for  timely  national  medi- 
cal journal  publication  of  impor- 
tant clinical  study  results. 

Introduced  by  C.  M.  Hetsko,  MD, 
chair,  on  behalf  of  the  SMS  Task 
Force  on  AIDS  and  referred  to  Scien- 


tific Activities. 

RESOLVED,  That  the  SMS 
House  of  Delegates  urge  the 
Wisconsin  AM  A Delegation  to 
bring  before  the  AMA  this 
resolution  requesting  that  the 
American  Medical  Association 
study  ways  that  important 
medical  treatment  studies  be 
communicated  scientifically  to 
the  medical  profession  in  a more 
timely  fashion. 

19.  Mandatory  seat  belt  legislation. 

Introduced  by  Jeffrey  L.  Moore, 
MD,  on  behalf  of  the  Lincoln  County 
Medial  Society  and  referred  to  Scien- 
tific Activities. 

RESOLVED  That  the  State 
Medical  Society  of  Wisconsin 
recommend  passage  of  legisla- 


tion on  a permanent  basis  re- 
quiring the  use  of  seat  belts  in 
motor  vehicles  in  the  state  of 
Wisconsin. 

20.  Advertising  of  tobacco 
products. 

Introduced  by  Raymond  A.  McCor- 
mick, MD,  on  behalf  of  the  Brown 
County  Medical  Society  and  referred 
to  Socioeconomic  Activities. 

RESOLVED,  That  the  State 
Medical  Society  favors  removal 
of  all  tobacco  advertising  from 
any  tax  supported  sports  facil- 
ity; and  be  it  further 
RESOLVED,  All  outside  bill- 
boards, marques  or  inside  dis- 
plays, placards  and  printed  pro- 
grams that  promote  or  advertise 
tobacco  products  also  be  banned.  ^ 


PHYSICIANS  WANTED 

FORMER  AIR  FORCE  FLIGHT  SURGEONS 
PHYSICIANS  INTERESTED  IN  TAKING  THE  TWO  MONTH 
AIR  FORCE  FLIGHT  SURGEONS  COURSE  TO  ENTER 
THE  WISCONSIN  AIR  NATIONAL  GUARD.  YOU  WILL 
SERVE  ONE  WEEKEND  A MONTH  PLUS  TWO  WEEKS  A 
YEAR,  WITH  WORLD  WIDE  TRAVEL  OPPORTUNITIES. 
FOR  MORE  INFORMATION  AND  DETAILS  ABOUT  OUR 

AIR  GUARD  OPPORTUNITIES  CONTACT  : 


SMSGT  WARNER  W.  SCHWANDT 
3110  MITCHELL  STREET 
MADISON,  Wl  53704-  2589 
(608)  241-  6284 
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Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Christine  E.  Hamacher  Peter  D.  Larson  Daniel  J.  Schneider  Michael  J.  Sucher 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


ROCHE 

ME 

MEDICATION 

EDUCATION 


Working  today  for  a healthier  tomorrow 
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ACCESS  TO  MEDICAL  CARE 
IN  WISCONSIN 


is  the  theme  of  the 

1990  ANNUAL  MEETING 

STATE  MEDICAL  SOCIETY 
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Committees  and  Specialties  scheduled  for  Annual  Meeting  programs  and  events 

(as  of  January,  1990): 


American  College  of  Physicians, 

Wisconsin  Chapter 
Commission  on  Continuing  Medical 
Education 

American  College  of  Emergency  Medicine 

Wisconsin  Radiologic  Society 

Medicine,  Religion  and  Ethics  Committee 

Neurology 

Otolaryngology 

Physical  Medicine  and  Rehabilitation 

Orthopaedics 

Plastic  Surgery 

Radiation  Oncology 

Wisconsin  Oncology  Group 

SMS  Auxiliary 


Anesthesiology 
Charitable,  Educational  and 
Scientific  Foundation 
Diabetes 

Emergency  Medicine 

Family  Physicians 

Internal  Medicine 

Medical  Liability  Committee 

Mental  Health  Committee 

Pathology 

WISPAC 

Psychiatry 

Surgery 

Young  Physicians  Section 


Here’s  what’s  happening  at  the  SMS  annual  meeting 


WEDNESDAY,  APRIL  25 


7:00 

12:00 

A.M.  - 
P.M. 

SMS  FINANCE  COMMITTEE  MEETING 
Board  of  Directors  Room,  Second  Level  #212, 
Embassy  Suites 

9:30 

12:00 

A.M.  - 
P.M. 

SMS  EXECUTIVE  COMMITTEE  MEETING 
Embassy  Ballroom  3,  Ground  Level, 
Embassy  Suites 

8:00  A.M.- 

11:00  A.M. 


SMS  HOUSE  OF  DELEGATES 
REGISTRATION 

Fort  Howard  Room,  Ground  Level, 
Convention  Center 


9:00  A.M.  - SMS  HOUSE  OF  DELEGATES  - 
12:00  P.M.  1ST  SESSION 

Fort  Howard  Room,  Ground  Level, 
Convention  Center 


12:00  P.M.  - SMS  BOARD  OF  DIRECTORS  LUNCHEON 
5:00  P.M.  AND  MEETING 

Embassy  Ballrooms  1-2,  Ground  Level, 
Embassy  Suites 


2:30  P.M.  - AUXILIARY  EXECUTIVE  COMMITTEE 
4:00  P.M.  MEETING 

Embassy  Ballroom  3,  Ground  Level, 
Embassy  Suites 


4:00  P.M.  - AUXILIARY  BOARD  OF  DIRECTORS 

5:30  P.M.  MEETING 

Embassy  Ballroom  3,  Ground  Level,  Embassy 
Suites 


9:00 

4:00 

A.M.  - 
P.M. 

AUXILIARY  HOUSE  OF  DELEGATES 
Door  County  Room,  Ground  Level, 
Convention  Center 

11:45 

1:00 

A.M.  - 
P.M. 

CES  FOUNDATION  LUNCHEON 
Embassy  Ballroom  1,  Ground  Level, 
Embassy  Suites 

11:45 

1:00 

A.M.  - 
P.M. 

REFERENCE  COMMITTEE  LUNCHEON 

Heritage  Hill  Room,  Ground  Level, 
Regency  Center 

11:45 

1:00 

A.M.  - 
P.M. 

YOUNG  PHYSICIANS  SECTION  CAUCUS 

Second  Level,  Suite  #219,  Embassy  Suites 

6:00  P.M.  - SMS  BOARD  OF  DIRECTORS  AND 
7:00  P.M.  FIFTY  YEAR  CLUB  RECEPTION 
Atrium  Fountain,  Ground  Level, 
Embassy  Suites 


6:00  P.M.  - AUXILIARY  BOARD  OF  DIRECTORS 
PROGRESSIVE  DINNER 
6:00  P.M.  - Appetizers 
7:30  P.M.  - Dinner 
9:00  P.M.  - Dessert 


7:00  P.M.  - 
11:00  P.M. 


SMS  BOARD  OF  DIRECTORS  AND 
FIFTY  YEAR  CLUB  DINNER 
Embassy  Ballrooms  1-2,  Ground  Level, 
Embassy  Suites 


THURSDAY,  APRIL  26 


12:00  P.M.  - AUXILIARY  LUNCHEON 
1:30  P.M.  Embassy  Ballrooms  2-3,  Ground  Level, 
Embassy  Suites 


12:00  P.M.  - NOMINATING  COMMITTEE 

1:00  P.M.  (follows  House  of  Delegates) 

Board  of  Directors  Room,  2nd  Level  #212, 
Embassy  Suites 


1:00  P.M.  - SMS  REFERENCE  COMMITTEES 
5:00  P.M.  Ground  Level,  Convention  Center 
Socioeconomic  Activities: 

Ashwaubenon  Room 
Scientific  Activities: 

Brown  County  Room 
State  & National  Issues: 

DePere  Room 
Organization  & Finances: 

Green  Bay  Room 


7:00  A.M.  - DISTRICT  I CAUCUS 
9:00  A.M.  Embassy  Ballroom  1,  Ground  Level, 
Embassy  Suites 


2:00  P.M.  - AUXILIARY  HOUSE  OF  DELEGATES 
4:00  P.M.  Door  County  Room,  Ground  Level, 
Convention  Center 


7:00  A.M.  • DISTRICT  II  CAUCUS 
8:30  A.M.  Embassy  Ballroom  3,  Ground  Level, 
Embassy  Suites 

7:30  A.M.  - AUXILIARY  HOSPITALITY  SUITE  AND 
5:00  P.M.  FORT  CRAWFORD  GIFT  SHOP 
Atrium  Fountain,  Ground  Level, 
Embassy  Suites 


4:00  P.M.  - AUXILIARY  NEW  BOARD  OF 

5:30  P.M.  DIRECTORS  ORIENTATION 

Heritage  Hill  Room,  Ground  Level, 
Regency  Center 


4:00  P.M.  - AUXILIARY  PIN  AND  GAVEL  CLUB 
5:30  P.M.  Lombardi  Royale  Suite,  3rd  Level  #319, 
Embassy  Suites 


7:30  A.M.  - AUXILIARY  HOUSE  OF  DELEGATES 

4:00  P.M.  REGISTRATION 

Door  County  Room,  Ground  Level, 
Convention  Center 


6:00  P.M.  - WISPAC  RECEPTION 

7:30  P.M.  Atrium  Fountain,  Ground  Level, 

Regency  Center 


8:00  A.M.  * SMS  SECTION  DELEGATES  CAUCUS 
9:00  A.M.  Ashwaubenon  Room,  Ground  Level, 
Convention  Center 


7:00  P.M.  - PRESIDENT’S  RECEPTION 
8:00  P.M.  Ashwaubenon  Room,  Ground  Level, 
Convention  Center 


Continued  on  next  page 


THURSDAY,  APRIL  26  - Continued 


8:00 

11:00 

P.M.  - 
P.M. 

PRESIDENTS  DINNER 
DePere  Room,  Ground  Level, 
Convention  Center 

9:30 

12:00 

P.M.  - 
A.M. 

PRESIDENT’S  AFTERGLOW 
Embassy  Ballroom  and  Atrium 
Embassy  Suites,  Ground  Level 

FRIDAY,  APRIL  27 

7:00 

8:30 

A.M.  - 
A.M. 

MEDICINE,  RELIGION  AND  ETHICS 
BREAKFAST 

Embassy  Ballrooms  1-2,  Ground  Level, 
Embassy  Suites 

7:30 

12:00 

A.M.  - 
P.M. 

AUXILIARY  HOSPITALITY  SUITE  AND 
FORT  CRAWFORD  GIFT  SHOP 
Atrium  Fountain,  Ground  Level, 
Embassy  Suites 

8:00 

9:30 

A.M.  - 
A.M. 

YOUNG  PHYSICIANS  SECTION  CAUCUS 

Royale  Suite,  Second  Level  #219, 

Embassy  Suites 


8:30 

11:30 

AM.  - 
A.M. 

PANEL:  ACCESS  TO  MEDICAL 
CARE  IN  WISCONSIN 
Ashwaubenon  Room.  Ground  Level. 
Convention  Center 

9:00 

11:30 

AM.  - 
AM. 

AUXILIARY  HOUSE  OF  DELEGATES 
Door  County  Room,  Ground  Level. 
Convention  Center 

9:00 

10:00 

A.M.  - 
A.M. 

DISTRICT  II  CAUCUS 

Embassy  Ballroom  3,  Ground  Level. 
Embassy  Suites 

9:00 

11:30 

AM.  - 
AM. 

WISCONSIN  SURGICAL  SOCIETY 
COUNCIL  MEETING 
Beilin  Hospital 

9:30 

10:30 

A.M.  • 
A.M. 

DISTRICT  1 CAUCUS 

Embassy  Ballroom  1,  Ground  Level. 
Embassy  Suites 

10:00 

11:30 

A.M.  - 
AM. 

MEDICAL  U ABILITY  COMMITTEE 
PROGRAM 

Brown  County  Room.  Ground  Level. 
Convention  Center 

Continued  on  next  page 


YOU  CAN  HELP 
STOP  BEDWETTING 

For  a large  majority  of 
your  Enuretic  patients 

• Ethical  — prescription  only 

• Professional  — you  supervise 
treatment 

• Approximately  90  percent  effective 

• Proven  reliable  and  dependable 
bell,  pad,  and  light  system 

a Low  cost  rental  service  — $14.00 
per  week  (avg.  6-week  treatment) 
e Convenient  mall  order  service 
to  the  48  states 

For  more  Information,  call  or  write: 

S.  & L.  SIGNAL  COMPANY 

Helping  Enuretic  Clients 
Since  1950 

3216  Burke  Ave.  Madison,  Wl  53714 

Phone:  608-241-8882 

Accepted  for  advertising  In  the  AMA  Journal 


FRIDAY,  APRIL  27  - Continued 


6:00 

P.M. 

- PAST  PRESIDENTS'  RECEPTION 

10:30 

A.M.  - 

EMERGENCY  MEDICINE  PROGRAM 

10:00 

P.M. 

AND  DINNER 

1:00 

P.M. 

Heritage  Hill,  Ground  Level, 

Embassy  Ballroom  1 , Ground  Level, 

Regency  Center 

Embassy  Suites 

11:30 

A.M.  - 

SURGERY  PROGRAM  AND  LUNCHEON 

6:00 

P.M. 

- ANESTHESIOLOGY  SOCIETY  RECEPTION 

4:00 

P.M. 

Beilin  Hospital 

10:00 

P.M. 

AND  DINNER 

Embassy  Ballroom  2,  Ground  Level, 

11:45 

A.M.  - 

SOCIOECONOMIC/WISPAC  LUNCHEON 

Embassy  Suites 

1:30 

P.M. 

PROGRAM 

DePere  Room,  Ground  Level, 

6:00 

P.M. 

- WISCONSIN  SOCIETY  OF  PATHOLOGISTS 

Convention  Center 

10:00 

P.M. 

BOARD  OF  DIRECTORS  DINNER  MEETING 
Embassy  Ballroom  3,  Ground  Level, 

12:15 

P.M.  - 

AUXILIARY  INAUGURAL  LUNCHEON 

Embassy  Suites 

2:30 

P.M. 

Embassy  Ballrooms  2-3,  Ground  Level, 

Convention  Center 

6:30 

P.M. 

- WISCONSIN  SURGICAL  SOCIETY 

10:00 

P.M. 

RECEPTION  AND  DINNER 

12:30 

P.M.  - 

OTOLARYNGOLOGY  PROGRAM 

Green  Bay  Packer  Hall  of  Fame 

4:30 

P.M. 

Winnebago  Room,  Ground  Level, 

Convention  Center 

6:30 

P.M. 

- WISCONSIN  SOCIETY  OF  INTERNAL 

10:00 

P.M. 

MEDICINE  RECEPTION  AND  DINNER 

1:00 

P.M.  - 

PHYSICAL  MEDICINE  & REHABILITATION 

Wellington  Supper  Club 

5:15 

P.M. 

PROGRAM 

Brown  County  Room,  Ground  Level, 

Green  Bay,  Wisconsin 

Convention  Center 

6:30 

P.M. 

- WISCONSIN  SOCIETY  OF  PLASTIC 

10:00 

P.M. 

SURGEONS  RECEPTION  AND  DINNER 

1:00 

P.M.  - 

PLASTIC  SURGERY  PROGRAM 

Wellington  Supper  Club 

4:30 

P.M. 

Door  County  Room,  Ground  Level, 
Convention  Center 

Green  Bay,  Wisconsin 

1:00 

P.M.  - 

SMS  HOUSE  OF  DELEGATES 

5:00 

P.M. 

REGISTRATION 

SATURDAY,  APRIL  28 

Fort  Howard  Room,  Ground  Level, 

Convention  Center 

7:30 

A.M. 

- AMA  DELEGATES  BREAKFAST 

9:00 

A.M. 

Lambeau  Ambassador  Suite,  3rd  Level  #330, 

1:00 

P.M.  - 

PSYCHIATRY  PROGRAM  AND  MENTAL 

Embassy  Suites 

3:15 

P.M. 

HEALTH  COMMITTEE  PROGRAM 

Embassy  Ballroom  1 , Ground  Level, 

8:00 

A.M. 

- SURGERY  PROGRAM 

Embassy  Suites 

12:00 

P.M. 

Fort  Howard,  Ground  Level,  Convention  Center 

1:45 

P.M.  - 

SMS  HOUSE  OF  DELEGATES  - 

8:15 

A.M. 

- PATHOLOGY  PROGRAM 

5:00 

P.M. 

2ND  & 3RD  SESSIONS 

5:00 

P.M. 

Green  Bay  Room,  Ground  Level, 

Fort  Howard  Room,  Ground  Level, 
Convention  Center 

Convention  Center 

8:30 

A.M. 

- SMS  BOARD  OF  DIRECTORS  BREAKFAST 

2:00 

P.M.  - 

DIABETES  PROGRAM  AND  RECEPTION 

9:00 

A.M. 

Embassy  Ballroom  1,  Ground  Level, 

6:00 

P.M. 

Ashwaubenon  Room,  Ground  Level, 
Convention  Center 

Embassy  Suites 

8:30 

A.M. 

- ANESTHESIOLOGY  PROGRAM 

2:00 

P.M.  - 

CANCER  PAIN  SYMPOSIUM 

11:45 

A.M. 

Ashwaubenon  Room,  Ground  Level, 

4:00 

P.M. 

Heritage  Hill  Room,  Ground  Level, 
Regency  Center 

Convention  Center 

8:30 

A.M. 

- ORTHOPAEDIC  PROGRAM 

4:00 

P.M.  - 

NOMINATING  COMMITTEE 

12:00 

P.M. 

Winnebago  Room,  Ground  Level, 

5:00 

P.M. 

(follows  House  of  Delegates) 

Board  of  Directors  Room,  2nd  Level  #212, 

Convention  Center 

Embassy  Suites 

9:00 

A.M. 

- SMS  BOARD  OF  DIRECTORS  MEETING 

11:00 

A.M. 

Embassy  Ballroom  2,  Ground  Level, 

5:00 

P.M.  - 

HOSPITALITY  SUITES 

Embassy  Suites 

8:00 

P.M. 

Second  Level,  Embassy  Suites 

9:00 

A.M. 

- INTERNAL  MEDICINE  PROGRAM 

5:30 

P.M.  - 

YOUNG  PHYSICIANS  RECEPTION 

12:00 

P.M. 

Door  County  Room,  Ground  Level, 

8:00 

P.M. 

Second  Level,  Suite  #219,  Embassy  Suites 

Convention  Center 

Continued  on  next  page 


SATURDAY,  APRIL  28  - Continued 


9:00  A.M.  - 
1:30  P.M. 


9:00  A.M.  - 
12:00  P.M. 


10:00  A.M. 
2:00  P.M. 


11:00  A.M.  - 
12:30  P.M. 


12:00  P.M. 
3:00  P.M. 


12:15  P.M.  - 
2:00  P.M. 


12:15  P.M. 
2:00  P.M. 


2:00  P.M. 
4:00  P.M. 


NEUROLOGY  PROGRAM  AND  LUNCHEON 
Brown  County  Room,  Ground  Level, 

Convention  Center 

RADIATION  ONCOLOGY  PROGRAM 
Oneida  Room,  Ground  Level, 

Convention  Center 

WISCONSIN  ACADEMY  OF  FAMILY 
PHYSICIANS  COUNCIL  MEETING 
AND  LUNCHEON 
Embassy  Ballroom  3,  Ground  Level, 

Embassy  Suites 

PHYSICIANS  INSURANCE  COMPANY  OF 
WISCONSIN  ANNUAL  MEETING 
Embassy  Ballroom  2,  Ground  Level, 

Embassy  Suites 

WISCONSIN  SOCIETY  OF  INTERNAL 
MEDICINE  COUNCIL  LUNCHEON 
AND  MEETING 

Embassy  Ballroom  1,  Ground  Level, 

Embassy  Suites 

WISCONSIN  ONCOLOGY  GROUP 
LUNCHEON 

Voyageur  Room,  Ground  Level, 

Convention  Center 

WISCONSIN  SOCIETY  OF  RADIATION 
ONCOLOGISTS  and  REGISTERED  THERAPY 
TECHNOLOGISTS  OF  WISCONSIN 
LUNCHEON 

St.  Norbert  Room,  Ground  Level, 

Convention  Center 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  Ind  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  8 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon8  1/12  gr  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Physician  briefs 


The  * indicates  an  SMS  member. 

Bill  L,  Maddix,  MD,*  an  internal 
medicine  specialist  at  the  Monroe 
Clinic.  was  recently  reappointed  chair 
of  the  bylaws  committee  of  the  Amer- 
ican Group  Practice  Association 
(AGP A).  Dr  Maddix  received  his 
degree  from  the  University  of  Kansas 
Medical  Center  and  completed  resi- 
dencies at  Hurley  Hospital  and  the 
University  of  Michigan.  He  has  been 
the  clinic's  representative  to  the 
AGPA  Congressional  Forum  (weight 
years. 


Guy  R.  Lord,  MD,*  of  Milwaukee, 
has  joined  the  medical  staff  of  St 
Mary’s  Hill  Hospital.  A graduate  of 
Duke  University  School  of  Medicine, 
Dr  Lord  served  an  internship  at 
Baylor  Affiliated  Hospitals  and  a 
residency’  at  San  Diego  Mental  Health 
Services.  Dr  Lord  most  recently  was 
a staff  psychiatrist  at  Children’s 
Hospital  of  Wisconsin. 

Margaret  M.  Nambiar,  MD,* 
recently’  began  her  ophthalmology 
practice  at  Kenosha  Hospital  and 
Medical  Center.  A Milwaukee  native. 


Dr  Nambiar  graduated  from  the 
University  of  Wisconsin  Medical 
School  and  completed  a residency  at 
Henry  Ford  Hospital  in  Detroit. 

Paul  R.  Meyers,  MD,  and  Marie  T. 
Weber,  MD,  have  both  joined  the 
medical  staff  of  the  La  Salle  Clinic. 
A specialist  in  neonatology,  Dr 
Meyers  graduated  from  the  Univer- 
sity of  Minnesota  School  of  Medicine 
and  served  a pediatric  residency  at  the 
University  of  Colorado  Health  Sci- 
ence Center  in  Denver.  He  completed 
a fellowship  in  neonatology  at  the 
University  of  Colorado  and  the  Chil- 
dren’s Hospital,  also  in  Denver.  Dr 
Weber  received  her  medical  degree 
from  Northwestern  University  School 
of  Medicine  and  recently  completed 
a residency  in  internal  medicine  at 
Marshfield  Clinic. 

Rafaek  Solis,  MD,  has  joined  the 
staff  of  the  Monroe  Clinic.  Dr  Solis 
received  his  medical  degree  from  the 
University  of  Salamanca  in  Spain  and 
completed  a residency  at  Galesburg 
State  Research  Hospital  and  the  Uni- 
versity of  Iowa  College  of  Medicine. 
For  the  past  5 years,  he  practiced  at 
Vera  French  Community  Health  Cen- 
ter in  Davenport.  Iowa.  A psychia- 
trist, Dr  Solis  will  also  serve  as  the 
medical  director  for  St  Clare  Hos- 
pital’s Mental  Health  Center. 

Rajeev  K.  Jain,  MD,  recently  joined 
the  Milwaukee  Medical  Clinic,  SC.  Dr 
Jain  served  a residency  in  internal 
medicine  at  Georgetown  University 
Department  of  Medicine  and  com- 
pleted a fellowship  in  endocrinology 
at  New  York  University  Medical 
Center. 

Elliott  G.  Goldin,  MD,  has  joined  the 
medical  staff  of  Ripon  Memorial  Hos- 
pital. Dr  Goldin  received  his  medical 
degree  from  the  University  of  Illi- 
nois—Chicago,  where  he  also  com- 
pleted his  internship  and  residency. 
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He  is  board  certified  in  general 
surgery. 

James  K.  Thiesen,  MD,  recently  an- 
nounced his  retirement  from  his 
surgery  practice  in  Oconto  Falls.  Dr 
Thiesen  received  his  degree  from  the 
University  of  Wisconsin  Medical 
School  and  served  an  internship  at  St 
Luke’s  Hospital  in  Cleveland.  He  also 
completed  residencies  in  pathology 
and  surgery  at  St  Luke’s.  He  has  been 
on  the  medical  staff  of  Community 


Memorial  Hospital  in  Oconto  Falls  for 
the  past  24  years  and  has  served  as 
president  of  the  medical  staff  and 
chief  of  surgery. 

Donna  Pitter,  MD,  has  joined  the 
staff  of  the  Public  Health  Services 
Bureau  of  the  City  of  Milwaukee 
Health  Department.  As  medical  ad- 
visor to  the  bureau’s  staff  of  nurses 
and  health  educators,  Dr  Pitter  will 
provide  medical  direction  and  con- 
sultation on  direct  patient  services 


and  community  health  issues.  A pedi- 
atrician, Dr  Pitter  graduated  from 
Wayne  State  University  Medical 
School  and  served  an  internship  at 
Boston  City  Hospital  and  St  Luke’s- 
Roosevelt  Hospital  in  New  York. 

Jeffrey  P.  Naus,  MD,  * has  joined  the 
Racine  Medical  Clinic  staff.  A pedi- 
atrician, Dr  Naus  graduated  from  the 
Medical  College  of  Wisconsin  and 
served  his  residency  at  Children’s 
Hospital  of  Wisconsin  in  Milwaukee,  f 


A call  for  photographs 

The  Wisconsin  Medical  Journal  and  the  SMS  Charitable,  Educational,  and  Scientific  Foundation  are  joining  forces  in 
an  effort  to  build  a photographic  library  of  medicine  in  Wisconsin.  Donations  of  current  or  historical  photos  relating 
to  medicine— persons  or  places,  equipment  or  events— are  welcome  and  tax  deductible.  All  donated  photos  will  become 
the  property  of  the  Fort  Crawford  Medical  Museum,  which  is  owned  and  operated  by  the  foundation,  and  may  be  used 
to  illustrate  future  issues  of  the  Wisconsin  Medical  Journal.  Send  your  photos  to:  Thomas  L.  Adams,  State  Medical  Society 
of  Wisconsin,  PO  Box  1109,  Madison,  WI  53701-1109.  ^ 


$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for  board  certification  in  one  of  the  following 
specialties,  you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army  Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon- Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  from  August  1,  1989  through  September  30, 1990,  which  offers  a 
bonus  to  eligible  physicians  who  reside  in  certain  geographic  areas  (Pennsylvania,  West  Virginia, 
Ohio,  Michigan,  Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You  would  receive  a $10,000 
bonus  for  each  year  you  serve  as  an  Army  Reserve  physician— for  a maximum  of  three  years. 

You  may  serve  near  your  home,  at  times  convenient  for  you,  or  at  Army  medical  facilities  in  the 
United  States  and  abroad.  There  are  also  opportunities  to  attend  conferences  and  participate  in 
special  training  programs,  such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus  Test  Program,  call  one  of  our  experienced 
Medical  Personnel  Counselors: 


MAJOR  PAUL  A.  DENESON,  JR. 
414-771-5438 


ARMY  RESERVE 
BE  ALL  YOU  CAN  BE 
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Obituaries 


Norman  O.  Becker,  MD,  72,  of  Fond 
du  Lac,  died  Feb  6, 1990,  in  Madison. 
Bom  Jan  16,  1918,  in  Fond  du  Lac, 
Dr  Becker  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School, 
and  completed  his  surgical  residency 
at  Cleveland  Metropolitan  Hospital. 
He  served  in  the  US  Navy  during 
World  War  II.  In  1949  he  returned  to 
Fond  du  Lac  and  started  his  medical 
practice.  During  his  44  years  of  prac- 
tice, Dr  Becker  served  as  president 
of  the  medical  staff,  chief  of  surgery, 
and  chief  of  staff  of  St  Agnes  Hospital, 
Fond  du  Lac.  He  was  president  of  the 
local  and  national  University  of  Wis- 
consin alumni  clubs  and  received  the 
Distinguished  Service  Award.  He  was 
chair  of  the  UW  Foundation  and 
served  on  the  board  of  the  Medical 
College  of  Wisconsin.  He  also  was 
president  of  the  Wisconsin  American 
College  of  Surgeons  and  served  na- 
tionally on  the  ACS  Board  of  Gover- 
nors. Dr  Becker  was  chair  of  the  ad- 
visory board  of  the  University  of 
Wisconsin  Clinical  Cancer  Center.  He 
was  past  president  of  the  Wisconsin 
Surgical  Society  and  the  Fond  du  Lac 
County  Medical  Society.  Dr  Becker 
was  a member  of  the  SMS  and  the 
AMA.  Surviving  are  his  widow, 
Mildred;  three  daughters,  Mary 
Nevader,  of  Oakville,  Calif,  Dr  Julia 


Richards,  of  Antigua,  Guatemala,  and 
Constance  Matzenbacher,  of  Troy, 
Mich;  and  one  son,  Dr  James,  of 
Boston,  Mass. 

Edgar  A.  W.  Habeck,  MD,  89,  of 
Wauatosa,  died  Jan  15,  1990,  in 
Wauwatosa.  He  was  bom  Jan  18, 
1900,  in  Milwaukee,  and  graduated 
from  Marquette  University  School  of 
Medicine.  His  internship  was  served 
at  Deaconess  Hospital,  Milwaukee, 
and  his  residency  completed  at  New 
York  Lying-In  Hospital.  Dr  Habeck 
served  in  the  US  Army  during  World 
War  I.  Licensed  to  practice  in  Wiscon- 
sin in  1923,  Dr  Habeck  was  a member 
of  the  International  College  of 
Surgeons,  the  Wisconsin  Society  of 
Obstetrics  and  Gynecology,  and  a past 
president  of  the  medical  staff  at 
Deaconess  Hospital.  He  was  also  a 
member  of  The  Medical  Society  of 
Milwaukee  County,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow, 
Edna;  two  sons,  Edgar  and  Frederick; 
three  grandchildren  and  three  great 
grandchildren. 

William  M.  Jermain,  MD,  93,  of 
Milwaukee,  died  Jan  10, 1990,  in  Mil- 
waukee. He  was  bom  Sept  29, 1896, 
in  Milwaukee,  and  graduated  from 
Marquette  University  School  of 


Medicine.  His  internship  was  served 
at  Milwaukee  County  General  Hos- 
pital. Licensed  to  practice  in  Wiscon- 
sin in  1922,  Dr  Jermain  was  an  emer- 
itus professor  of  medicine  at  the 
Medical  College  of  Wisconsin,  a 
diplomate  of  the  American  Board  of 
Internal  Medicine,  and  a fellow  of  the 
American  College  of  Physicians.  He 
served  as  chief-of-staff  of  St  Mary’s 
Hospital  in  1944,  and  was  on  the  con- 
sulting staff  of  Columbia  and  Mil- 
waukee County  General  hospitals.  He 
was  a member  of  the  Milwaukee  Aca- 
demy of  Medicine,  the  American 
Heart  Association,  The  Medical 
Society  of  Milwaukee  County,  the 
SMS,  and  the  AMA.  Surviving  are 
two  sons,  Louis  F.  Jermain,  MD,  and 
William  M.  Jermain;  and  two  daugh- 
ters, Elizabeth  Dreyer  and  Mary  K. 
Go  wan. 

Franklin  H.  Swenson,  MD,  69,  of 
Chippewa  Falls,  died  Jan  28, 1990,  in 
Chippewa  Falls.  Bom  Sept  9,  1920, 
in  Akron,  Ohio,  Dr  Swenson  gradu- 
ated from  Massachusetts  Institute  of 
Technology  in  1943.  He  entered  Case 
Western  Reserve  Medical  School 
when  he  was  33  years  old  and  gradu- 
ated in  1957.  His  radiology  residency 
was  completed  at  University  Hos- 
pitals in  Cleveland.  Dr  Swenson  was 
on  the  medical  staff  at  Akron  City 
Hospital  in  Ohio  from  1971  to  1977 
when  he  moved  to  Chippewa  Falls. 
He  was  on  the  medical  staff  at  North- 
ern Wisconsin  Center  for  the  Devel- 
opmentally  Disabled,  Chippewa  Falls, 
Sacred  Heart,  and  Luther  hospitals, 
Eau  Claire,  retiring  in  1986.  He  was 
a member  of  the  Chippewa  County 
Medical  Society,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow,  Polly 
(Irene);  one  son,  John,  of  Chippewa 
Falls;  four  daughters,  Penny  Car- 
penter, of  Thomasville,  Ga,  Janet 
Swenson,  of  Chippewa  Falls,  Chris- 
tine Frey,  of  Spencer,  and  Phyllis 
Lemoine,  of  Marshfield,  f 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific  Foun- 
dation of  the  SMS  offers  physicians  a unique  opportunity  to  provide  a 
living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  public  health  or  aid  in  the 
preservation  of  Wisconsin’s  medical  history.  When  a memorial  gift  is 
made  to  the  foundation,  the  deceased  person’s  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the  foun- 
dation staff  at  the  SMS.  \ 
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Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  considera- 
tion of  the  Wisconsin  Medical  Journal's, 
taking  action  in  reviewing  and  editing 
this  submission,  the  author(s)  hereby 
transfer(s),  assign(s),  or  otherwise 
convey(s)  all  copyright  ownership 
to  the  WMJ  in  the  event  that  this 
work  is  published  in  the  WMJ."  All 
co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent  and 
provide  a complete  address  and  tele- 
phone number.  All  coauthors  should 
have  contributed  to  the  study  and 
manuscript  preparation.  They  should 
be  thoroughly  familiar  with  the  sub- 
stance of  the  final  manuscript  and  be 
able  to  defend  its  conclusions. 

The  Journal  expects  authors  to 
disclose  any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely 
acknowledged  on  the  title  pages,  as 


should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by  the 
Journal  staff  for  clarity,  organization, 
grammar,  spelling,  and  punctuation, 
and  in  accordance  with  AM  A style. 
Suggestions  for  titles  are  welcome, 
but  are  subject  to  the  constraints  of 
clarity,  space,  grammar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements  of 
fact.  Galley  proofs  are  for  correcting 
errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  paper. 
The  authors  are  responsible  for  all 
statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  cor- 
responding author. 

Manuscript  preparation 

• Submit  papers  to:  Wisconsin  Med- 
cal  Journal , PO  Box  1109,  Madison, 
WI  53701;  Ph:  608-257-6781  or 
1-800-362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 


sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  paper, 
using  1-inch  margins.  Double-space 
throughout. 

• Organization  for  scientific  papers: 

Abstract— 150  words  or  less,  stating 

the  problem  considered,  methods, 
results  and  conclusions. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or 
illustrations  are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  relations 
to  other  studies.  Show  how  the  con- 
clusions relate  to  the  purpose  of  the 
study.  Recommendations,  when 
appropriate,  may  be  included. 

Rejerences— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 


completeness  of  references.  Ref- 
erences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use  in 
the  text.  Acceptable  abbreviations  of 
clinical,  technical  and  general  terms 
can  be  found  in  the  AMA  Manual  for 
Authors  and  Editors. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scientific 
writing.  (Examples:  For  “presented 


with”  use  “had;”  for  “experienced  a 
weight  loss”  use  “lost  weight.”) 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in 
parentheses. 

• Units  of  measure  are  to  be 
provided  in  metric,  followed  by 
International  System  units  (SI)  in 
parentheses. 

Review  process 

Each  scientific  manuscript  is  reviewed 
by  the  medical  editor  and  the  mem- 
bers of  the  editorial  board.  The  opin- 
ions of  outside  consultants  may  be 
sought  at  the  medical  editor’s  discre- 
tion. The  medical  editor  has  the  final 
decision  as  to  whether  a scientific 
paper  will  be  published. 


Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including  tables 
or  illustrations),  or  roughly  5 type- 
written pages,  may  be  asked  by  the 
editorial  board  to  provide  publication 
support  in  the  amount  of  $100  per 
typeset  page  beyond  the  second.  Such 
support  is  not  mandatory  and  is 
not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision  of 
support  helps  defray  the  cost  of  pub- 
lishing the  Journal  and  is  left  to  the 
conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  reproduced 
without  specific  permission,  provided 
that  acknowledgement  of  the  source 
is  made.  | 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need  . . . when  you 
need  it . . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 
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PROFESSIONAL  PROGRAMS 

■ DXplain’“  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM*  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 
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Interactive,  self-paced 
programs  for  Category  I 
credit. 


For  Immediate  Sign-Up 
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and  American  Medical  Computing,  ltd  a subsidiary  ol  the  AMA 
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General  internist  with  interest  in 
preoperative  evaluations.  Marshfield  Clinic, 
multi-specialty  group  practice  with  over  300 
physicians,  is  seeking  a BE  / BC  general  inter- 
nist to  staff  a Preoperative  Evaluation  Clinic. 
There  is  no  hospital  practice,  night  or  weekend 
call.  This  is  a half  time  position  and  the  appli- 
cant may  develop  the  other  half  of  practice  to 
meet  his  or  her  practice  interests  which  could 
include  staffing  a Walk-in  Clinic,  Employee 
Health  Clinic  or  development  of  a private  prac- 
tice. Salary  negotiable  but  very  competitive 
depending  on  the  type  of  practice  developed, 
and  the  fringe  benefit  package  is  outstanding. 
Send  references  and  CV  to  David  L.  Draves, 
1000  North  Oak  Ave,  Marshfield,  WI  54449 
or  call  collect  715-387-5376.  4/90 

BC/BE  Internal  medicine  physician 
needed  to  join  two  young  established  BC 
internists  in  thriving  community  in  south  cen- 
tral Wisconsin.  Guaranteed  salary  plus  benefits 
with  office  space,  ancillary  help  provided.  A 
very  personal  practice  with  the  opportunity 
for  the  acceptable  candidate  to  express  him- 
self. Contact  Dept  627  in  care  of  the  Journal. 

4/90 

General  internist  with  psychiatry  interest. 
Marshfield  Clinic  multi-specialty  group  prac- 
tice with  over  300  physicians  is  seeking  a 
medical  director  for  the  Inpatient  Psychiatry 
Unit.  A BC/BE  internist  with  psychiatry 
experience  is  preferred.  The  medical  director- 
ship of  the  psychiatry  unit  is  half  time,  and  the 
applicant  may  develop  the  other  portion  of 
practice  to  meet  his  or  her  practice  interest. 
This  could  include  a private  practice  or  non- 
continuity of  care  practice  such  as  Walk-in 
Clinic,  Preop  Evaluation  or  Employee  Health 
Clinic.  Starting  salary  is  negotiable  but  very 
competitive,  and  the  fringe  benefit  package 
is  outstanding.  Send  CV  and  references  to 
David  L.  Draves,  1000  North  Oak  Ave,  Marsh- 
field, WI  54449  or  call  collect  715-387-5376. 

4/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  col- 
umn inch. 

All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be  received 
by  the  1st  of  the  month  preceeding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  WI 
53701.  FAX:  608-283-5401.  Classified 
ads  are  not  taken  over  the  telephone, 
but  questions  may  be  directed  to  608- 
257-6781  or  toll-free  in  Wisconsin, 
1-800-362-9080. 


Small  progressive  hospital  in  south- 
western Iowa  seeking  third  family  practice 
physician.  First-year  minimum  income  guar- 
antee $70,000,  plus  benefits.  Omaha, 
Nebraska,  within  hour’s  drive.  Specialists  from 
Omaha  provide  clinics /backup.  Call  Wanda 
Parker,  800-221-4762,  or  collect  212-599-6200. 
E.  G.  Todd  Associates,  535  Fifth  Ave,  Suite 
1100,  New  York,  NY  10017.  4-8/90 

Pediatrics.  BC/BE  pediatrician  needed  to 
join  large  multi-specialty  group  practice  near 
Milwaukee,  Wisconsin.  Call  shared  with  five 
other  pediatricians.  Competitive  salary  and 
fringe  benefits.  Forward  inquiries  and  CVs  to: 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53051.  4/90 

Janesville,  Wisconsin.  The  Rock  County 
Health  Care  Center  Complex  (RCHCC)  is  seek- 
ing a full-time  general  practitioner  for  their 
388-bed  JCAH  accredited  nursing  home  facil- 
ity and  5 1 .42  board  operated  specialty  hospital. 
The  RCHCC  Complex  is  located  within  easy 
commuting  distance  from  Madison  and  Rock- 
ford. Excellent  compensation  package  and 
paid  malpractice  insurance.  Contact  Paul 
Frechette,  MD,  Medical  Director,  Rock 
County  Health  Care  Center  Complex,  PO  Box 
351,  Janesville,  WI  53547;  608-755-2522.  4/90 

Family  practitioner,  Michigan,  Ann  Arbor 
suburb.  Be  an  independent  practitioner  with 
shared  call.  First  year  income  guarantee  and 
benefits  including  paid  malpractice  premium. 
Practice  management  services  available.  New 
office  building  includes  a consult  office,  a 
manager’s  office,  two  exam  rooms  and  a treat- 
ment room.  X-ray  services  available  next  door. 
Affiliation  with  community  hospital  which  of- 
fers full  range  of  medical  services.  Call  Marion 
Novack,  E.  G.  Todd  Associates,  Inc,  at  800- 
221-4762.  4/90 

Family  practice.  Marshfield  Clinic,  a multi- 
specialty group  practice  with  nearly  350  physi- 
cians, is  seeking  BE/BC  family  practitioners 
to  join  expanding  regional  centers.  Practice 
opportunities  range  in  size  from  single  spe- 
cialty groups  of  three  to  multi-specialty  groups 
of  twenty-five.  Positions  available  in  six  loca- 
tions: Two  in  northwestern  Wisconsin  within 
70  and  90  miles  of  Minneapolis;  two  in  north 
central  Wisconsin  within  80  and  90  miles  of 
Lake  Superior,  and  two  in  central  Wisconsin 
within  25  and  35  miles  of  Marshfield.  Full 
specialty  consultation  readily  available.  Posi- 
tions offer  strong  economic  stability  combined 
with  exceptional  recreational,  cultural,  and 
educational  opportunities.  Starting  salary  up 
to  $92,160  with  salary  in  two  years  up  to 
$1 16,400.  Fringe  benefit  package  outstanding. 
Send  CV  and  references  to:  David  L.  Draves, 
Director  Regional  Development,  1000  North 
Oak  Ave,  Marshfield,  WI  54449  or  call  col- 
lect at  715-387-5376.  4/90 


General  internist.  Marshfield  Clinic,  a 
multi-specialty  group  practice  with  350  physi- 
cians, is  seeking  BE/BC  general  internists  to 
join  its  30-member  section  in  Marshfield  and 
three  expanding  regional  centers  in  north- 
western and  north  central  Wisconsin.  An 
Internal  Medicine  Residency  Program,  Uni- 
versity of  Wisconsin  Medical  School  affilia- 
tion and  Medical  Research  Foundation  con- 
tribute to  a very  stimulating  practice  environ- 
ment. Positions  offer  strong  economic  stability 
combined  with  exceptional  recreational,  cul- 
tural, and  educational  opportunities.  Starting 
salaries  up  to  $92,100  with  salary  in  two  years 
up  to  $116,400.  Fringe  benefit  package  is  out- 
standing. Send  CV  to:  David  L.  Draves,  Direc- 
tor Regional  Development,  1000  North  Oak 
Ave,  Marshfield,  WI  54449,  or  call  collect  at 
715-387-5376.  4/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive  126-bed,  two-hospital  system  is 
seeking  the  above  specialists  to  establish  prac- 
tices in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE  / BC.  Located  100 
miles  north  of  Green  Bay,  Wisconsin,  Dickin- 
son County  Hospitals  has  a medical  staff  of 
45  full-time  physicians  and  a total  service  area 
population  of  over  45,000.  Diagnostic  capa- 
bilities include  a CT  scanner,  C02  laser,  and 
a fully  staffed  special  diagnostic  department. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

4-5/90 

Family  practitioner  to  associate  with  a 
highly  successful  two  physician  (one  physician 
near  retirement)  rural  family  health  center  with 
an  excellent  support  staff  and  unlimited  poten- 
tial. Complete  fee-for-service  practice  with 
excellent  hospitals  and  specialty  support  only 
minutes  away.  Guaranteed  salary,  incentives 
and  benefits  tailored  to  fit  your  needs.  Located 
15  minutes  from  a major  metropolitan  area  and 
30  minutes  from  the  joys  of  Door  County.  Inter- 
ested physicians  please  contact:  J.  C.  Majeski, 
Clinic  Mgr,  Luxemburg  Medical  Clinics,  PO 
Box  C,  Luxemburg,  WI  54217;  ph  414-845- 
2351.  p4-6/90 

Family  practice  associate  wanted,  near 
Green  Bay,  Wis,  to  eventually  take  over  prac- 
tice established  27  years  ago.  Three  local 
hospitals,  unlimited  recreational  activities. 
Guaranteed  first-year  salary.  Contact:  O.  S. 
Keiser,  MD,  116  S Third  St,  De  Pere,  WI 
54115;  ph  414-336-1618.  p4/90 

Illinois  near  Springfield.  Another  OB/ 
GYN  needed  to  join  group.  36,000  population, 
650  deliveries,  160-bed  hospital  with  group 
office  on  campus.  Sound  economy,  recreational 
lake,  excellent  schools.  Salary,  office  and  all 
benefits,  partnership.  Call  Dr  Walter  Smith 
at  800-221-4762  or  (collect)  212-599-6200. 

4/90 
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Primary’  care  physician.  Marshfield  Clinic 
is  seeking  a primary  care  physician  to  join  its 
expanding  seven-member  Emergency  Medi- 
cine Department.  Emergency  medicine, 
urgent  and  ambulatory  care,  plus  supervision 
and  training  of  ER  staff  contribute  to  a very 
stimulating  practice  environment.  More  than 
26,000  ER  visits  and  13,000  ambulatory  care 
visits  annually.  Specialists  representing  all 
branches  of  medicine  and  surgery  provide  sup- 
port care  and  services.  Marshfield  Clinic  is  a 
private  group  practice  consisting  of  350- 
physicians  and  is  physically  adjacent  to  Saint 
Joseph's  Hospital,  a 525-bed  acute  care 
teaching  facility.  Send  curriculum  vitae  to: 
John  P.  Folz,  Assistant  Director,  Marshfield 
Clinic,  1000  North  Oak  Ave,  Marshfield,  WI 
54449  or  call  collect  at  715-387-5181.  4/90 

Minneapolis  / Saint  Paul  and  surrounding 
communities  offer  practice  opportunities  for 
specialists  in  cardiology,  dermatology,  geri- 
atrics, internal  medicine,  neurology,  obstetrics 
and  gynecology,  oncology,  ophthalmology, 
orthopedic  surgery,  pediatrics,  rheumatology, 
surgery,  and  locums.  Contact  LifeSpan  Health 
Care  Services,  800  East  28th  St,  Minneapolis, 
MN  55407;  ph  612-863-4193,  ask  for  Jerry 
Hess.  4-6/90 


Primary  Care  Physician 
Health  Service  Unit 

Wisconsin  Department  of  Corrections, 
Division  of  Program  Services.  Bureau 
of  Correctional  Health  Services  is  cur- 
rently recruiting  daytime  Primary  Care 
Physicians  for  vacancies  at  Waupun 
and  Dodge  Correctional  Institution. 
The  annual  starting  salary  effective 
July  1990,  will  range  from  $62,209  and 
$84,288  depending  on  training  and  ex- 
perience. We  offer  an  excellent  benefit 
package  consisting  of  health  and  life 
insurance,  income  continuation  insur- 
ance, pension  plan,  deferred  compen- 
sation plan,  malpractice  insurance 
coverage  and  full  legal  representation, 
paid  vacation,  sick  leave,  personal  and 
legal  holidays.  If  you  are  looking  for  an 
exciting,  challenging  career  change  and 
a chance  to  put  your  skills  to  work  in 
an  area  that  can  really  make  a difference 
in  people’s  lives,  here  is  your  opportu- 
nity. For  more  information  contact 
Armond  Start,  MD,  Medical  Director 
at  608-246-3309  or  Barbara  Whitmore, 
Bureau  Director  at  608-246-3311. 

Department  of  Corrections 
An  Equal  Opportunity  Employer 
4-6/90 
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Internist,  Michigan,  Ann  Arbor  suburb. 
Interest  in  pediatrics  a plus.  Be  an  indepen- 
dent practitioner  with  the  benefits  of  belong- 
ing to  a group.  On  call  1:3.  Practice  manage- 
ment services  available.  Sharing  office  and 
support  staff  is  another  option.  First  year 
income  guarantee  and  benefits  including  paid 
malpractice  premiums.  Community  hospital 
offers  full  range  of  medical  services.  Call 
Marion  Novack,  E.  G.  Todd  Associates,  Inc, 
at  800-221-4762.  4/50 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insur- 
ance provided  and  benefit  package  available 
to  full-time  staff.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S.  Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496.  p4/90 

Orthopedic  surgeon.  A progressive  126- 
bed,  two-hospital  system  is  seeking  an  ortho- 
pedic surgeon  to  join  an  established  practice 
in  the  Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  MustbeBE/BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population 
of  over  45,000.  Dr  Roberts  will  guarantee 
$250,000  plus  malpractice  insurance,  office 
space,  CME,  vacation  and  relocation  expenses. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

4-5/90 

The  Wausau  Medical  Center  is  seeking 
BC  / BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics /Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedics, 
Urgent  Care  and  Rheumatology.  Modem  clinic 
facility  located  across  the  street  from  modern 
300-bed  hospital.  Full  partnership  in  three 
years.  Easy  access  to  lakes,  woods  and  moun- 
tains. Write  including  CV  to  D.K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Dr,  Wausau,  WI 
54401.  p4tfn/88 


NEW  PHYSICIANS 
FOR  WISCONSIN 
is  seeking 

• Family  Physicians  • Pediatricians 

• Orthopedic  Surgeons  • Internists 

• General  Surgeons 
Contact:  Fred  Moskol 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 
608/273-5964 

7—12/89;!— 6/90 


Rheumatologist.  115-physician  multi- 
specialty clinic  in  the  Fox  River  V alley  of  north- 
eastern Wisconsin  desires  a BC/BE  rheuma- 
tologist to  join  a department  of  three  BC 
rheumatologists.  Two-year  guarantee  plus 
comprehensive  benefit  package  offered.  This 
area,  which  encompasses  Appleton,  Neenah, 
and  Oshkosh  with  a combined  population  of 
+ 300,000,  offers  a superb  recreational, 
cultural,  and  family  environment  in  which  to 
practice.  For  information  please  call  or  write: 
Roger  Rathert,  MD,  La  Salle  Clinic,  411  Lin- 
coln St,  Neenah,  WI  54956;  ph  414-727-2702. 

4-5/90 

Lake  Winnebago,  Wisconsin  area. 

Seeking  director,  full-time  and  part-time 
emergency  physicians  for  low  volume  60-bed 
hospital.  Attractive  compensation,  full 
malpractice  insurance  coverage  and  benefit 
package  available.  Contact:  Emergency  Con- 
sultants, Inc,  2240  S.  Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496.  p4/90 

Small  hospital,  45  minutes  west  of  Min- 
neapolis, has  noted  geriatric  program.  First- 
year  minimum  salary  of  $50,000  plus  37% 
adjusted  revenues,  4 weeks  vacation,  2 weeks  : 
CME,  401(K)  pension  plan,  malpractice.  Lake- 
side community.  Call  Wanda  Parker  at  800- 
221-4762  or  collect  212-599-6200.  4-8/90 

Antigo,  Wisconsin.  Seeking  director,  full- 
time and  part-time  emergency  physicians  for 
low  volume  facility  located  in  sportsman’s 
paradise.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc,  2240  S.  Airport  Rd,  Room 
36,  Traverse  City,  MI  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496.  p4/90 

Baraboo,  Wisconsin.  Emergency  Depart- 
ment at  St.  Clare  Hospital  seeks  full-time 
staff  physician.  Approximately  10,000  annual 
visits.  Compensation  to  be  negotiated.  Pleas- 
ant area  in  which  to  live,  near  Devil’s  Lake  and 
the  Baraboo  Hills.  Also,  Madison  nearby.  Con- 
tact: Thomas  Warwick,  Executive  Vice  Pres- 
ident, St  Clare  Hospital,  707  14th  St,  Baraboo, 
WI  53913;  608-356-5561,  ext  492.  lltfn/89 


LIVE  AMONG  THE  RED- 
WOODS. Successful  surgeon  seeks 
partner  for  busy  general  and  vascular 
surgery  practice  on  northern  Califor- 
nia coastline.  Eighty-five  bed  hospital 
supportive  of  practice— will  provide 
guarantee  and  malpractice.  Call 
Gwyneth  Anderson  for  more  details 
about  this  ideal  opportunity  at 
800-221-4762,  or  collect  212-509-6200. 
E G Todd  Associates,  535  Fifth  Ave, 
Suite  1100,  New  York,  NY  10017. 

3-4/90 
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Two  family  practitioners  to  join  family 
group  in  Lake  Mills  on  Interstate  94  and  beau- 
tiful Rock  Lake  in  southern  Wisconsin.  Resort 
area.  Competitive  salary  and  fringe  benefits. 
Contact  J.  P.  Wishau,  MD,  120  E Oak  St,  Lake 
Mills,  WI  53551;  ph  414-648-2391.  4-7/90 

Milwaukee  suburb.  New  and  rapidly  ex- 
panding multispecialty  full-service  clinic.  At- 
tractive benefits,  salary,  and  early  partnership 
opportunity.  Positions  available  in  internal 
medicine,  family  practice,  and  pediatrics. 
Please  send  CV  to  Administrator,  Park  Crest 
Medical  Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  ltfn/90 

Minnesota,  lakes  and  trees.  Family 
physician  to  join  five  others  in  progressive 
multi-specialty  group  including  internal  medi- 
cine and  surgery.  Outstanding  42 -bed  district 
hospital  with  130-bed  long  term  care  facility. 
Excellent  schools  and  services  with  easy  access 
to  metro  area.  Guaranteed  salary,  full  benefits, 
and  bonus.  Position  available  immediately.  For 
confidential  consideration  and  further  infor- 
mation contact:  Mary  Jo  Cordes,  MDsearch, 
PO  Box  21507,  St  Paul,  MN  55121;  call  col- 
lect 612-454-7291.  p3/90;4-5/90 

Internist — Great  opportunity!  Very 
busy  young  solo  internist  seeking  ambitious 
associate.  Family-oriented  community  on  Lake 
Winnebago  with  a population  of  40,000.  No 
HMOs  or  PPOs.  A unique  opportunity  for 
someone  who  is  genuinely  interested  in  inter- 
nal medicine  and  in  its  subspecialities.  An 
interest  in  critical  care  would  be  of  importance. 
Send  CVs  to  Michael  Sergi,  MD,  14  North 
Main  St,  Fond  du  Lac,  WI  54935.  3-6/90 

Family  practice.  Physicians  seeking  a 
BE  / BC  family  practice  physician  for  the  Nor- 
way, Michigan,  service  area.  The  physician 
would  have  the  option  of  joining  one  of  the 
existing  practices  and/or  setup  his/her  own 
practice.  Anderson  Memorial  Hospital  is  a part 
of  Dickinson  County  Hospitals  and  has  a ser- 
vice area  population  of  over  45,000.  Contact: 
Dr  Paul  Hayes,  Anderson  Memorial  Hospital, 
Main  St,  Norway,  Michigan  49870;  906-563- 
9243  or  office  906-563-9255.  3-4/90 


Madison,  Wisconsin.  Family  prac- 
tice physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit  sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.  C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish  Hatch- 
ery Road,  Madison,  WI  53715.  An 
Equal  Opportunity/ Affirmative  Action 
Employer.  ltfn/90 


The  Midelf  ort  Clinic  of  Eau  Claire  is  seek- 
ing a BC/BE  internist  and  family  practice 
physician  at  its  Barron,  Wisconsin,  clinic.  Hav- 
ing an  affiliation  with  this  85-member  multi- 
specialty group,  the  Barron  Clinic  consists  of 
eight  family  physicians  and  a general  surgeon. 
Modern  clinic  physically  attached  to  hospital 
in  beautiful  northwest  Wisconsin  location. 
Contact  Terrance  R.  Borman,  MD,  Medical 
Director,  Midelfort  Clinic  Ltd,  733  West 
Clairemont  Ave,  PO  Box  1510,  Eau  Claire,  WI 
54702-1510;  ph  715-839-5222.  3-4/90 

Maglio  & Company,  Inc,  Physician 
Search,  presents  excellent  practice  oppor- 
tunities in  your  home  state  and  the  midwest 
to  physicians  in  all  specialties.  No  fees  to  physi- 
cian candidates;  hospitals,  clinics,  etc,  pay  our 
retained  fees.  Free  CV  service.  Call  toll-free 
for  more  information,  1-800-999-4731  or  send 
CV  to  Jackie  Laske,  Maglio  & Company,  Inc, 
450  North  Sunnyslope  Road,  Brookfield,  WI 
53005.  3tfn/90 

Family  practice  opportunity  as  partner,  and 
eventually  to  assume  a well-established  prac- 
tice with  flexibility  and  potential,  and  oppor- 
tunity for  surgery  and  OB  if  desired.  Coopera- 
tive backup  coverage  available.  Resort  com- 
munity with  a number  of  industries,  centrally 
located  between  Chicago,  Milwaukee,  and 
Madison.  Modern  90-bed  hospital.  Contact: 
Glenn  A.  Smiley,  MD,  Delavan,  WI  53115;  ph 
414-728-3441.  3-4/90 

Internist.  Tremendous  practice  opportunity 
is  available  for  one  to  two  BC/BE  internal 
medicine  specialists  in  southeastern  Wiscon- 
sin community  of  18,000.  Watertown,  located 
within  a 1-hour  drive  of  both  Madison  and 
Milwaukee,  has  a 103-bed,  JCAHO  accredited 
modern  hospital.  More  than  30  active  medical 
staff  members  serve  service  area  of  30,000  + . 
Currently  one  internist  on  staff.  Financial  sup- 
port and  office  space  is  available.  Please  call 
Leo  Bargielski,  President,  Watertown  Memor- 
ial Hospital,  or  Ed  Hoy,  MD,  125  Hospital  Dr, 
Watertown,  WI  53094;  ph  414-261-4210. 

2-4/90 


1 1 ’s  75  degrees  and  the  skies  are  blue 
in  McAllen /Mission,  Texas,  home  of 
the  ruby  red  grapefruit,  an  hour  from 
tropical  Padre  Island  beaches.  Quality, 
well-run  outpatient  family  practice  with 
new  freestanding  office  building  and 
excellent  equipment.  Most  patients 
retired  from  north,  patient  base  estab- 
lished. Golf,  hunting,  fishing  galore. 
Neat  package  offer  available.  Suitable 
for  one  or  two  docs,  FP  or  internal 
medicine.  Full  specialty  coverage,  large 
medical  community.  Walk  right  in  and 
take  over!  Please  call  512-631-3033 
pms.  4-6/90 


Family  practice  opportunities  in  a group 
setting.  Located  in  a family  oriented  eco- 
nomically strong  small  city.  Located  near  lakes 
and  metro  area.  Contact  Andrew  V.  Lagatta, 
President  & CEO,  Clintonville  Community 
Hospital,  35  N Anne  St,  Clintonville,  WI 
54929,  ph  715-823-3121.  pl-6/90 

Internal  medicine  and  family  practi- 
tioner BC/BE,  to  join  a progressive  12-phy- 
sician group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  R.  M.  Hammer, 
MD,  River  Falls,  WI  54022;  ph  715-425-6701 
or  612-436-8809.  clOtfn/89 

Southeastern  Oklahoma.  Expanding 
20-physician  multispecialty  group  seeking 
BC/BE  physicians.  Internal  medicine, 
otolaryngology,  cardiology,  orthopedics, 
urology,  neurology,  hematology /oncology, 
pulmonology,  family  practice,  and  derma- 
tology. First  year  guaranteed  salary  with 
incentive  production,  excellent  benefits,  occur- 
rence type  malpractice  insurance.  Drawing 
area  of  135,000  with  modem,  200-bed  hospital. 
Family  oriented  community,  lakes  and  moun- 
tains. Send  CV  to  Deborah  Dale,  Recruiting 
Coordinator,  The  McAlester  Clinic,  Inc,  PO 
Box  908,  McAlester,  OK  74502;  ph  918-426- 
0240.  p2-4/90 

Dermatology.  The  Racine  Medical  Clinic, 
a 37-physician  multi-specialty  group  conve- 
niently located  between  Chicago  and  Mil- 
waukee. Well  equipped  clinic  offering  salary 
guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  curriculum  vitae  to:  R.  D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  5625 
Washington  Ave,  Racine,  WI  53406. 

1 ltfn/89 

Internist  BC/BE,  to  join  a progressive 
13-physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  Robert  B.  John- 
son, MD,  River  Falls,  WI  54022;  ph  715-425- 
6701  or  612-436-8809.  3tfn/90 


Central  Wisconsin-BC/BE  general 
internist  to  join  expanding  27-physician 
multi-specialty  group  with  five  intern- 
ists, two  nephrologists  and  one  gastro- 
enterologist. Very  desirable  university 
city  with  many  outdoor  recreational  and 
cultural  amenities.  Attractive  income 
and  ownership  arrangements.  Other 
areas  of  expansion  may  provide  oppor- 
tunity for  spouse  if  also  a physician. 
Send  CV  to:  Administrator,  Rice  Clinic, 
SC,  2501  Main  St,  Stevens  Point,  WI 
54481  or  call  collect  715-344-4120. 

lltfn/89 
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Physicians  Exchange 

continued 

Two  full-time  emergency  physicians, 
board  certified  or  eligible,  are  needed  to  staff 
Level  II  Emergency  Department  with  annual 
volume  of  30,000.  Residents  rotate  through 
department  making  excellent  teaching  op- 
portunity. Compensation  package  exceeds 
$135,000.  Flexible  scheduling,  36-hour  week, 
1656  hours  per  year.  Partnership  potential  in 
one  year.  Contact  Sunil  Ahuja,  MD,  FACEP, 
Medical  Director,  Emergency  Services,  Sinai 
Samaritan  Medical  Center,  2000  W Kilbourn 
Ave,  Milwaukee.  WI 53233;  ph  414-937-5989. 

2-4/90 

We  are  seeking  a Board-eligible  OB/ 

GYN  and  an  internist  with  or  without  sub- 
specialty interests  to  join  a well  established 
nine-man  expanding  multispecialty  group. 
Location  is  in  a southeastern  Wisconsin  city 
of  36,000  and  a drawing  area  of  85,000. 
240-bed  well  equipped  hospital.  Guaranteed 
salary  for  the  first  year.  Full  status  in  service 
corporation  with  shared  overhead  and  an 
incentive  oriented  formula  after  the  first  year. 
Please  contact  David  Lawrence,  MD.  92  E. 
Division  St,  Fond  du  Lac,  WI  54935;  ph 
414-921-0560  collect.  ltfn/90 

Immediate  care.  Primary  care  physician  to 
staff  “Walk  In”  Department  in  a multi- 
specialty group.  No  call  duties.  University 
town  with  great  cultural,  educational  and 
recreational  amenities.  Reply  to:  Adminis- 
trator, Rice  Clinic.  SC,  2501  Main  St,  Stevens 
Point,  WI  54481.  ltfn/90 

A unique  opportunity.  The  Ashland  Eye 
Clinic,  SC  (founded  1965)  a well-established 
practice  located  in  beautiful  Ashland,  Wiscon- 
sin, on  Lake  Superior,  needs  one  BC/BE 
ophthalmologist  now  and  another  within  the 
next  two  to  three  years.  Competitive  salary 
plus  incentive  first  year,  then  negotiable  buy- 
in  as  present  two  partners  wish  to  retire  within 
five  years.  Attractive  and  modern,  very  well- 
equipped  building  with  new  physician-owned 
optical,  well  trained  staff  and  low  overhead. 
Four  year  college  and  vocational  college  in 
Ashland  with  graduate  programs  within  com- 
muting distance.  Modern,  100-bed  hospital 
with  37  physicians  on  staff.  Great  fishing,  sail- 
ing, skiing,  ski-flying,  and  hunting.  Please  call 
Dr  Ken  Morrow  collect  evenings,  715/682- 
8146;  or  write  to  him,  enclosing  CV  at  PO  Box 
233,  Ashland,  WI  54806.  3-8/90 

Family  practitioner  BC  / BE,  to  join  a pro- 
gressive 13  physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minn,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI 
54022;  ph  715-425-6701  or  612-436-8809. 

3tfn/90 


Radiologist.  A three  man  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology.  Dick- 
inson County  hospitals  is  a progressive  126- 
bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors 
Specht /Shampo/Manza'no,  Radiology 
Department,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  Michigan 
49801;  906-779-4565.  3-4/90 

Fox  River  Valley.  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  diesease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart.  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.  Trepanier,  MD,  481 E Division  St,  Fond 
du  Lac,  WI  54935;  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Psychiatrist  for  Rocky  Mountain  City. 

An  impressive  Rocky  Mountain  community 
in  Montana  seeks  psychiatrist  for  well- 
managed  mental  health  clinic.  Opportunity  to 
succeed  the  present  medical  director  exists 
within  the  next  2-3  years.  Position  includes 
both  patient  care  and  program  development. 
Community  population  is  over  80,000  with  two 
modern  hospitals.  Liberal  financial  package 
offered.  For  more  information,  call:  Gwyneth 
Anderson,  1-800-221-4762.  Or  write  to:  E.G. 
Todd  Associates,  535  Fifth  Ave,  Suite  1100, 
New  York,  NY  10017.  3-4/90 

Twenty-nine  physician  multispecialty 
clinic  located  in  desirable  East  Central  Wis- 
consin location  is  seeking  Board-certified  or 
Board-qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospital. 
Liberal  guarantee  and  benefits.  If  interested 
contact  D.F.  Sweet,  MD,  Fond  du  Lac  Clinic, 
SC,  80  Sheboygan  St,  Fond  du  Lac,  WI  54935. 

9tfn/87 

Family  practice.  37-physician  multispe- 
cialty group  conveniently  located  between 
Chicago  and  Milwaukee.  Well-equipped  clinic 
offering  salary  guarantee  with  incentive 
bonus;  excellent  fringe  benefits  and  early 
ownership.  Please  send  current  curriculum 
vitae  to  Roger  D.  Lacock,  Administrator, 
Racine  Medical  Clinic.  5625  Washington  Ave, 
Racine,  WI  53406.  4tfn/88 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact: 
J.  Linstroth,  MD,  414-835-7761.  8tfn/89 


Family  practice  physicians  to  join  estab- 
lished clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Struthers 
or  Mr  Erik  Malchow  at  the  Parkers  Prairie 
District  Hospital,  Parkers  Prairie,  MN  56361; 
ph  2 1 8-338-40 11.  p3  / 90;4tfn  / 90 

Pediatrics  or  family  practice.  Physician 
Assistant  student  to  graduate  Fall  of  ’90  seek- 
ing summer  internship  and/or  Fall  employ- 
ment. Prefer  northeast  Wisconsin  area. 
Resume  available  upon  request.  Phone:  Donna 
M.  Anderson  at  316-685-6702.  Address:  6000 
E Mainsgate,  Apt  210,  Wichita,  KS  67220. 

3-5/90 

Physician  opportunities.  Family  practice, 
internal  medicine,  general  surgery,  nephro- 
logy, oncology,  and  OB  / GYN  opportunities 
available  in  the  midwest  and  nationwide.  All 
guarantee  excellent  incomes  and  can  be  re- 
viewed in  full  confidence.  Call  or  send  CV  to 
Mary  Agnello,  Caswell/ Winters  Inc,  11400 
W Lake  Park  Dr,  Milwaukee,  WI  53224  or 
1-800-332-0488  (In  Wisconsin  414-359-1  111). 

3-4/90 

Real  Estate 


Medical  suite  available  in  health  profes- 
sional building,  south  side  of  Milwaukee,  junc- 
tion of  Howell  and  Howard  Avenues.  Busy 
area.  New  construction  1100  square  feet;  ph 
414-545-8888.  4-5/90 

Medical  suite  for  lease.  Fond  du  Lac,  WI 
54935.  Available  immediately.  800  square  feet 
(extra  storage  space  included).  Located  one 
block  east  of  St.  Agnes  Hospital.  Contact: 
Cindy  at  414-921-6800  weekdays.  p4/90 


Advertisers! 
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Medical  Meetings — Continuing 
Medical  Education 


April  26—28:  State  Medical  Society  of  Wiscon- 
sin Annual  Meeting,  Convention  Center, 
Embassy  Suites,  Green  Bay.  2tfn/90 

April  28,  1990:  Ninth  Annual  OB/Gyn 
Update  presented  by  St  Francis  Hospital,  Mil- 
waukee. Conference  focus:  Estrogen  Replace- 
ment Therapy.  For  physicians  and  nurses.  For 
additional  information  contact:  Educational 
Services,  St  Francis  Hospital,  3237  South  16th 
St,  Milwaukee,  WI  53215;  ph  414-647-5009. 

4/90 

July  26-28,  1990:  Wisconsin  Society  of 
Obstetrics  & Gynecology  Annual  Meeting, 
Embassy  Suites  Hotel,  Brookfield,  gl-6/90 

September  13—15,  1990:  Wisconsin 
Society  of  Internal  Medicine,  Concourse 
Hotel,  Madison.  gl-8/90 

September  14—16,  1990:  Wisconsin 
Society  of  Anesthesiologists,  Embassy  Suites, 
Green  Bay.  gl-8/90 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are  par- 
ticularly invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Educa- 
tion courses  at  the  following  rates:  551 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must 
be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month  of 
publication;  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address  com- 
munications to:  Wisconsin  Medical 
Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  in  Wisconsin:  1-800-362-9080. 
OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 


AMA 

June  24—28,  1990:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  2—5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23—27,  1991:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  8— 11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21—25,  1992:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 


Notice 

The  University  of  Wisconsin 
Office  of  Rurual  Health  and 
New  Physicians  for  Wisconsin 
moved  their  offices  to  5721 
Odana  Road.  Madison,  WI 
53719,  effective  Feb.  1,  1990. 
The  new  telephone  number  is 
608-273-5964;  the  FAX  number 
is  608-274-8554. 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1990-1994 

All  meetings  will  be  held  in  Milwaukee 
at  the  Milwaukee  Exposition  and  Con- 
vention Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the 
headquarters  hotel,  unless  otherwise 
indicated. 

1990—  April  26-28:  Green  Bay 
Convention  Center,  Embassy  Suites 

1991—  April  18-20:  Milwaukee 
Wyndham  Hotel 

1992—  April  23-25:  Milwaukee 

1993—  April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994—  April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and 
Friday;  the  first  session  of  the  House 
of  Delegates  will  convene  on  Thursday, 
the  second  and  third  on  Friday.  Scien- 
tific programming  will  be  on  Friday 
and  Saturday. 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local  Tele- 
phone: 257-6781;  toll-free  in  Wiscon- 
sin: 1-800-362-9080. 
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Child  s Play 
Is  IMot 
Enough. 


Surveys  indicate  that  many  parents 
overestimate  the  physical  fitness  of 
their  children  because  they  appear 
so  active.  The  fact  is,  to  be  physically 
fit,  children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

With  the  right  amount  of  daily 
exercise,  teenagers  and  children 
of  all  ages  will  get  the  most  from 
school . . .and  play. 

For  more  information,  write  to: 
Fitness,  Dept.  84, 

Washington,  DC 
20001. 

The  President's 
Council  on 
Physical  Fitness 
and  Sports 
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rt  using  words  that  help 

Words  can  hit  a child  as  hard  as  a fist.  And  leave  scars  that  last  a 
lifetime.  Even  when  you're  upset. ..stop!  Think  about  what  you're 
saying.  For  helpful  information,  write:  National  Committee  for 
Prevention  of  Child  Abuse,  Box  2866E,  Chicago,  IL  60690. 


Wisconsin  Committee  for  Prevention  of  Child  Abuse,  1045  E.  Davtqn  St.,  Rm.  202D,  Madison,  WI  5370b  (608)  256-3  374. 


VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  of  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  ana  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS  ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure)  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adiuslments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  wilhout  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  otVASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  ana  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  remn-angiotensm-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensm-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  dealh 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patients,  but  was  not  a cause  lor  discontinuation 
Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  Ihe  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  il  at  all.  with  VASOTEC  (See  Drug  Interactions  ) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  (o  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  Ihe  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes.  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  lew  days  of  therapy  If 
actual  syncope  occurs.  Ihe  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  of  treatment  with  enalapril  II  it  is  necessary  lo  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g . spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  sail  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  il  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Uthium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodiunvincludmg  ACE  inhibitors  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  lhaf 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
m rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mgAg/day  or  more  Saline  supplementation  prevented  Ihe  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/day,  but  not  al  30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  adminislrafion  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  sludies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  Ihe  risk  of  fetal  foxicify  with  the  use  of  ACE  inhibitors  has  nol 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associaled  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  wlh  maternal  use  ol  ACE  inhibitors,  but  il 
is  nol  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  lacfating  rals  contains  radioactivity  following  administration  of  ,4C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  1000 
palients  treated  for  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5.2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  palients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%).  nausea  (1  4%),  rash  (1 4%),  cough  (1.3%),  orthostatic  effects  (12%).  and  asthenia  (1.1%). 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%).  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2.1%).  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (1  8%).  headache  (1  8%).  abdominal  pain  (1  6%).  asthenia  (1  6%).  orthosta- 
tic hypotension  (1 6%),  vertigo  (1  6%).  angina  pectoris  (1  5%).  nausea  (13%),  vomiting  (1  3%).  bronchitis  (1 3%). 
dyspnea  (1  3%).  urinary  tract  infection  (1  3%).  rash  (1  3%).  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest  myocardial  infarction  or  cerebrovascular  accident  possibly  secondary  lo  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena.  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  moufh 
Musculoskeletal  Muscle  cramps 

Nervous/Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea.  sore  throal  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia.  Hushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
artnralgias/arthritis.  myalgias,  lever  serositis,  vasculitis,  leukocytosis,  eosmophilia  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ol  Ihe  face,  extremities,  lips,  longue  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
following  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  m 67%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1 9%  of  palients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS)  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  of  therapy  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  | In  palients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  H%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 

0 3 g%  and  1 0 vol  % . respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  of  ahemia  coexists  In  clinical  trials,  less  than 
01%  of  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A tew  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Adminislrafion:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  Ihe  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) If  the  patients  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions  ) 

The  recommended  initial  dose  in  patients  nof  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  of  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  adminislrafion  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Ad/ustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/mm  (serum  creatinine  of  up  lo  approximately  3 mg/dL)  For  patients 
with  creatinine  clearances  30  mL/min  (serum  creatinine  a 3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
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dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
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twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV).  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY.  Pharmacodynamics  and  Clinical  Effects ) Dosage 
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Alien  HMOs  are  establishing 
satellite  offices  in  commu- 
nities farther  and  farther 
away  from  their  central 
facilities,  competing  for  patients. 
Often,  doctors  sign  up  with  a whole 
fleet  of  alien  HMOs,  in  an  attempt 
to  maximize  their  patient  bases. 
And  that  may  be  an  effective  short- 
term strategy.  But  too  many  HMOs 
competing  for  the  same  turf  may 
result  in  failure  for  many.  The  big 
questions  are,  which  will  survive— 
and  why  should  you  care? 

Alien  HMOs  may  offer  you  a limited 
choice  when  it  comes  to  referring 
your  patients.  Their  specialists 
may  all  be  located  far  away  from 
your  practice.  And  you  may  have 
already  noticed  the  "black  hole” 
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effect— patients  once  referred  to 
the  "mothership”  sometimes 
never  return. 

Then  there’s  HMO  OF  WISCONSIN 
—a  provider  organization  in  which 
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2,000  specialists  to  choose  from, 
and  access  to  the  resources  of  a 
broad  range  of  convenient,  state- 
of-the-art  facilities. 

HMO  OF  WISCONSIN  is  dedi- 
cated to  preserving  existing  health- 
care resources  across  the  state. 
That  means  preserving  the  auton- 
omy and  well-being  of  local  health- 
care resources.  We  are  structured 
to  help  you  maintain  control  of 
your  practice.  And  to  keep  health- 


care dollars  circulating  locally. 

Joining  every  HMO  that  comes 
along  amounts  to  betting  against 
yourself.  If  you're  interested  in  the 
continuing  health  of  your  practice 
and  your  community,  choose  HMO 
OF  WISCONSIN.  And  help  keep 
quality  healthcare  close  to  home. 

For  more  information  call  toll-free, 
1-800-362-3308. 
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Opinions 


President’s  page 

A look  at  the  Office  of  Health  Care  Information 


IN  THIS,  MY  first  President ’s page, 
I want  to  give  you  some  informa- 
tion on  a subject  about  which  you 
probably  know  little.  The  Office  of 
Health  Care  Information  (OHCI)  was 
created  by  the  Wisconsin  Legislature 
in  1988  to  provide  data  about  health 
care  providers  to  health  care  con- 
sumers. The  development  of  the 
OHCI  followed  the  demise  of  the 
Hospital  Rate  Setting  Commission. 
Several  other  states  have  also 
legislated  to  provide  for  collection  of 
health  care  data,  so  it  is  not  an  event 
peculiar  to  Wisconsin.  The  stimulus 
for  the  formation  of  the  OHCI  came 
from  business  and  industry,  which 
wanted  more  information  about  the 
medical  care  provided  by  specific 
hospitals  and  physicians  around  the 
state. 


It  behooves  every  practicing  physi- 
cian in  the  state  to  become  aware  of 
the  OHCI  and  the  reports  it  produces. 
The  reports  are  available  for  refer- 
ence at  SMS  headquarters  and  at 
libraries  throughout  the  state,  or  they 
can  be  purchased  from  OHCI. 

The  Board  of  Health  Care  Informa- 
tion (BHCI)  has  great  responsibility 
in  promulgating  the  rules  which  guide 
the  OHCI.  There  are  four  consumer 
members  and  three  provider  mem- 
bers on  the  board.  The  four  consumer 
members  are  an  attorney  from  an  in- 
surance company,  a retired  school 
teacher  and  former  president  of  a 
coalition  of  elderly  citizens,  a native 
American  Indian  and  an  executive 
from  a major  Wisconsin  corporation 
who  also  is  the  chair.  I am  the  only 
physician  on  the  board  and,  along  with 
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Roger  L.  von  Heimburg,  MD 


two  hospital  administrators,  represent 
the  provider  community.  I have  been 
impressed  with  the  knowledge,  talent, 
and  interest  of  my  fellow  board 
members. 

A new  director  of  the  office  has  just 
come  on  board,  and  I have  spent  some 
time  with  him.  He  has  a background 
in  industry  and  business,  and  more 
recently  government  service,  and  I 
think  he  will  do  a good  job. 

The  board  has  had  several  grueling 
sessions  in  creating  the  rules,  and  the 
process  continues.  To  date,  the  rules 
have  applied  to  the  reporting  of  hos- 
pital inpatient  discharge  data  with  the 
UB  82  form.  The  particulars  of  each 
Continued  on  next  page 
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Continued  from  preceding  page 
hospital  discharge  are  reported  on  this 
form.  From  these  particulars  are  gen- 
erated hospital-specific  and  physician- 
specific  data.  In  the  formulation  of  the 
rules,  we  have  struggled  to  assure  the 
validity  of  the  data  before  its  distribu- 
tion. I also  wanted  more  analysis  of 
the  data  before  distribution  to  bring 
out  the  statistical  effects  of  patient 
mix  and  small  numbers  of  cases,  but 
I did  not  prevail. 


There  is  written  in  the  rules  a re- 
quirement that  data  regarding  specific 
hospitals  or  physicians  must  be  sub- 
mitted to  the  hospital  or  physician  for 
their  comments  on  the  data  prior  to 
its  release,  and  there  is  a 30-day  win- 
dow for  those  providers  to  reply.  I en- 
courage each  of  you  who  is  asked  for 
these  comments  to  comply. 

The  latest  rules  cover  free-standing 
ambulatory  surgery  centers,  and  data 
from  them  will  begin  to  be  collected 


soon.  The  statutes  also  require  that 
data  be  collected  from  our  offices.  No 
one  is  certain  at  this  point  how  this 
data  will  be  collected  (we  do  not  use 
UB  82  forms  as  the  hospitals  do)  or 
who  will  pay  for  it.  Up  to  this  time, 
those  providers  from  whom  data  has 
been  collected  have  been  paying  for 
the  costs  of  the  collection,  as  required 
by  the  statutes,  but  there  is  no  statu- 
tory requirement  that  other  health 
care  providers  pay  for  the  collection.  | 


A call  for  photographs 

The  Wisconsin  Medical  Journal  and  the  SMS  Charitable,  Educational,  and  Scientific  Foundation  are  joining  forces  in 
an  effort  to  build  a photographic  library  of  medicine  in  Wisconsin.  Donations  of  current  or  historical  photos  relating 
to  medicine— persons  or  places,  equipment  or  events— are  welcome  and  tax  deductible.  All  donated  photos  will  become 
the  property  of  the  Fort  Crawford  Medical  Museum,  which  is  owned  and  operated  by  the  foundation,  and  may  be  used 
to  illustrate  future  issues  of  the  Wisconsin  Medical  Journal.  Send  your  photos  to:  Thomas  L.  Adams,  State  Medical  Society 
of  Wisconsin,  PO  Box  1109,  Madison,  WI  53701-1109.  | 
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Secretary’s  report 

The  future  requires  working  together  today 


SEVERAL  MONTHS  AGO  in  this 
space,  I wrote  about  the  inevita- 
bility of  change  and  that  the  health 
care  system  would  see  more  change 
than  virtually  any  other  segment  of 
society  in  the  next  3 to  5 years. 

The  number  of  uninsured  individ- 
uals continues  to  increase,  and  so- 
called  cost-saving  measures  such  as 
tougher  underwriting  standards  and 
mandated  pre-employment  physicals 
are  aggravating  the  problem  by  add- 
ing to  the  list  evermore  uninsureds. 
These  uninsured  continue  to  seek 
health  care,  however,  and  often  at 
hospital  emergency  rooms.  But  pay- 
ments to  both  hospitals  and  physi- 
cians from  Medicaid  and  Medicare 
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are  declining,  and  the  vicious  cycle  of 
cost  shifting  to  those  of  us  with  tradi- 
tional insurance  begins.  In  short,  each 
of  us,  and  especially  business  and  in- 
dustry, pick  up  part  of  the  unpaid  tab 
while  physicians  and  hospitals  are  ex- 
pected to  absorb  ever  larger  amounts 
of  uncompensated  care. 

Against  this  backdrop  of  govern- 
ment failure,  are  the  cost  increases  for 
insurance  premiums  in  the  private 
sector,  projected  at  about  an  average 
of  20%  a year  in  the  short  term.  What 
we  are  now  hearing  from  our  friends 
in  business  and  industry  is  that  they 
can  no  longer  pay  the  freight  for  what 
they  view  as  an  insatiable  appetite  by 
their  employees  to  consume  more 
health  care.  A survey  of  821  chief 
executive  officers  (CEOs)  of  Wiscon- 
sin companies  conducted  for  the  Wis- 
consin Manufacturers  and  Commerce 
Association  (WMC)  released  in  early 
April,  indicates  that  if  health  care 
costs  do  not  substantially  moderate 
that  they  could  support— if  grudg- 
ingly—government’s  involvement  in 
the  health  care  system. 

In  response  to  the  specific  survey 
question,  “If  present  trends  continue, 
how  much  support  would  you  give  to 
greater  involvement  by  state  or 
federal  governments  by  1992-94?” 
17%  indicated  great  support  for  the 
increased  involvement,  42%  some 
support  and  30%  no  support. 

Other  interesting  items  from  the 
WMC  survey  were  that,  not  surpris- 
ingly, 54%  did  not  support  any  pro- 
posal that  would  require  companies 
to  provide  health  insurance  for  its 
employees,  although  33%  strongly  or 
somewhat  support  the  concept. 

Seventy-one  percent  felt  the  state 
should  eliminate  the  20-odd  mandates 
that  must  be  included  in  insurance 
policies  offered  in  the  state. 

On  the  issue  of  who  should  pay  for 
the  uninsured  and  indigent,  the 
business  leaders  blinked  and  said, 
anybody  but  us.  Fifteen  percent  sup- 


Thomas L.  Adams 


port  the  federal  government  paying, 
10%  the  state,  11%  hospitals  and  doc- 
tors, and  59%  a combination  of  the 
above. 

The  study  conducted  by  Mercer, 
Meidinger,  Hansen  tends  to  rebut  a 
survey  released  at  the  same  time  by 
the  Health  Insurance  Association  of 
American  (HIAA)  that  sampled  100 
top  executives  from  the  nation’s 
largest  corporations  where  94%  op- 
posed national  health  insurance.  The 
survey  indicated  that  a majority,  68%, 
felt  that  managed  care  programs 
could  be  effective  in  reducing  costs. 

What  does  all  of  this  mean? 

First,  we  must  address  the  problem 
of  the  uninsured.  The  financing  of  any 
solution  will  require  an  equitable 
distribution  of  cost  to  all  aspects  of 
society,  including— whether  they  like 
it  or  not— the  business  community. 

Second,  physicians  must  consider 
changes  in  practice  style  and  patterns 
of  their  use  of  technology.  The  AM  A/ 
National  Specialty  Society  practice 
parameters  program  must  be  fast 
tracked. 

Lastly,  patients  must  develop  a 
realistic  expectation  of  what  con- 
stitutes quality  health  care,  ie,  just 
Continued  on  page  210 
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owlt  Is  Your  Turn 


Whether  the  objective  is  the  prudent  use  ojfunds  or  the  prudent 
use  of  time,  the  Sister  Bay  Resort  and  Yacht  Club  stands  alone 
in  offering  the  best  of  all  worlds. 

It  is  much  more  than  just  a condominium. 

It  has  dignity,  charm,  character,  and  warmth. 

Like  Chicago,  the  city  that  “works,”  the  Sister  Bay  Resort 
and  Yacht  Club  works,  and  works  very  well. 

An  exciting  choice  of  one,  two  and  three  bedroom  homes  is 
offered  — priced  from  about  One  Hundred  Thousand  Dollars 
to  over  Three  Hundred  Thousand  Dollars.  Well  protected  boat 
slips  in  sizes  from  thirty -Jour feet  and  larger,  are  optional. 

Nightly  rental  (two-night  minimum)  of  superbly  appointed 
privately  owned  residences  are  available  year  around.  Boat 
slips  may  be  rented  in  season. 


For  information  or  to 
schedule  your  private  showing, 
please  call  Door  County  Properties,  Inc. 
South  Shore  of  Sister  Bay, 

P.O.  Box  496,  Sister  Bay,  WI  54234 

(414)  854-2993 

Private  ownership  and  rental 


Door  County’s  Spectacular  Waterfront  Condominium 
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because  one  has  a headache,  a CT 
scan  is  necessary  to  a diagnosis.  This, 
I’m  convinced,  can  only  be  achieved 
through  a reaffirmation  of  the  corner- 
stone of  our  health  care  system,  the 
physician-patient  relationship. 

These  must  be  our  first  steps 
toward  the  future  of  medicine.  These 
are  the  first  necessary  adaptations  to 
the  changes  in  the  medical  environ- 
ment. We  are  fortunate  in  Wisconsin 
that  our  health-care  system  is  strong, 
but  that  strength  cannot  be  protected 
by  maintaining  the  status  quo.  Fur- 


ther changes  are  coming,  and  we  must 
be  prepared  to  adapt. 

In  this  regard,  we  are  fortunate  that 
our  professional  relationships  with 
WMC,  the  Wisconsin  Hospital  Asso- 
ciation, state  government  and  others 
are  strong.  We  need  to  work  together 
to  address  the  above  issues  and  to  con- 
tinue moving  forward  in  sound,  incre- 
mental changes.  We  cannot  avoid 
change,  but  by  joining  forces  we  can 
control  its  direction.  The  alternative, 
without  meaning  to  sound  like  an 
alarmist,  is  a long  slide  toward 
socialized  health  care,  f 


Editorials 

A tribute  to  Dr  Norman  Becker 


I JUST  RECEIVED  A NOTE  from 
Wayne  Boulanger,  MD,  who  pre- 
viously served  on  the  WMJ  Editorial 
Board  for  many  years,  regarding  his 
friend,  Norman  Becker,  MD.  Dr 
Becker,  an  icon  of  surgery  in  Wiscon- 
sin, died  Feb  6,  1990.  What  follows 
is  a tribute— -as  fitting  as  it  is  moving— 
to  the  man,  to  the  surgeon,  and  to  one 
of  our  fallen  colleagues. 

—Richard  D.  Sautter,  MD 
medical  editor 


Farewell  to  a colleague 

When  a doctor  dies  after  a long  and 
productive  career,  the  mourning  in- 
volves more  than  just  family  and 
friends,  unless  one  considers  patients 
family,  too.  And  when  that  doctor  is 
Norman  Becker,  the  family  becomes 
the  entire  community,  and  in  some 


respects  the  entire  state.  His  impact 
was  that  widespread. 

It  isn’t  easy  growing  up  a minister’s 
kid.  It  certainly  cramps  one’s  style  in 
peer  group  activities.  But  Norman 
skirted  all  the  incumbent  pitfalls  of 
that  state  with  the  aplomb  that  was 
to  characterize  his  persona  all  through 
life— and  he  didn’t  miss  out  on  any- 
thing in  the  process. 

Always  gregarious,  he  made  friends 
easily,  and  when  it  came  time  to  go 
off  to  college  in  Madison,  he  had  no 
problems  fitting  in.  Wisconsin’s  foot- 
ball and  basketball  fortunes  were 
more  favorable  then,  and  campus 
social  activities  flourished.  Friend- 
ships which  were  to  last  a lifetime 
were  developed.  One  culminated  in 
matrimony  to  Mildred  Murdoch— a 
highly  successful  and  productive 
fusion  between  two  campus  leaders. 


WERE  FIGHTING  FOR 


\OUR  LIFE 

American  Heart 
Association^^ 


And,  as  is  often  the  case,  Norman 
received  much  more  from  his  univer- 
sity than  his  education,  and  he  was 
conscious  of  a great  debt  to  the  UW 
throughout  his  career.  As  a successful 
surgeon,  he  was  always  busy,  but  he 
still  had  time  to  serve  his  alma  mater 
when  the  opportunity  arose.  He  was 
its  cheerleader  par  excellence  and  a 
superb  and  tireless  fund  raiser  as  well. 
To  say  that  he  paid  his  debt  com- 
pletely would  be  an  understatement. 

He  took  the  same  approach  with  his  . 
beloved  Fond  du  Lac,  and  when  he 
retired  in  the  summer  of  1988  there 
was  an  outpouring  of  affection  seldom 
accorded  a hometown  boy. 

In  spite  of  a large  surgical  practice 
and  a tendency  to  spread  himself 
rather  thin,  as  involved  as  he  was  with 
his  community  and  his  university, 
Continued  on  page  212 
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$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for  board  certification  in  one  of  the  following 
specialties,  you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army  Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon- Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  from  August  1, 1989  through  September  30, 1990,  which  offers  a 
bonus  to  eligible  physicians  who  reside  in  certain  geographic  areas  (Pennsylvania,  West  Virginia, 
Ohio,  Michigan,  Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You  would  receive  a $10,000 
bonus  for  each  year  you  serve  as  an  Army  Reserve  physician— for  a maximum  of  three  years. 

You  may  serve  near  your  home,  at  times  convenient  for  you,  or  at  Army  medical  facilities  in  the 
United  States  and  abroad.  There  are  also  opportunities  to  attend  conferences  and  participate  in 
special  training  programs,  such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus  Test  Program,  call  one  of  our  experienced 
Medical  Personnel  Counselors: 


MAJOR  PAUL  A.  DENESON,  JR. 
414-771-5438 


ARMY  RESERVE 
BE  ALL  YOU  CAN  BE 


Good  News  For  Anyone 
Who  Has  One  Of  These. 


' 


The  good  news  is  you  can  lower  your  major  risk 
factors  for  heart  disease.  And  the  best  news  is  that 
Americans  have  done  just  that.\bu've  quit  smoking, 
balanced  your  diet  and  watched  your  blood  pressure. 

In  fact,  since  1977,  death  rates  from  heart  attack 
have  gone  down  by  30.9%.  Death  rates  from  stroke 
have  gone  down  373%.  So  keep  up  the  good  work. 

And  we  ll  keep  on  working  to  support  the  scientific 
breakthroughs  and  medical  innovations  that  help  us 
all  make  progress  against  America  s number  one  killer. 

To  learn  about  reducing  your  risk,  contact  your 
local  American  Heart  Association. 

Your  Life  Is  In  Your  Hands. 

American  Heart  Association  9 
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there  was  still  time  left  over  for  his 
family  and  he  used  it  well.  There  was 
never  any  question  as  to  where  the 
real  priorities  lay,  and  he  and  Mildred 
instilled  in  their  family  qualities  which 
have  already  yielded  dividends,  as 
anyone  who  knows  the  family  well 
will  readily  attest. 

All  of  the  foregoing  statements 
paint  a picture  of  a pillar  of  the  com- 
munity, a dedicated  public  servant, 
and  a loving  father,  but  unless  you  talk 
to  his  surgical  colleagues  the  picture 
will  not  be  entirely  in  focus. 

When  I first  became  active  in  the 
Wisconsin  Surgical  Society  (WSS)  in 
the  ’60s,  Norman  Becker  was  at  the 
peak  of  his  career  and  his  productiv- 
ity. He  was  then  secretary  of  the 
WSS.  That  organization,  like  so  many 
medical  societies,  is  run  by  its  sec- 


retary and  Norman  ran  ours.  He  was 
Mr  Wisconsin  Surgical  Society,  and 
was  the  political  force  in  Wisconsin 
surgery.  Nothing  happened  in  Wis- 
consin surgery  without  his  knowledge 
or  persisted  without  his  blessing.  Dur- 
ing those  years , the  WSS , through  its 
Ethical  Practice  Committee,  set  the 
rules  of  practice  of  surgery  in  Wiscon- 
sin. Norman  wrote  many  of  those 
rules  and  saw  to  it  that  they  were 
enforced.  If  some  of  them  were  con- 
troversial and  needed  selling  to  the 
membership,  he  would  get  up  at  the 
business  meeting  and  persuade  the 
membership  to  vote  in  their  favor.  He 
was  a powerful,  articulate  speaker. 
(W amer  Bump  said  his  speeches  were 
delivered  in  “stentorian  tones.”) 
And  if  his  efforts  from  the  podium 
were  effective,  his  lobbying  behind 
the  scenes  was  no  less  so.  On  those 


occasions  when  I disagreed  with  him 
or  favored  a less  Becker-like  ap- 
proach, I could  count  on  a phone  call 
or  a hand-written  note  within  48 
hours.  If  I still  didn’t  give  in,  there 
would  be  more  calls  and  more  notes 
until  he  achieved  his  desired  outcome. 

As  things  turned  out,  I succeeded 
Norman  in  office  in  a few  organiza- 
tions when  his  term  had  expired.  I 
think  it’s  fair  to  say  that  many  deci- 
sions made  after  he  left  office  were 
the  same  as  they  might  have  been  had 
he  chosen  to  continue  in  a leadership 
role. 

So  it  came  as  no  surprise  when  in 
later  years  he  needed  an  operation 
that  I was  to  perform,  I had  little  to 
do  with  making  the  arrangements.  He 
made  them  himself,  and  I remember 
wondering  how  he  would  be  able  to 
Continued  on  page  214 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 

A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 


SMS  SERVICES,  INC.  Medical  Finance 


For  financial  pain  relief  call:  1-800-322-0444 
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Over-the-phone  consultations. 

Free. 


Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


qMj. 

PHYSICIAN  RESOURCE  NETWORK g 

1_^  8 0 0*472*3660 

MILWAUKEE  • 259-3660 
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control  the  situation  in  the  operating 
room— general  anesthesia  was  to  be 
employed.  Fortunately  for  us  both,  he 
slept  through  the  whole  thing. 

If  you  didn’t  know  Norman  well  you 
might  get  the  idea  that  so  dominant 
a personality  would  be  a difficult  col- 
league. In  fact,  just  the  opposite  was 
true,  because  his  compulsiveness  was 
overwhelmed  by  his  integrity  and  his 
sincerity,  and  when  that  smiling  giant 
put  his  arm  around  your  shoulders  you 
just  knew  the  forces  of  right  had  to 
be  on  his  side. 

Perhaps  Norman’s  greatest  mo- 
ments came  in  his  final  year.  We  saw 
no  bitterness  about  the  fatal  illness 


which  invaded  just  at  the  time  when 
he  could  finally  relax  with  his  family 
more  often.  We  heard  no  complaints 
about  the  discomfort  of  the  illness  or 
the  therapy.  Norman  knew  a lot  about 
medicine  in  general  and  even  more 
about  cancer,  and  he  knew  what  his 
chances  really  were  when  he  told  us 
in  December  1989  that  he  had  a malig- 
nancy and  that  it  had  already  spread. 
His  characteristic  optimism  and  his 
will  to  persevere  simply  did  not  per- 
mit him  to  feel  sorry  for  himself  or  to 
give  up.  When  I spoke  to  him  on  the 
telephone  the  day  before  he  died,  he 
had  difficulty  speaking  because  of 
shortness  of  breath,  but  as  always  he 
was  gracious,  and  interested  and  con- 


cerned about  his  friends. 

His  equanimity  and  his  inner  peace 
during  those  final  days  were  derived 
from  a faith  that  remained  strong 
throughout  his  life.  Those  of  us  who 
were  fortunate  enough  to  know  him 
well  profited  from  that  association 
while  he  lived  and  will  continue  to 
benefit  from  it  now  that  he  is  gone. 

And  as  to  Norm  himself,  I am  cer- 
tain that  he  is  smiling  still,  confident 
as  always  that  he  remains  in  control, 
and  that  those  stentorian  tones  now 
resound  in  an  even  more  appropriate 
setting. 

—Wayne  J.  Boulanger,  MD 

Milwaukee  f 


Letters 

Practically  speaking,  the  law  is  a non-law 


To  THE  EDITOR:  I read  with  interest 
Dr  Nordstrom’s  letter  and  Dr  Rem- 
ington’s reply  regarding  the  Wis- 
consin Clean  Indoor  Air  Act  ( Wis  Med 
J 1990;89(3):  102).  Dr  Remington’s 
positive  comments  certainly  do  not 
reflect  my  personal  experience. 

A year  and  a half  ago,  I moved  to 
a rural  community  close  to  La  Crosse. 
My  family  and  I were  immediately 
dismayed  at  the  lack  of  nonsmoking 
facilities  in  the  finer  restaurants.  One 
of  the  finest  restaurants  (by  reputa- 
tion) in  La  Crosse  told  us  they  really 
did  not  have  a nonsmoking  section, 
but  they  would  take  the  ash  tray  away 
from  the  table.  Another  restaurant  of 
fine  reputation  led  us  to  the  nonsmok- 
ing section,  which  was  a collection  of 
several  tables  tucked  away  in  a cor- 
ner close  to  the  noise  of  the  kitchen, 
and  was  clearly  an  undesirable  part 
of  the  restaurant. 

Several  other  similar  experiences 
led  me  to  call  the  Department  of  Con- 
sumer Affairs  in  Madison.  I regret 


that  I do  not  recall  the  name  of  the 
individual  I talked  to,  but  I was  told 
that  the  public  smoking/ nonsmoking 
requirements  for  restaurants  was  a 
sham.  There  is  indeed  a law  on  the 
books,  but  there  are  no  means  of  en- 
forcing it.  I was  told  that  if  I chose  to 
bring  civil  suit,  I could  (if  I prove  my 
case)  ask  the  courts  to  levy  the  $10 
to  $25  fine  against  the  restaurant.  I 
also  was  told  that  there  was  no  way 
to  enforce  the  law  by  law  enforcement 
agencies,  unless  they  likewise  bring 
suit  against  the  restaurant.  Thus, 
practically  speaking,  the  law  is  a 
non-law. 

If  the  more  recent  law  passed  has 
indeed  put  some  teeth  into  the  en- 
forcement of  the  Clean  Indoor  Air 
Act,  the  SMS  could  do  the  state  a big 
favor  by  publicizing  how  this  enforce- 
ment can  be  instituted;  ie,  what  does 
a “victim”  of  violation  of  the  act  do 
to  achieve  enforcement?  Unless  there 
is  enforcement  available,  and  unless 
that  enforcement  is  appropriately 


utilized,  Dr  Remington’s  comment 
that  “Wisconsin  now  has  one  of  the 
toughest  clean  indoor  air  laws  in  the 
country,”  is  a sad  commentary  on  the 
state  of  the  country. 

—Geoffrey  C.  Kloster,  MD 
La  Crosse 

Editor’s  note:  A bill  just  signed  into  law 
does,  in  fact,  provide  for  greater  enforce- 
ment of  Wisconsin's  Clean  Indoor  Air  Act. 
Watch  future  issues  of  the  WMJ  for  an 
article  on  this  law.  Also,  local  governments 
may  pass  local  ordinances  on  smoking  in 
public  places  that  are  stricter  than  state 
laws.  These  ordinances  may  include  pen- 
alties, including  fines,  that  are  tougher 
than  those  provided  for  by  state  law.  State 
and  federal  laws  do  not  preempt  local  laws 
in  this  area,  f 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesi- 
ology, Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-771-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Soundings 

Go  team 

Sheri  Ann  Hunt,  Milwaukee 

IT  IS  DIFFICULT  to  pinpoint  just 
when  medical  students  begin  act- 
ing as  a legitimate  part  of  the  medical 
team.  While  students  are  generally 
assigned  to  teams  when  rotations 
begin,  becoming  a contributing  mem- 
ber is  altogether  different.  Looking 
back  over  some  of  my  rotations  as  a 
junior  student,  I realize  that  each 
clerkship  was  part  of  a long  series  of 
relationships  that  taught  me  some- 
thing worthwhile  about  team  medi- 
cine and  about  myself  as  a future 
physician. 

“You’re  just  practicing  on  me, 
aren’t  you!’’ 

It  came  from  the  elderly  woman  as 
an  accusation,  not  a question.  I smiled 
vaguely  and  kept  working.  Listening 
to  her  heart  and  lungs,  percussing  and 
palpating.  A few  minutes  later,  she 
demanded,  “How  long  have  you  been 
working  here?” 

I wanted  to  blurt  out,  “Oh,  about 
45  minutes.  This  is  my  first  rotation, 
and  you’re  my  first  patient.” 

First  patient.  I expected  more  than 
a middle-aged,  stout,  obstreperous 
woman.  I guess  I expected  a heroic 
wash  to  break  over  me  and  a voice 
from  the  heavens  to  declare  me  com- 
petent. No  such  divine  mediation 
came  my  way.  I felt  I was  on  my  own. 

“This  is  my  third  year  as  a medical 
student.  I’m  working  with  your  doc- 
tor on  the  gynecology  team.  Every- 
thing I find  here,  I’ll  discuss  with  the 
other  doctors  on  the  team.” 

She  was  impressed  by  my  babbling. 
She  made  impressed  noises.  I felt 
good  at  my  own  words.  I had  said  the 


Hunt  is  a senior  medical  student  at  the 
Medical  College  of  Wisconsin.  Reprint  re- 
quests to:  Sheri  Ann  Hunt,  1541 N.  Hum- 
boldt, Milwaukee,  WI  53202.  Copyright 
1990  by  the  State  Medical  Society  of 
Wisconsin. 


magic  phrase,  “other  doctors  on  the 
team.”  I no  longer  felt  quite  so  alone. 
There  were  white-coated  shadows  out 
there  in  the  hall,  just  a yell  away. 

Yet  I felt  alone  again  during  psy- 
chiatry. One  of  my  patients,  whom  I 
mentally  nick-named  “the  knitting 
needle  woman,”  suffered  from  a 
borderline  personality  disorder.  For 
nearly  6 weeks,  I suffered  with  her. 
She  unerringly  exposed  my  every 
junior  student  flaw  and  insecurity 
with  rapacious  abandon. 

Maria  had  these  enormously  long 
knitting  needles  that  seemed  to  go 
everywhere  that  she  went.  We 
clashed  over  those  sharply  pointed 
skewers.  She  wanted  to  take  them 
with  her  into  our  first  chat.  No  knit- 
ting, just  long,  long  needles.  My 
eyebrows  climbed  into  the  strato- 
sphere and  I stammered  out  some- 
thing about  it  being  against  hospital 
policy.  From  that  moment  on,  it  was 
a battle. 

I turned  at  last  to  my  psychiatry 
preceptor  for  help.  She  was  an 
organized,  professional-looking 
woman  who  intimidated  me  greatly. 
I was  pained  at  having  to  ask  for  ad- 
vice. But  we  talked  about  Maria, 
which  led  to  a discussion  about  physi- 
cians’ feelings  toward  their  patients. 
I came  to  see,  over  that  6 weeks,  that 
my  feelings  about  patients  were  im- 
portant, not  so  much  to  be  guarded 
against,  but  to  be  tools  in  patient  care. 

It  was  a lesson  that  worked  later  in 
the  year,  at  3 o’clock  in  the  morning 
when  I was  changing  the  pus-filled 
dressings  of  IV  drug  abusers  prodding 
me  for  pain  killers  and  quieting  the 
tears  of  young  women  with  brand- 
new  slash  marks  on  their  wrists.  A 
little  sympathy  and  appropriate  in- 
volvement are  good  medicine. 

After  that  came  internal  medicine. 
“Water,  water  everywhere  and  all  the 
boards  did  shrink,  water,  water  every- 
where and  not  a drop  to  drink.”  I was 
awash,  afloat,  in  a sea  of  briny  infor- 


mation. Oddly  enough,  (as  I am  spe- 
cializing in  internal  medicine),  I hated 
the  first  two  weeks  of  that  rotation. 
I could  barely  admit  patients,  and  I 
felt  like  I had  a fever  of  103  ° when- 
ever I had  to  start  an  IV.  Every  per- 
ceived failure  loomed  on  my  horizon 
in  magnified  proportions. 

Our  team  was  large.  The  resident 
had  the  reputation  of  being  one  of  the 
stars  in  the  program.  One  intern  was 
from  Ireland,  doing  his  residency  in 
the  states.  He  seemed  to  know  every- 
thing about  the  physical  exam  and 
every  triad  of  clinical  signs  known  to 
medicine.  My  intern  was  a woman 
from  Texas  who  was  only  a year  older 
than  1. 1 more  than  half -resented  being 
told  what  to  do  by  someone  who  was 
my  peer,  but  the  knowledge  gap  be- 
tween intern  and  student  is  very  wide, 
as  I quickly  learned. 

The  team  was  loosely  organized, 
with  the  interns  disappearing  fre- 
quently. Much  to  my  chagrin,  it  be- 
came a standing  joke  among  my 
friends  on  other  teams— Sheri  can’t 
find  her  intern  again.  I confess,  I had 
a mental  block  against  paging  her.  I 
really  wanted  to  be  able  to  navigate 
the  waters  on  my  own. 

But  I began  to  notice,  amid  the 
stress,  that  I was  having  fun.  I suf- 
fered greatly  under  the  attending 
physician  we  had.  I felt  that  he  pimped 
brutally.  I often  spent  rounds  in  a state 
of  internal  confusion.  Externally, 
under  his  scrutiny,  I was  always  some 
shade  of  chartreuse. 

The  fun  I spoke  of  came  in  many 
different  guises.  One  morning,  while 
I was  under  direct  attending  cannon- 
fire,  my  intern  came  to  the  rescue.  We 
were  all  marching  down  the  hall,  at- 
tending at  the  fore.  He  asked  me  a 
question  on  pleural  effusions,  to  which 
I for  once  knew  the  answer.  But  the 
intern  knew  what  was  coming  next, 
leaned  over  and  whispered  the  up- 
coming question  and  answer  clair- 
Continued  on  page  218 
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“I didn't 
acquire 

emphysema, 

Iinherttedit” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker's  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha-,-antitrypsin  (AAT).1  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.2 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1 Brandy  ML.  Paul  LD.  Miller  BH,  et  al  Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1  -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms 
Am  Rev  Respir  Dis  1988:138  327-336 

2 Wewers  MD.  Casolaro  MA.  Sellers  SE.  et  al  Replacement  therapy  for  alpha,-antitrypsin 
deficiency  associated  with  emphysema  N Engl  J Med  1987:316  1055-1062 
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Continued  from  page  216 
voyantly  into  my  ear.  For  a moment 
I would  shine.  The  timing:  perfect.  I 
could  feel  it,  a nearing  crescendo. 

“Dr  Hunt,  what  would  you  use  to 
treat  chronic,  malignant  pleural  effu- 
sions?” 

I grinned  a little  crazily,  turned  red 
because  my  team  would  have  missed 
it  if  I hadn’t,  and  called  out  the  answer 
that  only  moments  before  had  been 
neatly  inserted  into  my  ear. 

“Tetracycline.” 

One  single  moment  of  pure  triumph! 


Such  moments  are  really  not  that 
rare  in  team  medicine.  But  they  do  de- 
pend on  the  relationship  cultivated 
between  the  student  and  other  team 
members.  Sometimes  the  mesh  is  ter- 
rific, other  times  you  have  to  strug- 
gle to  understand  each  other. 

Finally,  the  team’s  most  junior  posi- 
tion is  a place  through  which  we  all 
must  pass.  More  senior  members 
smile  knowingly  at  this,  recalling  their 
own  painful  student  days.  But  they 
should  not  forget  that  their  students 
alternately  dislike  and  admire  them. 


For  more  junior  members,  smiles 
come  from  awkward  impatience  at 
each  step,  from  looking  at  the  more 
experienced  members  like  there  is 
some  secret  inner  glow  that  might  at 
any  time  rub  off  on  you.  The  slow 
passage  through  the  hierarchy  is 
punctuated  by  finding  team  members 
with  whom  we  fairly  dance  the  night 
away,  who  make  us  feel  like  we  have 
a high-gloss  shine.  Team  members 
who  lean  into  us  and  palpably  lock 
step.  You  know  who  you  are. 

Go  team!  | 
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Scientific 


Control  of  hypertension  among  diabetic  patients 


Gregory  Sorokin,  BS,  Arti  P.  Sheth,  BS,  and  Mahendr  S.  Kochar,  MD, 
Milwaukee 

We  reviewed  the  data  on  100  randomly  selected  patients  who  were  treated 
for  diabetes  as  well  as  hypertension  in  the  Hypertension  Clinic  of  the 
Zablocki  VA  Medical  Center.  We  found  that,  while  normal  blood  pressure 
(diastolic  BP  < 90  mmHg)  was  achieved  in  82%  of  the  patients  during 
the  3-year  follow-up,  diabetes  control  (fasting  serum  glucose  < 140  mg/dL 
during  all  follow-up  visits)  was  achieved  in  only  17%  of  the  patients. 
Despite  extensive  and  repeated  dietary  counselling  by  dietitians,  most 
patients  failed  to  lose  weight.  The  current  methods  employed  to  get  the 
patients  to  lose  weight  are  inadequate.  Better  methods  are  needed  to 
achieve  weight  loss  which  could  accomplish  greater  control  of  diabetes  as 
well  as  hypertension.  Wis  Med  J 1990;89(5)221— 223. 


IT  IS  ESTIMATED  that  more  than 
2.5  million  Americans  have  both 
hypertension  and  diabetes  mellitus.1 
Both  disorders  predispose  to  athero- 
sclerosis which  results  in  coronary 
artery  disease,  stroke,  peripheral 
vascular  disease,  and  end-stage  renal 
disease.  The  goal  of  treating  hyper- 
tension and  diabetes  mellitus  is  to  pre- 
vent morbidity  and  mortality  from 
these  complications.  General  mea- 
sures such  as  weight  reduction, 
dietary  restrictions,  exercise,  etc,  are 
recommended  as  initial  or  concomi- 


Sorokin  and  Sheth  are  medical  students 
at  the  Medical  College  of  Wisconsin,  and 
Dr  Kochar  is  from  the  Medical  Service, 
Zablocki  Veterans  Administration  Medi- 
cal Center  and  the  Medical  College  of 
Wisconsin,  Milwaukee.  Reprint  requests 
to:  Mahendr  S.  Kochar,  MD,  Zablocki  VA 
Medical  Center  (14A),  The  Medical  Col- 
lege of  Wisconsin,  5000  W National  Ave, 
Milwaukee,  WI 53295.  Copyright  1990  by 
the  State  Medical  Society  of  Wisconsin. 


tant  interventions  for  both  hyperten- 
sion and  diabetes;  however,  anti- 
hypertensive drugs  are  required  in 
most  patients  to  control  hypertension. 
Although  in  their  report  the  Working 
Group  on  Hypertension  in  Diabetes 
of  the  National  High  Blood  Pressure 
Education  Program  recommended 
thiazides  and  beta  blockers  as  suitable 
drugs,1  some  authors  have  dis- 
couraged their  use  due  to  the  possibil- 
ity of  aggravating  hyperglycemia  and 
hyperlipidemia.2  The  Hypertension 
Clinic  at  the  Zablocki  VA  Medical 
Center  has  under  its  care  approxi- 
mately 300  patients  who  have  both 
diabetes  and  hypertension.  We  report 
here  results  of  a retrospective  study 
of  100  randomly  selected  patients 
who  have  been  followed-up  for  a 
period  of  3 years.  The  objectives  of 
the  study  were  to  determine  how  well 
had  hypertension  and  diabetes  been 
controlled,  what  drugs  were  used  to 
control  hypertension  and  diabetes, 
and  how  the  serum  cholesterol,  tri- 


glycerides, creatinine  and  potassium 
levels  changed  during  the  3-year 
follow-up. 

Patients  and  methods 

For  purposes  of  acceptance  in  the 
Hypertension  Clinic,  a patient  is  con- 
sidered to  have  hypertension  if  the 
sitting  diastolic  blood  pressure  is  > 
95  mmHg  on  at  least  two  occasions. 
For  this  study,  a patient  was  con- 
sidered diabetic  if  the  fasting  serum 
glucose  (FSG)  level  was  > 160 
mg/dL  on  at  least  two  occasions. 
Most  patients  were  seen  in  the  clinic 
at  3-  to  4-month  intervals.  Fasting 
serum  glucose  was  obtained  on  the 
morning  of  each  visit  and  serum  crea- 
tinine, potassium,  total  cholesterol 
and  triglycerides  were  measured  at 
least  once  a year.  The  goal  of  the 
treatment  was  to  reduce  blood  pres- 
sure to  < 90  mmHg  and  FSG  to  < 
140  mg/dL.  All  patients  received 
extensive  dietary  counseling  from  a 
dietitian  at  the  initial  visit.  Anti- 
hypertensive and  antihyperglycemic 
medications  were  prescribed  if 
general  measures  proved  inadequate. 
Dietary  advice  was  reinforced  and  if 
necessary,  medications  adjusted  at 
each  visit  to  obtain  the  most  optimum 
control  of  hypertension  and  diabetes. 

The  statistical  methods  included 
descriptive  statistics,  paired  t-test, 
and  repeated  measure  analysis  of 
variance.3 

Results 

Our  study  included  75  white  and  25 
black  men  with  mean  age  of  65  years 
(SD  ± 10).  Initial  blood  pressure 
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Table  1.— Sitting  blood  pressure,  heart  rate,  and  body  weight  (N  = 100). 


Follow-up 

SBP 

DBP 

HR 

Body  weight 

year 

(mm  Hg) 

(mm  Hg) 

(per  min) 

(lbs) 

0 

166  ±27 

103  ±13 

77  ±15 

206  ±37 

1 

143  ±17* 

84  ± 10* 

75  ±14 

205  ±37 

2 

142  ±17* 

82  ±10* 

73  ±12 

204  ±38 

3 

141  ±17* 

82  ±7* 

74  ±13 

204  ±39 

0 = initial  visit;  SBP  = systolic  blood  pressure;  DBP  = diastolic  blood  pressure; 
HR  = heart  rate. 

’indicates  p value  of  < .01  when  compared  to  the  blood  pressure  at  the  initial  visit. 
All  measures  are  mean  ± SD. 


Table  2.— Fasting  glucose  levels  and  use  of  antihypertensive  medications. 

Medications 

FSG  >140  mg/dL 

FSG  < 140  mg/dL 

(N  = 72) 

(N  = 28) 

% Use 

% Use 

diuretic 

94 

91 

K+  supplement 

27 

27 

K+  sparing  diuretics 

54 

50 

A blocker  (prazosin) 

19 

20 

B blockers 

63 

58 

sympathetic  inhibitors 

25 

29 

vasodilator 

30 

33 

Ca  + + blockers 

15 

20 

ACE  inhibitors 

19 

13 

FSG  = fasting  serum  glucose  levels  during  at  least  67%  of  the  visits. 

(x  + SD)  for  the  entire  group  was 
166/103  ± 17/13  mmHg.  After  1 
year  of  treatment,  the  blood  pressure 
was  significantly  reduced  to  143/84 
± 17/ 10  mmHg  and  remained  so  for 
the  next  2 years  of  follow-up.  The 
heart  rate  and  body  weight  did  not 
change  with  treatment  (Table  1).  The 
sitting  diastolic  blood  pressure  was  < 
90  mmHg  in  72%  of  the  patients  after 
1 year  and  in  82%  after  3 years  of 
follow-up.  The  blood  pressure  was  < 
160/90  mmHg  in  74%  and  < 140/90 
mmHg  in  36%  after  3 years  of  follow- 
up. 

TheFSGwas  < 140  mg/dL  in  only 
17  patients  at  100%  of  the  follow-up 
visits  and  in  28  patients  during  at  least 
67%  of  the  visits. 

The  FSG  levels  were  compared 
among  patients  whose  hypertension 
had  been  controlled  (diastolic  blood 
pressure  < 90  mmHg)  with  those  in 


whom  hypertension  had  remained  out 
of  control  at  the  3-year  follow-up  visit. 
There  was  no  statistically  significant 
difference  in  the  serum  glucose  be- 
tween the  two  groups. 

The  antihypertensive  medication 
use  of  the  28  patients  whose  FSG  was 
< 140  mg/dL  during  at  least  67%  of 
the  visits  was  compared  with  the  re- 
maining 72  patients.  There  were  no 
statistically  significant  differences  in 
the  use  of  the  antihypertensive  medi- 
cations between  the  two  groups 
(Table  2). 

For  control  of  diabetes,  in  addition 
to  diet,  the  oral  hypoglycemics  were 
used  in  59%  and  insulin  was  used  in 
15%  of  the  patients.  The  remaining 
28%  patients  were  treated  with  diet 
alone  either  because  it  was  not  con- 
sidered necessary  to  prescribe  anti- 
hyperglycemic  medications  or  they 
refused  to  take  them.  In  the  28  pa- 


tients demonstrating  good  control  of 
FSG,  insulin  was  used  in  23%  of  in- 
stances as  compared  to  the  72  patients 
with  higher  fasting  glucose  in  whom 
insulin  was  used  in  only  12%  of  the 
cases. 

Serum  creatinine,  potassium,  total 
cholesterol,  and  triglycerides  did  not 
change  significantly  during  the  3-year 
follow-up  (Table  3). 

Discussion 

Although  weight  reduction  helps  in 
controlling  blood  pressure,  it  is  even 
more  important  in  controlling  dia- 
betes.1 Despite  extensive  and  re- 
peated dietary  advice,  our  patients  did 
not  lose  weight.  Our  experience  in  this 
regard  is  not  unique  as  others  have 
reported  similar  findings.4 

The  blood  pressure  control  was 
quite  satisfactory  despite  no  change 
in  the  body  weight  and  reflects  good 
compliance  on  the  part  of  the  patients 
with  the  antihypertensive  therapy.  On 
the  other  hand,  diabetes  control  left 
much  to  be  desired  wherein  only  17% 
of  the  patients  had  the  goal  fasting 
serum  glucose  of  < 140  mg/dL  dur- 
ing all  their  follow-up  visits.  This 
indicates  that  either  the  diabetes  was 
not  as  aggressively  treated  as  hyper- 
tension or  that  the  patients  failed  to 
comply  with  the  physician’s  advice. 
As  expected,  insulin  controlled  dia- 
betes better  than  oral  agents  as  re- 
flected by  the  more  frequent  use  of 
insulin  in  those  with  lower  serum 
glucose  as  compared  to  those  in  whom 
serum  glucose  was  higher. 

Diuretics  have  been  demonstrated 
to  raise  serum  glucose.”’  Captopril 
has  been  shown  to  slow  the  progres- 
sion of  renal  insufficiency  in  dia- 
betics/’ Previous  investigators  have 
shown  that,  in  diabetics  with  hyper- 
tension, progression  of  renal  failure 
can  be  slowed  by  controlling  hyper- 
tension regardless  of  antihypertensive 
drugs  used.7  In  our  study,  despite 
relatively  sparing  use  of  ACE  inhibi- 
tors, hypertension  was  controlled  well 
and  the  serum  creatinine  did  not  rise. 
In  this  study  we  did  not  monitor 
microalbuminuria  which  may  be  a 
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Table  3.— Laboratory  values  during  the  3-year  follow-up 

Follow-up 

year 

Creatinine 

(mg/dL) 

Potassium 

(mEq/L) 

Total 

cholesterol 

(mg/dL) 

Triglycerides 

(mg/dL) 

0 

1.2  ±0.3 

4.0  ±0.5 

229  ±51 

• 239  ±187 

1 

1.3  ±0.3 

4.1  ±0.5 

222  ±47 

271  ±247 

2 

1.2  ±0.3 

4.1  ±0.5 

220  ± 50 

212  ±114 

3 

1.3  ±0.4 

4.2  ±0.5 

222  ± 56 

188  ±111 

0 = initial  visit.  All  values  are  mean  ± SD. 

more  sensitive  method  to  evaluate 
progression  of  diabetic  nephropathy. 

Despite  extensive  use  of  diuretics, 
serum  potassium  remained  normal 
in  our  study,  which  is  probably  a 
reflection  of  extensive  use  of  potas- 
sium-sparing diuretics  and  potassium 
supplementation. 

The  diuretics  have  been  reported 
previously  to  increase  cholesterol;5'7'8 
however,  in  our  study  the  total  serum 
cholesterol  was  no  higher  at  the  end 
of  the  3-year  follow-up  despite  exten- 
sive use  of  diuretics. 

Some  of  the  recent  studies  have 
demonstrated  that  hypertensives  suf- 
fer from  insulin  resistance  as  do  obese 
individuals.910  Weight  loss,  there- 
fore, takes  on  an  added  significance 
in  treatment  of  the  diabetic  hyperten- 
sive patient  who  is  also  obese.  Our 
current  methods  of  dietary  counsel- 
ling were  insufficient  to  get  the  pa- 
tients to  lose  weight.  Better  methods 
are  needed  to  achieve  weight  loss 
which  could  accomplish  greater  con- 
trol of  diabetes  as  well  as  hyper- 
tension in  more  patients. 
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Proposed  changes  for  school  shots 

The  Department  of  Health  and  Social  Services  is  proposing  changes  in  the  administrative  rule  governing  school 
immunization  requirements.  Under  the  new  rules,  students  entering  kindergarten,  sixth  and  twelfth  grades  in  the 
1990-1991  school  year  would  be  required  to  provide  evidence  of  two  doses  of  measles,  mumps  and  rubella  antigens, 
both  administered  no  earlier  than  the  first  birthday  and  no  less  than  one  month  apart.  In  the  1991-1992  school  year, 
the  two-dose  requirement  would  apply  to  students  entering  K,  1,  6,  7 and  12.  The  two-dose  requirement  would  cover 
two  more  grades  each  subsequent  year  through  1995-1996,  at  which  time  it  would  apply  to  students  in  all  grades. 

The  DHSS  recommends  that  private  physicians  in  Wisconsin  provide  a second  dose  of  MMR  to  children  old  enough 
to  attend  school  during  annual  physical  exams  or  as  needed  to  comply  with  the  expected  change  in  school  requirements. 
Although  state  funding  for  second  doses  for  children  entering  grades  K,  6 and  12  has  been  approved  for  local  health 
agencies,  the  available  amount  of  vaccine  and  number  of  patient  visits  are  limited.  Physicians  should  limit  their  referrals 
to  local  public  health  agencies  to  students  who  are  or  will  be  attending  an  affected  grade. 

An  open  letter  to  Wisconsin  physicians,  outlining  the  above  proposal  and  recommendation  was  signed  by  Richard 
G.  Roberts,  MD,  on  behalf  of  the  Wisconsin  Academy  of  Family  Physicians;  Ordean  Torstenson,  MD,  on  behalf  of 
the  Wisconsin  Chapter  of  the  American  Academy  of  Pediatrics;  and  Jeffrey  P.  Davis,  MD,  for  the  Division  of  Health, 
Wisconsin  Department  of  Health  and  Social  Services,  f 
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Always, 
here  for  you 
to  depend  on... 

A volvement  and  acci 


A lot  of  professional  liability  insurance  companies 
have  come  and  gone  over  the  years,  so  you  need 
a company  that  you  can  depend  on.  One  that  has 
a long-term  commitment  to 
you.  One  that  cares  about 
your  reputation  and  knows 
how  to  defend  it.  One  that 
encourages  physician  in- 
accepts  responsibility  for  the 
future.  Physicians  Insurance  Company  of  Wiscon- 
sin is  your  only  choice. 


• Reliable  coverage 

• Group  practice  policy 

• Vigorous  claims  defense 

• Loss-free  credit  program 

• Risk  management  services 

• Sponsored  by  the  State  Medical  Society 

For  more  information,  please  contact 
our  office  or  one  of  our  agents. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


328  East  Lakeside  Street 
Madison,  Wisconsin  53715 
608-256-6677  (local) 
1-800-362-2433  (toll-free) 


Socioeconomic 


Economic  ethics  in  the  medical  care  of  elderly  patients 


Edwin  L.  Overholt,  MD,  La  Crosse 

Today  is  a far  cry  from  the 
turn  of  the  century  when  medi- 
cal therapy  was  cheap  but  useless.  Old 
age  then  began  in  the  50s  and  life  ex- 
tended beyond  that  was  good  fortune. 
These  facts  are  evident  in  the  demo- 
graphics of  the  era.  In  1900,  there 
were  3.1  million  people  over  age  65 
(4.1%  of  the  population).  By  1984,  this 
had  increased  18  fold  to  28  million 
(H.9%).1  Between  1980  and  the  year 
2040,  the  general  population  is  ex- 
pected to  increase  by  41%  but  those 
over  age  65  will  increase  by  160%. 1 
Today  the  75-to-84  age  group  is  11 
times  greater  than  in  1900,  and  the 
85-and-over  group  is  20  times 
greater.2  This  latter  group  repre- 
sents the  fastest  growing  segment  of 
our  society.  In  1985,  those  65  years 
and  older  exceeded  for  the  first  time 
the  population  under  age  18. 2 

The  accelerated  growth  in  medical 
knowledge  and  technology  following 
World  War  II  largely  accounts  for  this 
demographic  change.  The  conquest 
of  most  infectious  diseases,  advances 
in  anesthesia  and  surgery,  and  the 
great  reduction  of  infant  mortality  has 
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provided  an  opportunity  for  the  ma- 
jority of  our  citizens  to  grow  old. 

Unfortunately,  we  have  not  pre- 
pared for  the  cost  crisis  brought  on 
by  the  changing  demographics.  Medi- 
care, initiated  in  1965,  was  to  be  a 
universal  social  insurance  plan  for 
those  over  64.  Prior  to  this,  the  health 
care  of  the  elderly  was  the  respon- 
sibility of  each  family,  aided  by  a few 
free  clinics  and  public  hospitals. 
When  faced  with  the  prospect  of  ex- 
pensive care,  the  elderly  all  too  fre- 
quently went  without. 

In  1 95 1 , hospital  costs  of  $3 . 7 billion 
represented  1%  of  the  gross  national 
product  (GNP).  Total  expenditures 
for  health  care  in  the  United  States 
reached  $500.7  billion  in  1987  and  ac- 
counted for  a record  11.1%  of  the 
gross  national  product  (US  Depart- 
ment of  Health  and  Human  Services). 
The  per  capita  expense  for  health  care 
was  $ 1 , 98 7,  and  total  expenditures  in- 
creased by  9.8%  from  the  previous 
year.  In  1960,  less  than  15%  of  the 
total  federal  budget  went  to  the 
elderly.  By  1985,  it  was  28%  and  by 
the  year  2040  the  predicted  cost  of 
pensions  and  health  care  will  be 
14.5%  of  the  GNP  and  60%  of  the 
budget.3 

Is  it  fair  to  allocate  such  expen- 
ditures to  the  elderly  at  the  expense 
of  the  benefits  for  children  and  the  37 
million  Americans  who  are  the  unin- 
sured? And  is  it  fair  to  provide  the 
present  range  of  health  care  to  the 
elderly,  irrespective  of  the  personal 
wealth,  while  those  under  age  65  in 
the  private  health  sector  struggle 
because  of  cost  to  obtain  health  care? 


Surveys  have  indicated  that  the 
overwhelming  majority  of  Americans 
support  unrestrained  care  of  the 
elderly  until  informed  that  to  do  so 
would  require  increasing  their 
taxes.4  Another  alternative  would  be 
cost  shifting  by  limiting  other  national 
needs,  eg,  education,  transportation, 
social  programs,  and  defense.  The 
diverse  interests  of  our  politicians 
suggest  that  this  is  not  a realistic 
possibility. 

Other  health  systems 
If  you  study  the  British  and  Canadian 
health  care  systems,  it  is  readily  ap- 
parent that  each  has  constraints  on  the 
use  of  high  tech  diagnostic  and  thera- 
peutic procedures.5'6  This  subtle 
rationing  has  its  greatest  impact  on 
the  aged.  Great  Britain  has  been 
under  economic  siege  with  a rationed 
economy  since  World  War  II.  Citizen 
are  disciplined  to  take  no  more  than 
their  fair  share  of  the  resources.  The 
general  practitioner  sees  all  the  pa- 
tients first  and  often  does  not  refer 
them  to  a specialist.  Physicians  at  all 
levels  of  expertise  are  parsimonious 
in  their  use  of  resources.  Surgery  is 
performed  2V2  times  more  frequently 
in  the  United  States  than  in  Great 
Britain.  We  perform  one  and  one-half 
as  many  organ  transplants  and  five 
times  as  many  coronary  bypass  sur- 
geries. Only  12.8%  of  patients  over 
age  65  in  Britain  are  dialyzed,  com- 
pared to  25.5%  in  the  United  States. 

In  1972  when  renal  dialysis  became 
federally  supported,  the  annual  ex- 
penditure was  expected  to  be  $40 
Continued  on  next  page 
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Continued  from  preceding  page 
million.  Today,  it  is  more  than  $2 
billion.  Such  a result  is  inevitable  if 
a service  becomes  available  to  all  who 
have  kidney  failure.  In  contrast,  it  has 
been  estimated  that  in  the  early  part 
of  this  decade  1,500  people  unneces- 
sarily died  yearly  from  untreated 
kidney  failure  in  the  United  Kingdom. 
Their  logistics  impede  appropriate 
therapy  inasmuch  as  there  are  fewer 
facilities,  fewer  specialists  and  restric- 
tions for  the  development  of  more 
dialysis  units.5 

The  average  British  citizen  appre- 
ciates that  while  such  services  would 
be  of  benefit,  it  would  be  unfair  to 
other  patients  in  the  health  care 
system.  This  rationing  can  be  de- 
fended on  the  grounds  that  it  is  fair 
to  all.  The  logic  is  that  since  society 
has  accepted  the  total  amount  spent 
on  health  care,  physicians  have  the 
responsibility  to  use  that  amount  in 
ways  that  benefit  society  the  most. 
For  the  more  affluent  British  citizen, 
delays  in  service  and  rationing  of  new 
technologic  procedures  are  no  longer 
acceptable,  as  evidenced  by  the  in- 
creasing popularity  of  private  health 
care  insurance. 

In  Canada,  capital  equipment  or 
new  services  can  be  introduced  into 
hospitals  only  with  government  ap- 
proval.6 This  rations  new  tech- 
nologic advances.  Not  only  does  the 
government  tightly  control  hospital 
budgets  and  the  rate  of  physician 
reimbursement,  but  it  also  controls 
medical  school  enrollment  and  the 
number  of  specialists  trained.  Canada 
has  a population  of  about  1 / 10  of  the 
United  States,  1/3  of  whom  are 
French  Canadians.  As  a people,  they 
have  strong  British  characteristics 
and  believe  in  government-supported 
universal  health  care. 

There  is  an  increased  waiting 
period  for  routine  illnesses  as  well  as 
cardiac  catheterization,  angiography 
and  open  heart  surgery.  The  previous 
1-month  wait  for  surgery  has  in- 
creased to  3 to  6 months  or  more.  It 
can  take  a year  to  get  a cataract 
removed  or  a hip  joint  replaced.  This 


can  lead  to  increased  patient  mor- 
bidity and  mortality  and  undue  stress 
to  patients  and  their  physicians,  as 
well  as  an  inefficient  delivery  of  car- 
diac care.  They  ration  elective  as  well 
as  tertiary  care  services.  It  is  not 
possible  to  buy  better  health  care  if 
you  don’t  like  what  is  available.  Rich 
and  poor  alike  wait  in  line. 

Will  Americans  be  willing  to  give 
up  their  top  quality,  on-demand  medi- 
cal coverage  to  achieve  a more  equit- 
able system?  In  rough  figures,  the 
United  States  annually  spends  more 
than  $ 1 ,500  per  capita  on  health  care, 
Canada  more  than  $1,000,  and  Great 
Britain  less  than  $500. 6 

In  comparison,  our  system  is  plur- 
alistic and  individualistic  in  approach. 
It  is  creative  and  innovative  in  char- 
acter and  capable  of  excellence  in 
care.  Its  achilles  heel  is  the  high  cost 
with  the  result  that  quality  care  is  not 
available  to  everyone. 

Eighty-five  percent  of  our  popula- 
tion has  some  health  insurance.  Few 
pay,  however,  when  the  service  is 
received.  This  is  in  contrast  to  the  pur- 
chase of  most  other  services  in  our 
society.  As  a result,  we  are  not  only 
undisciplined,  but  also  opportunistic 
in  the  use  of  medical  services.  Cana- 
dians, like  the  British,  have  been 
prepared  to  accept  less  as  long  as  the 
system  is  accessible  to  all.  Canadians 
pay  for  the  bulk  of  their  universal 
health  care  through  their  income 
taxes  which,  on  average,  are  15%  to 
20%  higher  than  US  rates.  To  date, 
Americans  haven’t  decided  to  limit 
health  care  expenditures.  We  have 
been  opposed  to  limits  and  have 
resisted  governmental  solutions  to 
societal  problems.  Our  Revolutionary 
War  set  us  on  a different  course— a 
course  characterized  by  distrust  of 
government  and  greater  individual 
freedom. 

Current  US  cost  controls 
The  sustained  inflation,  the  rapid 
escalation  of  medical  expenditures, 
increased  number  of  elderly  citizens, 
and  the  fiscal  crisis  of  our  government 
has  prompted  increasing  first  dollar 


coverage  and  premiums  by  each  Med- 
icare recipient.  Our  government 
desires  that  each  recipient  become 
more  cost  conscious  and  decrease 
their  use  of  medical  services.  Out- 
of-pocket  expenses  will  continue  to 
increase.  As  a consequence,  many 
Medicare  patients  have  fixed  low 
incomes  and,  short  of  emergency 
care,  will  decrease  their  use  of 
medical  resources.  The  majority  of 
the  elderly,  however,  have  incomes 
that  exceed  200%  of  the  poverty  level. 
Many  have  retired  from  post  World 
War  II  jobs  with  pensions  to  supple- 
ment their  social  security  income  and 
should  not  expect  the  government  to 
provide  greater  benefits. 

With  Medicare’s  bill  for  physician 
services  expected  to  absorb  more  of 
the  federal  budget  in  1990,  our  politi- 
cians are  beginning  to  consider  expen- 
diture caps  such  as  those  in  the 
Canadian  health-care  system.7 

Since  1983,  hospitals  have  been 
disciplined  by  the  diagnostic  related 
group  payment  system,  ie,  a specific 
sum  is  paid  to  the  hospital  for  each 
patient’s  care  based  on  the  diagnosis, 
irrespective  of  the  resources  used  or 
the  number  of  hospital  days.  This  ap- 
proach places  considerable  economic 
risk  on  the  hospital.  There  has  been 
concern  that  this  system  will  provide 
a stimulus  for  patients  to  be  dis- 
charged prematurely  to  the  detriment 
of  their  health.  This  negative  effect 
has  not  occurred  and  more  medical 
care  is  provided  in  the  outpatient 
arena.  More  surgery  and  the  majority 
of  diagnostic  and  therapeutic  pro- 
cedures are  performed  during  same- 
day  hospitalizations. 

All  hospitalizations,  whether  cov- 
ered under  Medicare  or  third  party 
payment,  must  be  justified  by  the 
physician.  Each  patient’s  Medicare 
record  is  meticulously  reviewed  and 
payment  can  be  denied.  Elective 
surgical  procedures  require  a second 
opinion  to  be  certain  that  the  pro- 
cedure is  indicated. 

No  other  profession  has  been  so 
intensely  policed  in  an  effort  to  con- 
Continued  on  page  228 
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Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heats  duodenal  ulcer 
rapidly  and  effectively 4 5 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID" 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
information. 

Indications  and  Usage:  t.  Active  duodenal  ulcer-lot  up  to  eight  weeks 
ot  treatment.  Most  patients  heal  within  tour  weeks. 

2.  Maintenance  therapy  -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multisbx* 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis , Mutagenesis.  Impairment  ol  Fertility  -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  tor  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  mzabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C- Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  bmes  the  human  dose,  heated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg.  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  heated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients -Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalibes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  trials  of  over  1 ,900  nizatidine  patients  and  over  1 ,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Wepaftc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  ( >500 IU/L)  in  SG0T 
or  SGPT  and.  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CNS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-Cllnlcal  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely 

Hematologic -fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H;-receptor  antagonist  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumenlal -Sweating  and  urticaria  were  reported  significantly 
more  frequendy  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity- Ns  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administrabon  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  Hrreceptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  ot  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Continued  from  page  226 
strain  costs.  This  bureaucratic  micro- 
management  of  physicians  has  been 
burdensome  and  will  intensify.  Des- 
pite these  rapidly  increasing  admin- 
istrative constraints,  there  has  never 
been  a better  time  to  provide  a rapid 
and  accurate  diagnosis,  or  to  develop 
a management  plan  which  improves 
the  quality  of  our  patient’s  lives.  It  is 
the  bureaucratic  avalanche  of  regula- 
tions, the  increased  cost  in  dollars  and 
time  for  the  physician,  and  the  inter- 
position of  third  party  payers  between 
the  physician  and  the  patient  that  are 
stressful  to  physicians. 

It  is  the  high  expectations  of  our  pa- 
tients and  new  knowledge  and  tech- 
nology that  provide  a catalyst  for 
increased  use  of  resources.  The  physi- 
cian is  sandwiched  between  this 
thrust  and  the  necessity  to  control 
costs.  Some  of  this  pressure  has  been 
blunted  by  cost  shifting  to  the  third 
party  payment  system.  In  other 
words,  increased  fees  have  been 
passed  on  to  the  non-Medicare  pay- 
ment system.  At  least  30%  of  the 
yearly  increase  in  health  care  pre- 
miums for  those  under  65  is  a result 
of  the  government  fee  freeze  for  re- 
cipients of  Medicare.  This  results  in 
hospitals  and  physicians  increasing 
charges  to  the  private  sector. 

This  escape  hatch  is  being  closed 
by  corporate  executives  and  insur- 
ance bureaucrats,  well  versed  in  the 
economics  of  medicine.  They  are 
managing  health  care.  This  is  a great 
threat  to  the  patient-physician  bond: 
the  removal  of  medical  decisions  from 
physicians  to  non-physicians.  It  is 
imperative  that  the  patients  do  not 
permit  corporate  entities  to  manage 
their  care.  I fear  large  companies  the 
most  because  they  are  profit-oriented. 
The  less  medical  care,  the  more  profit. 
The  physician  as  an  independent 
advocate  for  patients  no  longer  exists. 
Who  will  protect  the  patient? 

Proposed  rationing 

Daniel  Callahan,  a noted  medical 
ethicist  and  director  of  the  Hastings 
Center,  believes  that  medicine  should 
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give  up  its  drive  to  extend  life.  In  his 
book,  Setting  Limits,  he  states  that  a 
full  and  natural  life  span  into  the  late 
70s  or  early  80s  should  be  sufficient.3 
Beyond  this  age,  our  care  should  be 
limited  to  supportive  care.  He  empha- 
sizes that  the  death  of  an  elderly  per- 
son who  has  lived  a rich  and  full  life 
is  acceptable  and  not  evil.  He  pleads 
that  there  will  be  better  ways  to  spend 
our  money  than  to  indefinitely  prolong 
the  life  of  the  elderly.  Extending  life 
increases  chronic  illnesses.  Nearly 
30%  of  Medicare  expenses  is  for  5 to 
6%  of  the  enrolles  who  die  within  that 
year.3  He  argues  that  satisfying  all 
the  needs  of  the  elderly  competes  with 
other  important  social  needs  such  as 
education,  housing  and  public  trans- 
portation. 

Irrespectively,  physicians  find  it 
impossible  to  set  the  limits  based 
solely  on  age.  The  patient’s  physio- 
logic age,  mental  status,  cognitive 
ability,  severity  of  concomitant  dis- 
eases and  expectations  must  always 
guide  the  physician.  We  witness  the 
elderly  enjoying  a better  life  as  a result 
of  the  judicial  application  of  medi- 
cine’s great  advances.  It  is  our  duty 
to  preserve  and,  if  possible,  restore 
meaningful  life.  The  results  for  the  pa- 
tients, their  families,  and  the  physi- 
cian are  often  too  gratifying  to  set 
limits  based  on  age. 

Moreover,  it  is  often  impossible  to 
be  certain  of  the  immediate  prognosis 
in  many  of  our  patients.  Except  for 
the  terminally  ill  ravaged  by  their 
disease,  it  is  a rare  patient  who  wishes 
to  die.  Almost  all  expect  of  the  phy- 
sician a maximum  effort  with  full 
use  of  diagnostic  and  therapeutic  re- 
sources. For  the  physician,  it  becomes 
impossible  to  withhold  diagnostic  and 
therapeutic  modalities  just  to  control 
costs.  Only  when  we  fail  can  our 
course  shift  to  supportive  and  less 
expensive  care. 

A physician’s  response 
It  must  not  be  forgotten  that  we  can 
do  much  for  many  afflictions  about 
which  we  could  formerly  do  nothing. 
Health  care  costs  more  because  it  is 


achieving  more.  If  more  are  to  receive 
this  quality  product,  costs  will  rise.  A 
few  examples:  1)  complex  therapies 
for  the  management  of  cancer;  2)  new 
hips  and  knees  with  relief  of  pain  and 
mobility  restored;  3)  surgical  treat- 
ment of  vascular  disease  of  the  lower 
extremities,  neck  vessels  and  heart 
with  loss  of  symptoms;  4)  cataract 
extraction;  and  5)  renal  failure  with 
dialysis  or  kidney  transplantation. 

Such  progress  will  continue.  It  is 
these  services  together  with  the  in- 
creased population  of  65  or  older 
which  accounts  for  the  15%  com- 
pounded annual  rate  of  Medicare 
spending  for  physician  services. 

Studies  estimate  that  10%  to  30% 
of  all  medical  services  are  marginally 
useful.8  For  the  physician,  there  is  a 
paucity  of  reliable  data  and  current 
research  concerning  diagnostic  and 
therapeutic  modalities  that  improve 
the  quality  of  life  (outcome  studies). 
The  experienced  clinician  appreciates 
that  the  measurement  of  quality  is 
very  difficult.  Irrespectively,  it  is  the 
physician’s  responsibility,  as  stew- 
ards of  medical  care,  to  conserve 
economic  resources  so  more  people 
can  be  better  served.  The  amazing 
progress  in  medicine  must  not  be 
stifled  by  ritualistic  or  indiscriminate 
use  of  new  diagnostic  and  therapeutic 
advances. 

To  date,  our  teaching  institutions 
have  been  preoccupied  with  creating 
the  advances  in  medical  care  without 
concurrent  study  on  the  conservation 
or  resources.  They  must  provide  the 
medical  profession  with  outcome 
studies.  We  need  physician  teachers 
and  practitioners  who  search  for  more 
cost  effective  approaches  to  patient 
care,  thereby  blunting  escalating 
costs  and  increasing  our  credibility 
with  society.  During  the  past  decade, 
the  American  College  of  Physicians 
initiated  clinical  efficacy  reports  which 
evaluate  medical  tests  and  proced- 
ures. Its  booklet,  Common  Diagnostic 
Tests,  Use  and  Interpretation  published 
in  1987,  is  an  admirable  start.  The 
AMA  and  the  Rand  Corporation,  with 
Continued  on  page  230 
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PHYSICIANS  WANTED 

FORMER  AIR  FORCE  FLIGHT  SURGEONS  OR 
PHYSICIANS  INTERESTED  IN  TAKING  THE  TWO  MONTH 
AIR  FORCE  FLIGHT  SURGEONS  COURSE  TO  ENTER 
THE  WISCONSIN  AIR  NATIONAL  GUARD.  YOU  WILL 
SERVE  ONE  WEEKEND  A MONTH  PLUS  TWO  WEEKS  A 
YEAR,  WITH  WORLD  WIDE  TRAVEL  OPPORTUNITIES. 
FOR  MORE  INFORMATION  AND  DETAILS  ABOUT  OUR 

AIR  GUARD  OPPORTUNITIES  CONTACT  : 


SMSGT  WARNER  W SCHWANDT 
3110  MITCHELL  STREET 
MADISON,  Wl  53704-  2589 
(608)  241-  6284 


COULD  THIS 
MAN  FIND 
A JOB  TODAY? 

Although  Julius  Caesar  led  the  Roman 
empire  to  greatness,  he  might  have  trou- 
ble getting  a job  today  because  of  his 
epilepsy.  Thanks  to  medical  progress, 
most  people  with  epilepsy  can  do  just 
about  any  job.  So  if  you  think  it  stands  in 
the  way  of  job  performance,  you’re  miss- 
ing out  on  some  great  people.  Get  the 
facts.  Call  Epilepsy  Foundation  of 
America,  1-800-EFA-1000,  or  contact 
your  local  EFA  affiliate. 

[T1  Epilepsy  Foundation  of  America 

This  space  donated  by  publisher. 


EATflG  RIGHT 
CAN  HELP 
REDUCE 
THE  RISK  OF 
CANCER. 


And  since  a 12-year  study  shows  that  being  40%  or  more  overweight  puts  you  at 
high  risk,  it  makes  sense  to  follow  these  guidelines  for  healthy  living  I Eat  plenty 
of  fruits  and  vegetables  rich  in  vitamins  A and  C— oranges,  cantaloupe, 
strawberries,  peaches,  apricots,  broccoli,  cauliflower,  brussel 
sprouts,  cabbage.  Eat  a high-fiber,  low-fat  diet  that  includes 
whole-grain  breads  and  cereals  such  as  oatmeal,  bran 
and  wheat.  Eat  lean  meats,  fish,  skinned  poultry 
and  low-fat  dairy  products.  Drink  alcoholic  beverages 
only  in  moderation. 

For  more  information,  call  1 -800-ACS-2345. 


AMERICAN 
v CANCER 
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its  team  of  highly  respected  re- 
searchers in  identifying  inappropriate 
care,  have  recently  announced  a joint 
effort  to  develop  practice  guide- 
lines.8 These  approaches  will  blunt 
increasing  costs,  if  they  are 
implemented. 

It  is  obvious  that  if  the  economic 
resources  can  not  be  provided,  health 
care  rationing  will  be  inevitable.  The 
sustained  new  advances  and  con- 
tinued increase  in  the  elderly  popu- 
lation, with  their  chronic  disease, 
provides  too  explosive  a mix.  Divert- 
ing resources  from  other  parts  of  our 
national  budget  is  politically  not 
likely.  Ultimately,  we  will  be  required 
to  control  cost  by  controlling  access 
and  use  of  new  technologies.  The  first 
steps  should  be: 

• To  determine  a standard  of  care  for 
the  use  of  existing  and  new  tech- 
nologies. We  must  insist  that  new 
technology  be  challenged  before  its 
widespread  application.  Will  the  good 
that  results  justify  its  consumption  of 
our  resources? 

•To  educate  our  patients  and  their 
families  about  the  realistic,  humane 
use  of  life-sustaining  technology. 


•To  teach  all  physicians  about  the 
prudent  use  of  our  health  care  re- 
sources. Use  of  these  resources  must 
be  for  cause,  not  because. 

• The  Medicare  system  must  be  re- 
directed. While  the  elderly  with 
limited  resources  must  be  protected, 
the  majority  should  financially  par- 
ticipate to  a greater  extent  in  their 
health  care.  This  will  decrease  the 
extent  of  cost  shifting  to  the  private 
sector.  Politically  powerful  retired 
citizen  groups  will  vigorously  oppose 
this  suggestion,  and  politicians  with 
an  eye  on  reelection  will  not  support 
it;  but  eventually  the  elderly  must 
recognize  they  are  shifting  too  much 
of  the  cost  of  their  medical  care  to 
their  children  and  grandchildren. 

These  steps  will  only  slow  the 
increasing  health  care  costs.  Dis- 
crimination by  limiting  the  extent  of 
medical  care— rationing— will  in- 
crease unless  we  alter  our  national 
priorities  and  provide  a higher  percent 
of  the  yearly  budget  to  health  care  at 
the  risk  of  decreasing  other  commit- 
ments to  our  society.  If  we  readjust 
out  tax  structure,  readjust  govern- 
ment spending,  and  readjust  our  pri- 
orities, we  can  provide  equitable 


health  care  programs  for  all  elements 

of  our  society.  This  will  not  happen 

short  of  a mandate  from  our  citizens. 
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SMS  wins  critical  round  in  liability  fight 


A special  session  bill  introduced  by 
Rep  Tom  Hauke  (D-West  Allis)  to  lift 
the  Dec  31,  1990,  sunset  on  the  cur- 
rent $1.1  million  cap  on  non-economic 
damages  in  medical  liability  cases— 
thus  making  the  current  cap  perma- 
nent—was  defeated  by  a 54-42  As- 
sembly vote  to  table  the  bill. 

Amendments  to  lower  the  cap  the 
$250,000  were  presented  on  the  floor, 
but  were  ruled  non-germane  by 
Speaker  Tom  Loftus  and  could  not  be 
acted  on.  As  a result,  legislators  sup- 
porting a $250,000  cap  called  for 
Hauke’s  bill  to  be  tabled.  Rep  Brad 


Zweck  (D-Mosinee),  author  of  legisla- 
tion to  lower  the  cap  to  $250,000, 
made  the  motion  to  table  Hauke’s  bill, 
stating  that  the  bill  “is  not  good 
enough  for  the  physicians  of  this 
state.” 

“This  was  a critical  round  to 
win,”  said  SMS  immediate  Past 
President  William  L.  Treacy,  MD. 
“Rep  Hauke’s  tactics  were  intended 
to  produce  the  illusion  that  the  legis- 
lature had  dealt  with  medical  liability 
reform  while  denying  the  legislature 
the  chance  to  vote  on  the  $250,000 
cap.  Had  his  bill  passed,  medical 


liability  would  have  been  a dead  issue 
for  the  rest  of  this  year  and  a weak- 
ened issue  for  the  future.  By  defeating 
this  bill,  we’ve  kept  the  door  open  for 
meaningful  reform  in  the  future. 
We’ve  also  clearly  shown,  once  again, 
that  a majority  of  the  Assembly  sup- 
ports the  $250,000  cap  and  will  not 
settle  for  extension  of  the  current  $1 
million  cap.  The  bottom  line  is  this: 
The  $250,000  cap  has  broad  support 
and  deserves  an  open  floor  debate  and 
a clean  up-or-down  vote.”  | 
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Public  health 

Alcohol-related  disease  in  Wisconsin,  1988 


Dan  E.  Peterson,  MD, 

Nick  A.  Akgulian,  and 

Patrick  L.  Remington,  MD,  Madison 

Each  year,  Wisconsin  leads 
the  nation  in  estimates  of  alco- 
hol-related risk  factors.  In  1988, 25% 
of  the  adult  population  reported  binge 
drinking,  6%  reported  drinking  and 
driving  and  9%  reported  heavier 
drinking.*  Of  the  37  states  surveyed, 
Wisconsin  ranked  1st,  2nd  and  4th 
respectively  on  these  three  measures 
of  alcohol  misuse.1 

To  characterize  the  public  health  ef- 
fect of  alcohol  misuse  in  Wisconsin  in 
1988,  we  used  a structured  data  base 
approach  available  from  the  Centers 
for  Disease  Control  that  estimates 
alcohol-related  mortality,  years  of 
potential  life  lost,  and  economic 
costs.1'2  We  determined  the  number 
of  alcohol-attributable  deaths  by  mul- 
tiplying the  number  of  1988  Wiscon- 
sin deaths  by  the  fraction  estimated 
to  be  alcohol-related  for  each  ICD-9 
code.  Years  of  potential  life  lost  for 
each  alcohol-related  death  were  cal- 
culated by  subtracting  the  age  at 
death  from  the  age-adjusted  life 
expectancy. 

In  1988,  a total  of  1,949  alcohol- 
related  deaths  occurred  in  Wisconsin, 
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Copyright  1990  by  the  State  Medical 
Society  of  Wisconsin. 


accounting  for  4.5%  of  all  deaths 
(Table  1).  Males  accounted  for  nearly 
twice  as  many  alcohol-associated 
deaths  as  females  (1,263  v 686).  In- 
juries (including  homicide  and  suicide) 
accounted  for  857  (44%)  of  all  alcohol- 
related  deaths.  Injuries  made  up 
nearly  all  (97%)  alcohol-related  deaths 
among  those  less  than  35  years  of  age, 
38%  among  those  35-64,  and  24% 
among  those  65  and  over  (Fig  1).  Al- 
though the  absolute  number  of  alco- 
hol-related deaths  increased  with  age, 
the  percent  of  total  deaths  attributable 
to  alcohol  was  greatest  in  the  age 
group  15-24  years  (Fig  2). 

Persons  who  died  from  alcohol- 
related  deaths  died  an  average  of  24 
years  earlier  than  expected.  Those 
who  died  from  alcohol-related  injuries 
died  an  average  of  35  years  earlier 
than  expected,  whereas  those  who 
died  from  other  alcohol-related  dis- 
eases (eg,  cancer,  heart  disease, 
digestive  diseases,  etc)  died  an  aver- 
age of  15  years  earlier  than  expected. 


Overall  in  1988,  the  1,949  alcohol- 
related  deaths  accounted  for  an  esti- 
mated 46,052  years  of  potential  life 
lost. 

Alcohol-related  economic  costs 
were  prorated  from  national  figures 
(national  per  capita  alcohol-related 
costs  multiplied  by  Wisconsin  popula- 
tion), except  for  indirect  mortality 
costs,  which  were  calculated  using 
expected  lifetime  earnings  and 
Wisconsin  mortality  data.2  In  1988, 
alcohol-related  economic  costs  in 
Wisconsin  were  estimated  to  be  $1.47 
billion  (Table  2).  This  amounts  to  an 
average  annual  cost  of  $305  per  resi- 
dent in  Wisconsin. 

Comment 

The  structured  data-base  analysis 
described  in  this  report  can  be  used 
by  public  health  agencies  to  estimate 
the  magnitude  of  the  health  and  eco- 
nomic impact  of  alcohol  misuse  across 
many  disease  categories.  Using  this 
Continued  on  page  234 
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Fig  1— Number  of  alcohol-related  deaths,  by  age  and  diagnostic  category,  in  Wisconsin, 
1988. 

‘Binge  drinking  is  consuming  five  or  more  drinks  on  one  occasion  in  the  last  month;  drinking 
and  driving  is  driving  after  having  “too  much  to  drink”  at  least  once  in  the  last  month;  and 
heavier  drinking  is  consuming  60  or  more  drinks  per  month. 
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Table  1.— Estimated  alcohol-related  mortality, 

by  diagnosis  in 

Wisconsin,  1988 

Alcohol- 

No.  alcohol- 

Diagnosis 

No. 

attributable  attributable 

(ICD-9-CM  rubric) 

deaths 

fraction 

deaths’ 

Malignant  neoplasms 

Cancer  of  the  lip/oral 

cavity/pharynx  (140-149) 

150 

0.50’ 

70 

Cancer  of  the  esophagus  (150) 

186 

0.75 

140 

Cancer  of  the  stomach  (151) 

296 

0.20 

59 

Cancer  of  the  liver/intra- 

hepatic  bile  ducts  (155) 

150 

0.15 

22 

Cancer  of  the  larynx  (161) 

51 

0.50’ 

24 

Subtotal 

833 

315 

Mental  disorders 

Alcoholic  psychoses  (291) 

5 

1.00 

5 

Alcohol  dependence 

syndrome  (303) 

72 

1.00 

72 

Alcohol  abuse  (305.0) 

10 

1.00 

10 

Subtotal 

87 

87 

Cardiovascular  diseases 

Essential  hypertension  (401) 

74 

0.08 

6 

Alcoholic  cardiomyopathy 

(425.5) 

19 

1.00 

19 

Cerebrovascular  disease 

(430-438) 

3,383' 

0.07 

219 

Subtotal 

3,476 

244 

Respiratory  diseases 

Respiratory  tuberculosis 

(011-012) 

0 

0.25 

0 

Pneumonia  and  influenza 

(480-487) 

1,797 

0.05 

88 

Subtotal 

1,797 

88 

Digestive  diseases 

Diseases  of  esophagus/ 

stomach/  duodenum 

(530-537) 

194 

0.10 

20 

Alcoholic  gastritis  (535.3) 

5 

1.00 

5 

Alcoholic  fatty  liver  (571.0) 

4 

1.00 

4 

Acute  alcoholic  hepatitis 

(571.1) 

15 

1.00 

15 

Alcoholic  cirrhosis  of  the 

liver  (571.2) 

141 

1.00 

141 

Alcoholic  liver  damage. 

unspecified  (571.3) 

31 

1.00 

31 

Other  cirrhosis  of  the  liver 

(571.5,  571.6) 

181 

0.50 

90 

Acute  pancreatitis  (577.0) 

26 

0.42 

11 

Chronic  pancreatitis  (577.1) 

6' 

0.60 

3 

Subtotal 

603 

320 

Unintentional  injuries 1 

Motor  vehicle  accidents 

(E810-E825) 

817 

0.42 

346 

Other  road  vehicle  accidents 

(E826.9) 

4 

0.20 

1 

Water  transport  accidents 

(E830-E838) 

20 

0.20 

4 

Air/space  transport 

accidents  (E840-E845) 

12 

0.16 

2 

Alcohol  poisonings  (E860, 

E860.1) 

0 

1.00 

0 

Accidental  falls  (E880-E888) 

307' 

0.35 

105 

Accidents  caused  by  fires 

(E890-E899) 

74 

0.45 

33 

Accidental  drownings  (E910) 

64 

0.38 

24 

Other  injuries 

4101 

0.25 

93 

Subtotal 

1,708 

608 

Intentional  injuries 

Suicide  (E950-E959) 

652 

0.28 

181 

Homicide  (E960-E969) 

166* 

0.46 

68 

Subtotal 

818 

249 

Metabolic  disorder 

Diabetes  mellitis  (250) 

786 

0.05 

39 

Other  alcohol-related  diagnoses 

Alcoholic  polyneuropathy 

(357.5) 

0 

1.00 

0 

Excess  blood  alcohol  level 

(790.3) 

0 

1.00 

0 

Subtotal 

0 

0 

All  other  deaths 

33,203 

0.0 

0 

Total 

43,311 

0.045 

1,949 

•Alcohol-attributable  deaths  = total  deaths 

x alcohol-attributable  fraction. 

f Alcohol-attributable  fraction  is 

0.40  for  females. 

'Includes  deaths  below  the  specified  age  range  used  to  calculate  number  of 

alcohol-attributable  deaths. 

’When  a death  occurs  under  "accidental” 

circumstances,  the  preferred 

term  within  the  public  health  community  for  the  cause  of  death  is 

"unintentional  injury.” 
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Fig.  2 — Alcohol-related  deaths,  as  a percentage  of  total  deaths,  by  age  and  sex,  in 
Wisconsin,  1988. 


Continued  from  page  232 
method,  it  is  apparent  that  a substan- 
tial portion  of  the  health  and  economic 
effects  due  to  alcohol  result  from 
unintentional  injuries,  homicide,  and 
suicide,  and  that  a major  portion  of 
this  burden  occurs  predominantly 
among  the  young. 

Epidemiologic  studies  have  increas- 
ingly recognized  the  contribution  of 
alcohol  to  morbidity  and  mortality.  An 
analysis  in  1978  reported  that  3.4% 
(1,376)  of  deaths  in  that  year  in 
Wisconsin  were  alcohol-related.3 
The  current  analysis  attributes  a 
greater  proportion  of  deaths  to  alcohol 
(4.5%)  because  of  the  recent  recogni- 
tion that  alcohol  is  responsible  for  a 
substantial  proportion  of  cancers  of 
the  lip,  esophagus,  larynx,  stomach, 
and  liver. 


Series  coordinators 

The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of  Envi- 
ronmental and  Chronic  Disease 
Epidemiology,  and  Patrick 
Remington,  MD,  are  coordinat- 
ing this  public  health  series  for 
the  Wisconsin  Medical  Journal. 


This  report  only  provides  an  esti- 
mate of  the  public  health  effects  from 
alcohol  misuse.  It  should  be  empha- 
sized that  the  methodology  has  limita- 
tions, such  as  the  uncertainty  of  the 
attributable  risk  estimates,  the  lack 
of  state-specific  alcohol  use  estimates, 
the  use  of  human  capital  method- 
ology, and  the  use  of  national  esti- 
mates of  alcohol  costs. 12A  Perhaps 
most  importantly,  however,  these 
estimates  do  not  include  the  psycho- 
social costs  of  alcohol  use  and  misuse, 
such  as  pain  and  suffering. 

It  has  been  suggested  that  current 
excise  taxes  on  alcohol  do  not  cover 
the  costs  associated  alcohol  misuse.5 
Increasing  state  alcohol  tax  rates  may 
be  an  effective  way  to  reduce  alcohol 
consumption  and  at  the  same  time 
provide  revenue  to  offset  the  costs 
associated  with  alcohol  misuse.  Fur- 
thermore, according  to  this  study, 
injuries— particularly  motor  vehicle 
collisions— accounted  for  most  of  the 
alcohol-related  premature  mortality. 
States  should  continue  to  implement 
programs  to  reduce  the  toll  from 
drinking  and  driving,  such  as  raising 
the  minimum  drinking  age,  lowering 
legal  blood  alcohol  limits,  increasing 
enforcement  of  drunk  driving  laws, 
and  enacting  mandatory  seat  belt 
laws. 


Table  2.— Summary  of  alcohol- 
related  economic  costs  in 
Wisconsin,  1988 


Dollars 

Category  (millions) 

Direct  costs 
Health  sector 
Treatment  facility 
Short-stay  hospital 

65.4 

Specialty  institution 

36.3 

Other  treatment  costs 
Office-based 
physician 

3.0 

Nursing  home 

19.2 

Professional 

services 

3.7 

Federal  provider 

14.2 

Support  costs 
Training,  research, 
and  health 
insurance 
administration 

10.6 

Subtotal 

152.3 

Nonhealth  sector 

Crime  expenditure 

90.7 

Motor  vehicle  crash 

55.2 

Fire  destruction 

9.8 

Social  welfare 
administration 

1.9 

Subtotal 

157.5 

Fetal  alcohol 
syndrome 

34.4 

Total  direct  costs 

344.2 

Indirect  costs 

Health  sector 

Mortality 

485.0 

Morbidity 

Noninstitutionalized 

574.1 

Institutionalized 

4.0 

Subtotal 

1063.1 

Nonhealth  sector 

Victim  of  crime 

9.9 

Incarceration 

57.6 

Subtotal 

67.6 

Total  indirect  costs 

1130.7 

Total 

1474.8 
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“I  want  a 
malpractice  ci 
that  knows  he 
fight.  That’s  v 
I’m  with  Mec 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 
Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


' 0 r a;  i itrjAL  _Pi<  mtiii  tm  yjj 

Serving  Wisconsin  Physicians  Since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780 
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Soref,  PhD,  Center  for  Health  Sta- 
tistics, is  the  coordinator  of  the 
Behavioral  Risk  Factor  Surveys  for 
the  Wisconsin  Division  of  Health. 
Funds  for  the  surveys  are  provided 
through  a cooperative  agreement  with 
the  Centers  for  Disease  Control.  We 
appreciate  the  comments  and  input 
from  Michael  Quirke,  Wisconsin  Of- 
fice of  Alcohol  and  Other  Drug  Abuse. 
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Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


I 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


CAPT  RUPERT 
414-291-9475 


Physician  briefs 


The  * indicates  an  SMS  member. 

George  Kindschi,  MD,*  Monroe, 
was  recently  elected  as  a fellow  in  the 
American  Society  of  Dermatopath- 
ology.  Dr  Kindschi  graduated  from 
the  University  of  Wisconsin  Medical 
School,  Madison,  and  did  postgrad- 
uate work  in  anatomic  and  clinical 
pathology  at  the  National  Naval 
Medical  Center,  Bethesda,  Md.  He 
has  been  the  director  of  laboratories 
at  the  Monroe  Clinic  since  he  became 
associated  with  the  clinic  in  1976. 

Jeffrey  S.  Edwards,  MD,  Minocqua, 
has  been  become  associated  with  the 


Marshfield  Clinic-Lakeland  Center 
medical  staff  in  Woodruff.  An  obste- 
trician/gynecologist, Dr  Edwards 
graduated  from  the  University  of 
Wisconsin  Medical  School,  Madison, 
and  completed  his  residency  at  Sagi- 
naw Cooperative  Hospitals,  Saginaw, 
Mich. 

Dean  L.  Martinelli,  MD,*  Ocono- 
mowoc,  recently  was  elected  presi- 
dent elect  of  the  Milwaukee  Society 
of  Head  and  Neck  and  Surgery.  A 
graduate  of  Loyola  Stritch  Medical 
School,  Chicago,  Dr  Martinelli  com- 
pleted his  internship  and  residency  at 
the  Milwaukee  Medical  Complex.  He 


is  on  the  medical  staff  at  Watertown, 
Hartford,  Elmbrook,  and  Oconomo- 
woc  hospitals,  and  is  a clinical  instruc- 
tor at  the  Medical  College  of  Wis- 
consin. 

Myron  M.  Marlett,  MD,*  Green 
Bay,  was  recently  elected  president 
of  the  medical  staff  at  Beilin  Memorial 
Hospital  in  Green  Bay.  Dr  Marlett  will 
serve  a 2-year  term  as  president  at 
Beilin.  He  also  is  an  active  member 
of  the  Oconto  Memorial  Hospital 
medical  staff  and  has  been  practicing 
there  since  1982. 

Kathleen  Baugrud,  MD,  Wauwa- 
tosa, recently  joined  the  medical  staff 
at  Park  Crest  Medical  Clinic  in  New 
Berlin.  Board  certified  in  internal 
medicine,  Dr  Baugrud  graduated 
from  the  Medical  College  of  Wiscon- 
sin in  Milwaukee. 

Carl  G.  Becker,  MD,  of  Milwaukee, 
recently  was  appointed  professor  and 
chair  of  the  department  of  pathology 
at  the  Medical  College  of  Wisconsin. 
Dr  Becker  graduated  from  Cornell 
University  Medical  College  and 
served  his  internship  and  residency 
at  the  New  York  Medical  Center. 
Prior  to  joining  the  staff  at  MCW,  Dr 
Becker  had  been  professor  of  path- 
ology at  the  Cornell  University 
Medical  College  in  New  York  since 
1976. 

Gary  U.  Stelzer,  MD,  * of  Rice  Lake, 
traveled  to  Nicaragua  in  Febraury  as 
part  of  the  Wisconsin  Coordinating 
Council  on  Nicaragua  to  monitor  the 
fairness  of  the  national  election  in  that 
country.  The  council  was  invited  by 
the  Nicaraguan  government. 

Bill  L.  Maddix,  MD,  * of  Monroe,  has 
been  re-appointed  chair  of  the  Ameri- 
can Group  Practice  Association’s 
Bylaws  Committee.  Dr  Maddix  has 
chaired  the  committee  for  the  past  5 
Continued  on  page  240 
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America’s 
Competitive 
Edge ... 

You’re 
Looking 
At  It. 


Inside  of  every  hard  worker, 
there’s  a good  thinker.  A person 
who  wants  to  contribute.  Who 
wants  to  make  a difference. 

But  it’s  up  to  you  to  give  them 
that  chance. 

Across  the  U.S.,  companies 
and  unions  have  dramatically 
improved  productivity,  quality, 
and  employment  security  by 
tapping  the  ideas  of  some  willing 
and  able  partners — American 
workers. 

To  learn  how  your  company 
can  tap  this  invaluable  resource, 
write: 


Elizabeth  Dole 
Secretary  of  Labor 
U.S.  Department  of  Lab< 
Room  N-5419 
Washington,  DC  20210 


Continued  from  page  238 
years  and  served  as  the  Monroe 
Clinic’s  representative  to  the  associa- 
tion for  8 years. 

Sidney  E.  Johnson,  MD,  * of  Marsh- 
field, has  been  elected  to  a fifth  con- 
secutive term  as  president  of  the 
Marshfield  Clinic.  Dr  Johnson  was 
medical  director  of  the  clinic  for  9 
years  and  is  the  first  president  to  be 
elected  for  five  terms. 

John  Hussa,  MD,  Ashland,  recently 
became  associated  with  the  Memorial 
Medical  Treatment  Center  as  medical 
director.  He  graduated  from  the 
University  of  Wisconsin  Medical 
School,  Madison,  and  completed  his 
internship  at  St  Luke’s  Hospital, 
Duluth.  He  had  practiced  in  the 
Hayward  area  for  14  years  and  then 
completed  a residency  at  the  Mil- 
waukee Psychiatric  Hospital  in  Wau- 
watosa before  joining  the  staff  at  the 
Memorial  Medical  Treatment  Center. 

Mark  P.  Bishop,  MD,*  Mineral 
Point,  was  elected  to  serve  a 1-year 
term  as  president  of  the  medical  staff 


of  Memorial  Hospital  of  Iowa  County. 
Dr  Bishop  replaces  Timothy  A.  Cor- 
rell,  MD,*  who  served  as  president 
in  1989.  He  graduated  from  the 
University  of  Wisconsin  Medical 
School,  Madison,  and  served  his 
residency  at  St  Mary’s  Hospital 
Medical  Center.  Douglas  R.  Palmer, 
MD,*  Bameveld,  was  elected  vice 
president  of  the  medical  staff,  and 
Harald  P.  Breier,  MD,*  Montfort, 
was  elected  secretary.  Dr  Palmer 
graduated  from  the  Medical  College 
of  Wisconsin,  Milwaukee,  and  com- 
pleted his  residency  at  the  University 
of  Illinois,  Chicago.  Dr  Breier  has 
been  practicing  medicine  in  Iowa 
County  for  the  past  31  years  and 
graduated  from  the  University  of 
Amsterdam.  His  internship  was  com- 
pleted at  Meriter  General  Hospital 
(formerly  Madison  General). 

Elliot  Goldin,  MD,  has  joined  the 
medical  staff  at  Berlin  Memorial  Hos- 
pital. Board  certified  in  general 
surgery,  Dr  Goldin  had  practiced  in 
Chicago  for  20  years.  He  is  a member 
of  the  Midwest  Surgical  Society, 
Chicago  Surgical  Society,  and  is  also 


an  assistant  professor  of  surgery  at 
the  University  of  Illinois  Medical 
School.  Dr  Goldin  joins  MDs  Barry 
L.  Rogers*  and  Michael  E.  Tieman* 
in  their  practice. 

Katherine  Patterson,  MD,  Wood- 
ruff, has  joined  the  Marshfield 
Clinic- Lakeland  Center.  Dr  Patterson 
graduated  from  the  University  of 
Wisconsin  Medical  School,  Madison, 
and  completed  her  residency  in  family 
practice  and  community  health  at  the 
University  of  Minnesota.  Prior  to 
moving  to  Woodruff,  Dr  Patterson 
was  on  the  medical  staff  at  the  Hart 
Memorial  Clinic,  Monticello,  Minn. 

Laurens  D.  Young,  MD,*  of  Mil- 
waukee, recently  joined  the  medical 
staff  of  St  Mary’s  Hills  Hospital, 
Milwaukee.  A graduate  of  the  Univer- 
sity of  Chicago  School  of  Medicine, 
Dr  Y oung  completed  his  residency  at 
the  University  of  Wisconsin  Hospital 
and  Clinics,  Madison.  He  was  for- 
merly director  of  the  Department  of 
Psychiatry  at  the  Milwaukee  County 
Medical  Complex,  f 


County  society  news 


Brown.  Thirty-two  members  were 
present  at  the  March  meeting.  Retire- 
ment was  the  topic  of  discussion,  with 
MDs  Bernard  P.  Waldkirch,  Robert 
G.  Wochos,  and  James  P.  McGuire 
participating  as  the  panel.  New  physi- 
cians accepted  to  membership  were 
MDs  Jeffrey  A.  Blink,  Johnny  A. 
Edrozo,  and  Steven  D.  O’Marro. 

Dane.  At  a recent  Dane  County 
Medical  Society  meeting,  the  follow- 
ing physicians  were  elected  to 


membership:  Gary  D.  Anderson,  MD; 
George  A.  Arndt,  MD;  Andrew 
Baertsch,  MD;  Jonathan  J.  Brodie, 
MD;  Haywood  S.  Gilliam,  MD;  Jef- 
frey A.  Katt,  MD;  David  M.  Mahvi, 
MD;  and  David  J.  Ringdahl,  MD. 

Kenosha.  Twenty-eight  members 
and  guests  were  present  at  the 
Kenosha  County  Medical  Society 
meeting  to  hear  guest  speaker,  Frank 
B.  Walker,  MD,  of  Grosse  Pointe 
Farms,  Mich,  a member  of  the  AMA 


Board  of  Trustees,  speak  on  RBRVS. 
Physicians  accepted  to  membership 
were  John  A.  Martini,  MD,  Edwin 
Lopez,  MD,  Joseph  M.  Ziccarelli, 
MD,  Isidro  L.  Maranan,  Jeanne  S. 
Vedder,  MD,  Christopher  Kordiyak, 
MD,  Divya  Sharma,  MD,  and  Scott 
R.  Feldy,  DO. 

Oneida-Vilas.  Gabe  J.  Maletta,  MD, 
of  Minneapolis,  was  the  guest  speaker 
at  the  March  meeting.  His  topic  was 
psychiatry  in  the  primary  care  patient. 
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Obituaries 

George  G.  Drescher,  MD,  76,  of 
Brookfield,  died  Jan  13,  1990,  in 
Brookfield.  Bom  April  26,  1913,  in 
Bay  City,  Mich,  Dr  Drescher  grad- 
uated from  Marquette  University 
School  of  Medicine,  His  internship 
was  served  at  St  Agnes  Hospital  in 
Fond  du  Lac.  Dr  Drescher  practiced 
in  Beaver  Dam  from  1946  to  1986, 
moving  to  Brookfield  in  1989.  He  was 
a member  of  the  Dodge  County  Medi- 
cal Society,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Ilene;  two 
sons,  Dr  Dennis,  of  Gross  Point,  Mich, 
and  Dr  Dean,  of  Bellevue,  Wash;  and 
one  daughter,  Dorothy  Renouf,  of 
Guilford,  Conn. 

Phillip  R.  Hamilton,  MD,  50,  former 
Milwaukee  physician,  died  Feb  3, 
1990,  in  Philadelphia.  Dr  Hamilton 
was  bom  on  Jan  3,  1940,  in  Birm- 
ingham, Ala,  and  graduated  from  the 
University  of  Wisconsin  Medical 
School,  Madison.  His  residency  in 
maternal  and  fetal  medicine  was  com- 
pleted at  the  University  of  Wisconsin 
Hospital  and  Clinics  in  Madison.  He 
was  a professor  of  obstetrics  and 
gynecology  at  the  medical  school’s 


MDs  accepted  to  membership  in  the 
society  were  Jeffrey  Edwards,  and 
Katherine  P.  Patterson. 

Waukesha.  The  Waukesha  County 
Medical  Society  has  elected  to  mem- 
bership: James  R.  Chaillet  Jr,  MD; 
Wingate  F.  Clapper,  MD;  Jo  Ann  C. 
Dudley,  MD;  Paul  F.  Flink,  MD; 
Elizabeth  J.  Goldsmith-Zietlow,  MD; 
Dennis  P.  Miller,  MD;  John  W. 
Murphy,  MD;  and  Laurel  Rudolph, 
MD. 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific  Foun- 
dation of  the  SMS  offers  physicians  a unique  opportunity  to  provide  a 
living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  public  health  or  aid  in  the 
preservation  of  Wisconsin’s  medical  history.  When  a memorial  gift  is 
made  to  the  foundation,  the  deceased  person’s  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the  foun- 
dation staff  at  the  SMS.  f 


Milwaukee  clinical  campus  (now  Sinai 
Samaritan  Medical  Center),  from 
1978  to  1989,  when  he  took  a post  at 
Temple  University.  He  had  been  a 
member  of  the  Medical  Society  of 
Milwaukee  County,  the  SMS,  and  the 
AMA.  Surviving  is  his  son,  Phillip,  of 
Madison. 

Lamont  R.  Schweiger,  MD,  of 

Whitefish  Bay,  died  Feb  13, 1990,  in 
Milwaukee.  Born  Aug  22,  1908,  in 
Milwaukee,  Dr  Schweiger  graduated 
from  Rush  Medical  College,  Chicago, 
and  completed  his  residency  at  Pres- 
byterian Hospital  in  Chicago.  His 


Winnebago.  Fifty-two  members  and 
guests  were  present  at  the  March 
meeting.  The  meeting  was  held 
jointly  with  the  Ladies’  Auxiliary. 
“Lighten  up,  Sandra  Day  O’Conner’’ 
was  the  name  of  the  topic  presented 
by  Ellen  Starke,  RN,  of  Milwaukee. 

Winnebago.  Thirty-five  members 
were  present  at  the  Winnebago 
County  Medical  Society  meeting  to 
hear  Thomas  Luetzow,  MD,  Osh- 
kosh, speak  on  the  ongoing  aspects 


residency  was  completed  at  the  Mayo 
Clinic,  Rochester,  Minn.  He  was  an 
associate  clinical  professor  of  medi- 
cine at  the  Medical  College  of  Wiscon- 
sin and  also  had  been  a member  of  the 
medical  staff  of  Good  Samaritan  Hos- 
pital until  his  retirement  in  1983.  He 
was  a former  president  of  the  Ameri- 
can Heart  Association  of  Wisconsin, 
a fellow  of  the  American  College  of 
Cardiology,  and  a member  of  the  Mil- 
waukee Academy  of  Medicine.  Sur- 
viving are  his  widow,  Lenore;  two 
daughters,  Barbara  O’Neil,  of  White- 
fish  Bay,  and  Susan  Azargoshasb,  of 
Milwaukee.  ? 


of  emergency  care.  Timothy  T.  Flah- 
erty, MD,  spoke  to  the  members  on 
mandatory  assignment,  along  with 
Paul  Markowski,  SMS  field  represen- 
tative, who  requested  members  to 
attend  the  hearing  on  mandatory 
assignment,  f 
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Yellow  pages 


Family  practice.  Marshfield  Clinic,  a multi- 
specialty group  practice  with  nearly  350  physi- 
cians, is  seeking  a seventh  BE  / BC  family  prac- 
titioner for  one  of  its  expanding  (12-physician) 
regional  centers  in  northwestern  Wisconsin 
within  approximately  2 hours  of  Minnea- 
polis / St  Paul  and  / or  Lake  Superior.  The  abil- 
ity to  perform  cesarean  sections  is  a pre- 
requisite for  this  position.  Construction  for  a 
new  $2  million  clinic  is  scheduled  for  mid-1990. 
Position  offers  an  excellent  professional  envi- 
ronment combined  with  an  exceptional  blend 
of  recreational,  cultural,  and  educational  op- 
portunities. No  start-up  expense.  Salary  nego- 
tiable ($90,000  + ) with  outstanding  fringe 
benefit  package  (includes  clinic  self-insured 
malpractice).  Opportunity  to  practice  broad 
spectrum  family  practice  with  on-site  access 
to  a variety  of  consultants  and  time  to  enjoy 
family  and  recreation.  Send  CV  and  references 
to:  David  L.  Draves,  Director  Regional  Devel- 
opment, 1000  North  Oak  Ave,  Marshfield,  WTI 
54449  or  call  collect  at  715-387-5376.  5/90 

Small  progressive  hospital  in  south- 
western Iowa  seeking  third  family  practice 
physician.  First-year  minimum  income  guar- 
antee $70,000,  plus  benefits.  Omaha, 
Nebraska,  within  hour's  drive.  Specialists  from 
Omaha  provide  clinics /backup.  Call  Wanda 
Parker,  800-221-4762,  or  collect  212-599-6200. 
E.  G.  Todd  Associates,  535  Fifth  Ave,  Suite 
1100,  New  York,  NY  10017.  4-8/90 

Radiologist.  A three-man  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology.  Dick- 
inson County  Hospitals  is  a progressive  126- 
bed,  two  hospital  system  located  in  Iron  Moun- 
tain, Michigan's  upper  peninsula.  We  have  a 
service  area  population  of  over  45,000.  Con- 
tact and/or  send  resume:  Doctors 

Spect  / Shampo / Manzano,  Radiology  Depart- 
ment, Dickinson  County  Hospitals,  400  Wood- 
ward Ave,  Iron  Mountain,  MI  49801;  906- 
779-4565.  5-6/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  col- 
umn inch. 

All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be  received 
by  the  1st  of  the  month  preceeding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical 
Jounral,  PO  Box  1109,  Madison,  WI 
53701.  FAX:  608-283-5401.  Classified 
ads  are  not  taken  over  the  telephone, 
but  questions  may  be  directed  to  608- 
257-6781  or  toll-free  in  Wisconsin, 
1-800-362-9080. 


Radiologist.  Excellent  private  practice  op- 
portunity available  in  July  1990.  Twenty-two 
primary  physicians  and  12  consulting  special- 
ists seek  BC/BE  radiologist  for  hospital  and 
clinic  practice.  General  radiology,  on-site  CT, 
nuclear  medicine  and  ultrasound.  Possible 
future  mobile  MRI . This  is  a busy  one-  person 
practice  with  probability  of  expanding  to  two 
persons  through  expansion  to  neighboring 
clinics/hospitals.  Located  in  Shawano, 
Wisconsin,  this  opening  provides  an  excellent 
opportunity  for  an  aggressive  service-oriented 
physician.  Community  is  located  in  northeast 
Wisconsin  resort  area  which  offers  numerous 
four  season  recreation  opportunities  and  is 
within  45  minutes  of  two  metropolitan  areas. 
For  further  information  send  curriculum  vitae 
to  John  Kestly,  Administrator,  Shawano  Com- 
munity Hospital,  309  N Bartlette  St,  Shawano, 
WI  54166  or  call  715-526-2111.  p5/90 

Internist,  family  practice  physicians 
BC/BE.  Exceptional  opportunity  to  join  our 
established  busy  clinic  located  in  Milwaukee. 
Practice  includes  subspecialty  physicians,  in- 
house  laboratory,  x-ray,  business  department, 
etc.  A unique  opportunity!  Please  send  CV  or 
call:  Jonathan  Slomowitz,  MD,  Mitchell  Medi- 
cal Center,  1672  S 9th  St,  Milwaukee,  WI 
53204;  ph  414-383-4700.  p5/90 

Internal  medicine.  The  Sterling/Rock 
Falls  Clinic,  a 31-physician  multi-specialty 
group,  seeks  an  internist  to  join  five  others. 
One  internist  will  retire  in  January  1991 ; a busy 
practice  can  be  assured  in  a recently  remodeled 
contemporary  clinic  adjacent  to  a fully  ac- 
credited 135-bed  hospital.  Sub-specialty  in- 
terest in  PUD,  ID,  or  RHU  would  be  a bonus 
but  not  mandatory.  The  cities  of  Sterling  / Rock 
Falls  are  nestled  in  the  Wood  Rock  River 
Valley  and  offer  not  only  outstanding  quality 
of  life  but  easy  access  to  the  Quad  Cities, 
Rockford,  Peoria,  and  Chicago.  Excellent 
guarantee  and  benefits.  For  additional  infor- 
mation call  Tom  Puccio  at  Caswell /Winters 
1-800-332-0488  (414-359-111 1 in  Wisconsin). 

5/90 

Internist  to  join  35-physician  multi-specialty 
group  located  in  Milwaukee  suburb.  Excellent 
first  year  guarantee  and  fringe  benefit  package 
with  full  shareholder  status  in  second  year. 
Send  curriculum  vitae  to:  James  Hinnenthal, 
CPA,  Administrator,  Falls  Medical  Group, 
Menomonee  Falls,  WI  53051.  p5/90* 

Baraboo,  Wisconsin.  Emergency  Depart- 
ment at  St.  Clare  Hospital  seeks  full-time 
staff  physician.  Approximately  10,000  annual 
visits.  Compensation  to  be  negotiated.  Pleas- 
ant area  in  which  to  live,  near  Devil’s  Lake  and 
the  Baraboo  Hills.  Also,  Madison  nearby.  Con- 
tact: Thomas  Warwick,  Executive  Vice  Pres- 
ident, St  Clare  Hospital,  707  14th  St,  Baraboo, 
WI  53913;  608-356-5561,  ext  492.  1 ltfn/89 


Primary  care  physician.  Marshfield  Clinic 
is  seeking  a primary  care  physician  to  join  its 
expanding  seven-member  Emergency  Medi- 
cine Department.  Emergency  medicine, 
urgent  and  ambulatory  care,  plus  supervision 
and  training  of  ER  staff  contribute  to  a very 
stimulating  practice  environment . More  than 
26,000  ER  visits  and  13,000  ambulatory  care 
visits  annually.  Specialists  representing  all 
branches  of  medicine  and  surgery  provide  sup- 
port care  and  sendees.  Marshfield  Clinic  is  a 
private  group  practice  consisting  of  350- 
physicians  and  is  physically  adjacent  to  Saint 
Joseph’s  Hospital,  a 525-bed  acute  care 
teaching  facility.  Send  curriculum  vitae  to: 
John  P.  Folz,  Assistant  Director,  Marshfield 
Clinic,  1000  North  Oak  Ave,  Marshfield,  WI 
54449  or  call  collect  at  715-387-5181.  5/90 

The  Wausau  Medical  Center  is  seeking 
BC  / BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics /Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedic 
Surgery  and  Otolaryngology,  Urgent  Care  and 
Rheumatology.  Modern  clinic  facility  located 
across  the  street  from  modem  300-bed  hos- 
pital. Full  partnership  in  three  years.  Easy 
access  to  lakes,  woods  and  mountains.  Write 
including  CV  to  D.K.  Aughenbaugh,  MD, 
Medical  Director,  Wausau  Medical  Center, 
2727  Plaza  Dr,  Wausau,  WI  54401.  p4tfn/88 

Maglio  & Company,  Inc,  Physician 
Search,  presents  excellent  practice  oppor- 
tunities in  your  home  state  and  the  midwest 
to  physicians  in  all  specialties.  No  fees  to  physi- 
cian candidates;  hospitals,  clinics,  etc,  pay  our 
retained  fees.  Free  CV  sendee.  Call  toll-free 
for  more  information,  1-800-999-4731  or  send 
CV  to  Maglio  & Company,  Inc,  450  North 
Sunnyslope  Road,  Brookfield.  WI  53005. 

3tfn/90 

Minnesota,  lakes  and  trees.  Family 
physician  to  join  five  others  in  progressive 
multi-specialty  group  including  internal  medi- 
cine and  surgery.  Outstanding  42-bed  district 
hospital  with  130-bed  long  term  care  facility. 
Excellent  schools  and  services  with  easy  access 
to  metro  area.  Guaranteed  salary,  full  benefits, 
and  bonus.  Position  available  immediately.  For 
confidential  consideration  and  further  infor- 
mation contact:  Mary  Jo  Cordes,  MDsearch, 
PO  Box  21507,  St  Paul,  MN  55121;  call  col- 
lect 612-454-7291.  p3/90;4-5/90 

Internist — Great  opportunity!  Very 
busy  young  solo  internist  seeking  ambitious 
associate.  Family-oriented  community  on  Lake 
Winnebago  with  a population  of  40,000.  No 
HMOs  or  PPOs.  A unique  opportunity  for 
someone  who  is  genuinely  interested  in  inter- 
nal medicine  and  in  its  subspecialities.  An 
interest  in  critical  care  would  be  of  importance. 
Send  CVs  to  Michael  Sergi,  MD,  14  North 
Main  St,  Fond  du  Lac,  WI  54935.  3-6/90 
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Pediatrician.  115-physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of  northeastern 
Wisconsin  desires  a BC  / BE  pediatrician  to  join 
department  of  17-BC/BE  pediatricians.  Two- 
year  guarantee  plus  comprehensive  benefit 
package  offered.  The  community  offers  a 
superb  recreational,  cultural,  and  family 
environment  in  which  to  practice.  For  infor- 
mation please  call  or  write:  Roger  Rathert, 
MD,  La  Salle  Clinic,  411  Lincoln  St,  Neenah, 
WI  54956,  414-727-2702.  5-7/90 

Brookfield,  Wisconsin.  Family  practi- 
tioner or  internist  needed  for  ambulatory  care 
clinic.  The  clinic  is  a modem  facility  in  a rapidly 
growing  Milwaukee  suburb.  Enjoy  pleasant 
working  conditions  and  flexible  scheduling 
without  call  requirements.  Competitive  finan- 
cial package  including  malpractice  and  health 
insurance.  Contact  Julie  Larsen,  MD,  17260 
W Bluemound  Rd,  Brookfield,  WI  53005. 

p5/90 

Family  practice  opportunities  in  a group 
setting.  Located  in  a family  oriented  eco- 
nomically strong  small  city.  Located  near  lakes 
and  metro  area.  Contact  Andrew  V.  Lagatta, 
President  & CEO,  Clintonville  Community 
Hospital,  35  N Anne  St,  Clintonville,  WI 
54929,  ph  715-823-3121.  pl-6/90 


Primary  Care  Physician 
Health  Service  Unit 

Wisconsin  Department  of  Corrections, 
Division  of  Program  Services,  Bureau 
of  Correctional  Health  Services  is  cur- 
rently recruiting  daytime  Primary  Care 
Physicians  for  vacancies  at  Waupun 
and  Dodge  Correctional  Institution. 
The  annual  starting  salary  effective 
July  1990,  will  range  from  $62,209  and 
$84,288  depending  on  training  and  ex- 
perience. We  offer  an  excellent  benefit 
package  consisting  of  health  and  life 
insurance,  income  continuation  insur- 
ance, pension  plan,  deferred  compen- 
sation plan,  malpractice  insurance 
coverage  and  full  legal  representation, 
paid  vacation,  sick  leave,  personal  and 
legal  holidays.  If  you  are  looking  for  an 
exciting,  challenging  career  change  and 
a chance  to  put  your  skills  to  work  in 
an  area  that  can  really  make  a difference 
in  people’s  lives,  here  is  your  opportu- 
nity. For  more  information  contact 
Armond  Start,  MD,  Medical  Director 
at  608-246-3309  or  Barbara  Whitmore, 
Bureau  Director  at  608-246-3311. 

Department  of  Corrections 
An  Equal  Opportunity  Employer 
4-6/90 


Antigo,  Wisconsin.  Seeking  director,  full- 
time and  part-time  emergency  physicians  for 
low  volume  facility  located  in  sportsman’s 
paradise.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc,  2240  S Airport  Rd,  Room 
36,  Traverse  City,  MI  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496.  p5/90 

Two  family  practitioners  to  join  family 
group  in  Lake  Mills  on  Interstate  94  and  beau- 
tiful Rock  Lake  in  southern  Wisconsin.  Resort 
area.  Competitive  salary  and  fringe  benefits. 
Contact  J.  P.  Wishau,  MD,  120  E Oak  St,  Lake 
Mills,  WI  53551;  ph  414-648-2391.  4-7/90 

Milwaukee  suburb.  New  and  rapidly  ex- 
panding multispecialty  full-service  clinic.  At- 
tractive benefits,  salary,  and  early  partnership 
opportunity.  Positions  available  in  internal 
medicine,  family  practice,  and  pediatrics. 
Please  send  CV  to  Administrator,  Park  Crest 
Medical  Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  ltfn/90 

Minneapolis  / Saint  Paul  and  surrounding 
communities  offer  practice  opportunities  for 
specialists  in  cardiology,  dermatology,  geri- 
atrics, internal  medicine,  neurology,  obstetrics 
and  gynecology,  oncology,  ophthalmology, 
orthopedic  surgery,  pediatrics,  rheumatology, 
surgery,  and  locums.  Contact  LifeSpan  Health 
Care  Services,  800  East  28th  St,  Minneapolis, 
MN  55407;  ph  612-863-4193,  ask  for  Jerry 
Hess.  4-6/90 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 
• General  Surgery 
• OB/GYN  • Family  Practice 
A variety  of  practice  settings— many  on  lakes. 
Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1 -800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  & ASSOCIATES.  INC. 
12724  N.  Maplecrest  Lane 
Mequon.  WI  53092 


NEW  PHYSICIANS 
FOR  WISCONSIN 
is  seeking 

• Family  Physicians  • Pediatricians 

• Orthopedic  Surgeons  • Internists 

• General  Surgeons 
Contact:  Fred  Moskol 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 
608/273-5964 

7-12/89:1-6/90 


F amily  practice.  Marshfield  Clinic,  a multi- 
specialty group  practice  with  nearly  350  physi- 
cians, is  seeking  BE/BC  family  practitioners 
to  join  expanding  regional  centers.  Practice 
opportunities  range  in  size  from  single  spe- 
cialty groups  of  three  to  multi-specialty  groups 
of  twenty-five.  Positions  available  in  six  loca- 
tions: two  in  northwestern  Wisconsin  within 
70  and  90  miles  of  Minneapolis;  two  in  north 
central  Wisconsin  within  80  and  90  miles  of 
Lake  Superior;  and  two  in  central  Wisconsin 
within  25  and  35  miles  of  Marshfield.  Full 
specialty  consultation  readily  available.  Posi- 
tions offer  strong  economic  stability  combined 
with  exceptional  recreational,  cultural,  and 
educational  opportunities.  Starting  salary  up 
to  $92,160  with  salary  in  two  years  up  to 
$116,400.  Fringe  benefit  package  outstanding. 
Send  CV  and  references  to:  David  L.  Draves, 
Director  Regional  Development,  1000  North 
Oak  Ave,  Marshfield,  WI  54449  or  call  col- 
lect at  715-387-5376.  5/90 

Pediatrician.  The  Sterling/Rock  Falls 
Clinic,  a 31-physician  multi-specialty  group, 
seeks  a pediatrician  to  join  four  others.  A senior 
pediatrician  will  retire  once  the  new  physician 
is  established,  assuring  a very  successful  prac- 
tice. Over  700  deliveries  are  performed  yearly 
at  a fully  accredited  135-bed  hospital  adjacent 
to  the  recently  remodeled  clinic.  High  risk  care 
is  provided  in  Rockford,  Peoria,  and  Chicago. 
The  twin  cities  of  Sterling  and  Rock  Falls  offer 
excellent  schools,  friendliness,  and  superior 
quality  of  life  with  easy  access  to  four  major 
Illinois  cities  as  well  as  Wisconsin  and  Iowa. 
Excellent  guarantee  and  benefits.  For  addi- 
tional information,  call  Jean  Hollweck  at 
Caswell  /Winters  1-800-332-0488  or  call 
(414-359-1111  in  Wisconsin).  5/90 

Family  practice.  Physicians  seeking  a 
BE/BC  family  practice  physician  for  the 
Norway,  Mich,  service  area.  The  physician 
would  have  the  option  of  joining  one  of  the 
existing  practices  and/or  setup  his/her  own 
practice.  Anderson  Memorial  Hospital  is  a part 
of  Dickinson  County  Hospitals  and  has  a ser- 
vice area  population  of  over  45,000.  Contact: 
Dr  Paul  Hayes,  Anderson  Memorial  Hospital, 
Main  St,  Norway,  MI  49870;  906-563-9243  or 
office  906-563-9255.  5-6/90 


Beloit  Clinic,  SC,  an  expanding 
44-physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
general  (vascular)  surgeon,  a plastic 
surgeon,  and  a neurologist.  Guaranteed 
salary  with  incentive,  plus  excellent 
fringe  benefits.  Send  CV  to  James  F. 
Ruethling,  Administrator,  Beloit  Clinic, 
SC,  1905  Huebbe  Parkway,  Beloit,  WI 
53511;  ph  608-364-2200.  5-7/90 


Wisconsin  Medical  Journal  • May  1990 


243 


Physicians  Exchange 

continued 

General  internist  with  interest  in  pre- 
operative evaluations.  Marshfield  Clinic  multi- 
specialty group  practice  with  over  300  physi- 
cians is  seeking  a BE  / BC  general  internist  to 
staff  a Preoperative  Evaluation  Clinic.  There 
is  no  hospital  practice,  night  or  weekend  call. 
This  is  a half-time  position  and  the  applicant 
may  develop  the  other  half  of  practice  to  meet 
his/her  practice  interests  which  could  include 
staffing  a Walk-in  Clinic,  Employee  Health 
Clinic  or  development  of  a private  practice. 
Salary  negotiable  but  very  competitive  depend- 
ing on  the  type  of  practice  developed,  and  the 
fringe  benefit  package  is  outstanding.  Send 
references  and  CV  to  David  L.  Draves,  1000 
North  Oak  Ave,  Marshfield,  WI 54449  or  call 
collect  715-387-5376.  5/90 

Lake  Winnebago,  Wisconsin.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60-bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package  avail- 
able. Contact:  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800-253-1795  in  Michigan  1-800- 
632-3496.  p5/90 

General  internist  with  psychiatry  interest. 
Marshfield  Clinic  multi-specialty  group  prac- 
tice with  over  300  physicians  is  seeking  a 
medical  director  for  the  In-patient  Psychiatry 
Unit.  A BC/BE  internist  with  psychiatry 
experience  is  preferred.  The  medical  director- 
ship of  the  psychiatry  unit  is  half-time,  and  the 
applicant  may  develop  the  other  portion  of 
practice  to  meet  his  or  her  practice  interest. 
This  could  include  a private  practice  or  non- 
continuity of  care  practice  such  as  Walk-in 
Clinic,  Preop  Evaluation  or  Employee  Health 
Clinic.  Starting  salary  is  negotiable  but  very 
competitive,  and  the  fringe  benefit  package 
is  outstanding.  Send  CV  and  references  to 
David  L.  Draves,  1000  North  Oak  Ave,  Marsh- 
field, WI  54449  or  call  collect  715-387-5376. 

5/90 


Central  Wisconsin.  BC/BE  general 
internist  to  join  expanding  27-physician 
multi-specialty  group  with  five  inter- 
nists, two  nephrologists,  and  one  gas- 
troenterologist. Very  desirable  univer- 
sity city  with  many  outdoor  recreational 
and  cultural  amenities.  Attractive  in- 
come and  ownership  arrangements. 
Other  areas  of  expansion  may  provide 
opportunity  for  spouse  if  also  a physi- 
cian. Send  CV  to:  Administrator,  Rice 
Clinic,  SC,  2501  Main  St,  Stevens 
Point,  WI  54481  or  call  collect  715- 
344-4120.  5-6/90 
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Family  practice.  The  Sterling/Rock  Falls 
clinic,  a 31-physician  multi-specialty  group 
seeks  two  family  practitioners  for  satellite 
clinics.  Each  site  affords  the  opportunity  to 
be  busy  from  day  one  and  has  the  full  support 
of  each  community  and  physicians  at  the  main 
clinic.  Located  among  rolling  hills  of  a beautiful 
river  valley  and  rich  farmland,  there  is  easy 
access  to  the  Quad  Cities,  Rockford,  Peoria, 
and  Chicago  as  well  as  superior  quality  of  life. 
Excellent  first  year  guarantee  and  benefits. 
For  additional  information  call  Diane  Dieringer 
at  Caswell/ Winters  1-800-332-0488  or 
(414-359-1111  in  Wisconsin).  5/90 

General  internist.  Marshfield  Clinic,  a 
multi-specialty  group  practice  with  350  physi- 
cians, is  seeking  BE/BC  general  internists  to 
join  its  30-member  section  in  Marshfield  and 
three  expanding  regional  centers  in  north- 
western and  north  central  Wisconsin.  An  In- 
ternal Medicine  Residency  Program,  Univer- 
sity of  Wisconsin  Medical  School  affiliation 
and  Medical  Research  Foundation  contribute 
to  a very  stimulating  practice  environment. 
Positions  offer  strong  economic  stability  com- 
bined with  exceptional  recreational,  cultural, 
and  educational  opportunities.  Starting 
salaries  up  to  $92, 100  with  salary  in  two  years 
up  to  $116,400.  Fringe  benefit  package  is  out- 
standing. Send  CV  to:  David  L.  Draves,  Direc- 
tor Regional  Development,  1000  North  Oak 
Ave,  Marshfield,  WI  54449,  or  call  collect  at 
715-387-5376.  5/90 

Internist  BC/BE,  to  join  a progressive 
13-physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minn,  with 
community  hospital.  Contact  Robert  B.  John- 
son, MD,  River  Falls,  WI  54022;  ph  715-425- 
6701  or  612-436-8809.  3tfn/90 


Internist.  In  group  practice  with  a 
large  Wisconsin  clinic  for  15  years 
wishes  to  start  a solo  practice  or  join 
a group  of  less  than  five  internists.  Will- 
ing to  relocate  to  any  area  in  Wiscon- 
sin. Please  send  information  to  Dept 
628  in  care  of  the  Journal.  p5/90 


Lancaster,  Wisconsin 

Design  your  practice  and  life- 
style! Challenging  group  medical  prac- 
tice seeking  three  primary  care  physi- 
cians, no  commuting,  leisure  activities 
in  area,  one-two  year  contract,  debt 
retirement  assistance  negotiable.  Con- 
tact: Jean  Fuller,  Clinic  Manager, 
608-723-2131  collect,  235  N Madison, 
Lancaster,  WI  53813.  p5-7/90 


BC  / BE  surgeon.  General /vascular  experi- 
ence required.  Endoscopy  and/or  thoracic 
desirable.  Multi-specialty  clinic.  Position 
available  1991.  Attractive  northeast  Wiscon- 
sin. Abundant  outdoor  activities  in  family- 
oriented  community.  Send  CV  to  David 
Manke,  MD,  West  Side  Clinic,  SC,  PO  Box 
19070,  Green  Bay,  WI  54307.  5-8/90 

Time  for  living!  Time  for  family,  children, 
traveling,  hobbies,  sports,  hiking,  music, 
boating,  art,  skiing,  community  activity. 
Madison  Ambulatory  Care  Center:  outpatient 
family  practice,  occupational  health.  Approx- 
imately 25  hours  per  week,  very  flexible 
scheduling.  Salary  $30,000  plus  paid  health, 
life,  malpractice,  401K  (total  package  worth 
in  excess  of  $40,000).  Contact  David  Goodman, 
MD,  MedicEast,  2810  East  Washington  Ave, 
Madison  53704;  608-244-1213.  p5;6tfn/90 

West  Bend , Wisconsin . Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee.  Ex- 
cellent compensation,  malpractice  insurance 
provided  and  benefit  package  available  to  full- 
time staff.  Contact:  Emergency  Consultants, 
Inc,  2240  S Airport  Rd,  Room  36,  Traverse 
City,  MI  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496.  p5/90 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact: 
J.  Linstroth,  MD,  414-835-7761.  8tfn/89 


Madison,  Wisconsin.  Family  prac- 
tice physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit  sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.  C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish  Hatch- 
ery Road,  Madison,  WI  53715.  An 
Equal  Opportunity/ Affirmative  Action 
Employer.  ltfn/90 


1 1 ’s  75  degrees  and  the  skies  are  blue 
in  McAllen /Mission,  Texas,  home  of 
the  ruby  red  grapefruit,  an  hour  from 
tropical  Padre  Island  beaches.  Quality, 
well-run  outpatient  family  practice  with 
new  freestanding  office  building  and 
excellent  equipment.  Most  patients 
retired  from  north,  patient  base  estab- 
lished. Golf,  hunting,  fishing  galore. 
Neat  package  offer  available.  Suitable 
for  one  or  two  docs,  FP  or  internal 
medicine.  Full  specialty  coverage,  large 
medical  community.  Walk  right  in  and 
take  over!  Please  call  512-631-3033 
pms.  4-6/90 
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Physicians  Exchange 

continued 

Orthopedic  surgeon.  A progressive  126- 
bed,  two-hospital  system  is  seeking  an  ortho- 
pedic surgeon  to  join  an  established  practice 
in  the  Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  Must  be  BE  / BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population 
of  over  45,000.  Dr  Roberts  will  guarantee 
$250,000  plus  malpractice  insurance,  office 
space,  CME,  vacation  and  relocation  expenses. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

4-5/90 

Dermatology.  The  Racine  Medical  Clinic, 
a 37-physician  multi-specialty  group  conve- 
niently located  between  Chicago  and  Mil- 
waukee. Well  equipped  clinic  offering  salary 
guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  curriculum  vitae  to:  R.  D.  Lacock, 
Administrator,  Racine  Medical  Clinic,  3807 
Spring  St,  PO  Box  085001,  Racine,  WI  53408- 
5001.  lltfn/89 

We  are  seeking  a Board-eligible  OB/ 

GYN  and  an  internist  with  or  without  sub- 
specialty interests  to  join  a well  established 
nine-man  expanding  multispecialty  group. 
Location  is  in  a southeastern  Wisconsin  city 
of  36,000  and  a drawing  area  of  85,000. 
240-bed  well  equipped  hospital.  Guaranteed 
salary  for  the  first  year.  Full  status  in  service 
corporation  with  shared  overhead  and  an 
incentive  oriented  formula  after  the  first  year. 
Please  contact  David  Lawrence,  MD,  92  E. 
Division  St,  Fond  du  Lac,  WI  54935;  ph 
414-921-0560  collect.  ltfn/90 

Fox  River  Valley , W isconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  diesease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart.  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.  Trepanier,  MD,  481 E Division  St,  Fond 
du  Lac,  WI  54935;  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Family  practitioner  BC  / BE,  to  join  a pro- 
gressive 13  physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minn,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI 
54022;  ph  715-425-6701  or  612-436-8809. 

3tfn/90 


A unique  opportunity.  The  Ashland  Eye 
Clinic,  SC  (founded  1965)  a well-established 
practice  located  in  beautiful  Ashland,  Wiscon- 
sin, on  Lake  Superior,  needs  one  BC/BE 
ophthalmologist  now  and  another  within  the 
next  two  to  three  years.  Competitive  salary 
plus  incentive  first  year,  then  negotiable  buy- 
in  as  present  two  partners  wish  to  retire  within 
five  years.  Attractive  and  modem,  very  well- 
equipped  building  with  new  physician-owned 
optical,  well  trained  staff  and  low  overhead. 
Four  year  college  and  vocational  college  in 
Ashland  with  graduate  programs  within  com- 
muting distance.  Modem,  100-bed  hospital 
with  37  physicians  on  staff.  Great  fishing,  sail- 
ing, skiing,  ski-flying,  and  hunting.  Please  call 
Dr  Ken  Morrow  collect  evenings,  715/682- 
8146;  or  write  to  him,  enclosing  CV  at  PO  Box 
233,  Ashland,  WI  54806.  3-8/90 

Twenty-nine  physician  multispecialty 
clinic  located  in  desirable  East  Central  Wis- 
consin location  is  seeking  Board-certified  or 
Board-qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospital. 
Liberal  guarantee  and  benefits.  If  interested 
contact  D.F.  Sweet,  MD,  Fond  du  Lac  Clinic, 
SC,  80  Sheboygan  St,  Fond  du  Lac,  WI  54935. 

9tfn/87 

Family  practice.  37-physician  multispe- 
cialty group  conveniently  located  between 
Chicago  and  Milwaukee.  Well-equipped  clinic 
offering  salary  guarantee  with  incentive 
bonus;  excellent  fringe  benefits  and  early 
ownership.  Please  send  current  curriculum 
vitae  to  Roger  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  53408-5001.  4tfn/88 

Rheumatologist.  115-physician  multi- 
specialty clinic  in  the  Fox  River  Valley  of  north- 
eastern Wisconsin  desires  a BC/BE  rheuma- 
tologist to  join  a department  of  three  BC 
rheumatologists.  Two-year  guarantee  plus 
comprehensive  benefit  package  offered.  This 
area,  which  encompasses  Appleton,  Neenah, 
and  Oshkosh  with  a combined  population  of 
+ 300,000,  offers  a superb  recreational, 
cultural,  and  family  environment  in  which  to 
practice.  For  information  please  call  or  write: 
Roger  Rathert,  MD,  La  Salle  Clinic,  411  Lin- 
coln St,  Neenah,  WI  54956;  ph  414-727-2702. 

4-5/90 

Small  hospital,  45  minutes  west  of  Min- 
neapolis, has  noted  geriatric  program.  First- 
year  minimum  salary  of  $50,000  plus  37% 
adjusted  revenues,  4 weeks  vacation,  2 weeks 
CME,  401(K)  pension  plan,  malpractice.  Lake- 
side community.  Call  Wanda  Parker  at  800- 
221-4762  or  collect  212-599-6200.  4-8/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 

progressive  126-bed,  two-hospital  system  is 
seeking  the  above  specialists  to  establish  prac- 
tices in  the  Iron  Mountain  area  of  Michigan’s 


upper  peninsula.  MustbeBE/BC.  Located  100 
miles  north  of  Green  Bay,  Wisconsin,  Dickin- 
son County  Hospitals  has  a medical  staff  of 
45  full-time  physicians  and  a total  service  area 
population  of  over  45,000.  Diagnostic  capa- 
bilities include  a CT  scanner,  C02  laser,  and 
a fully  staffed  special  diagnostic  department. 
Contact:  John  Schon,  Administrator,  Dickin- 
son County  Hospitals,  400  Woodward  Ave, 
Iron  Mountain,  MI  49801;  ph  906-779-4500. 

4-5/90 

Family  practitioner  to  associate  with  a 
highly  successful  two  physician  (one  physician 
near  retirement)  rural  family  health  center  with 
an  excellent  support  staff  and  unlimited  poten- 
tial. Complete  fee-for-service  practice  with 
excellent  hospitals  and  specialty  support  only 
minutes  away.  Guaranteed  salary,  incentives 
and  benefits  tailored  to  fit  your  needs.  Located 
15  minutes  from  a major  metropolitan  area  and 
30  minutes  from  the  joys  of  Door  County.  Inter- 
ested physicians  please  contact:  J.  C.  Majeski, 
Clinic  Mgr,  Luxemburg  Medical  Clinics,  PO 
Box  C,  Luxemburg,  WI  54217;  ph  414-845- 
2351.  p4-6/90 

Family  practice  physicians  to  join  estab- 
lished clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Struthers 
or  Mr  Erik  Malchow  at  the  Parkers  Prairie 
District  Hospital,  Parkers  Prairie,  MN  56361; 
ph  218-338-4011.  p3/90;4tfn/90 

Pediatrics  or  family  practice.  Physician 
Assistant  student  to  graduate  Fall  of  ’90  seek- 
ing summer  internship  and/or  Fall  employ- 
ment. Prefer  northeast  Wisconsin  area. 
Resume  available  upon  request.  Phone:  Donna 
M.  Anderson  at  316-685-6702.  Address:  6000 
E Mainsgate,  Apt  210,  Wichita,  KS  67220. 

3-5/90 

Relocated  physician  has  locally  stored 
medical  equipment,  office  furniture,  and  mis- 
cellaneous supplies  for  sale,  ie,  single  lead 
ECG,  lithotomy  chair,  sterilizer,  centrifuge, 
etc.  Please  call  221-6410  or  800-728-9898  for 
details.  p5/90 

Real  Estate 


Medical  suite  available  in  health  profes- 
sional building,  south  side  of  Milwaukee,  junc- 
tion of  Howell  and  Howard  Avenues.  Busy 
area.  New  construction  1100  square  feet;  ph 
414-545-8888.  4-5/90 

Medical  suite  for  lease,  Fond  du  Lac,  WI 
54935.  Available  immediately.  800  square  feet 
(extra  storage  space  included).  Located  one 
block  east  of  St.  Agnes  Hospital.  Contact: 
Cindy  at  414-921-6800  weekdays.  p4-5/90 
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Medical  Meetings — Continuing 
Medical  Education 

May  21-23,  1990:  Intravenous  Immuno- 
globulin: Prevention  and  Treatment  of  Dis- 
ease, an  NIH  Consensus  Development  Con- 
ference. Masur  Auditorium,  Bethesda,  Md. 
Info:  Dina  Rice,  1801  Rockville  Pike,  Suite 
500,  Rockville,  Md  20852.  g5/90 

June  1,  1990:  Lyme  Disease  Conference, 
at  Sentry  Theatre  in  Stevens  Point,  Wiscon- 
sin. Information:  Marshfield  Clinic’s  Office  of 
Medical  Education,  1000  North  Oak  Ave, 
Marshfield,  Wisconsin  54449;  ph  715-387- 
5207.  5/90 

July  26-28,  1990:  Wisconsin  Society  of 
Obstetrics  & Gynecology  Annual  Meeting, 
Embassy  Suites  Hotel,  Brookfield,  gl-6/90 

August  18-24,  1990:  The  Ninth  Annual 
Scientific  Meeting  and  Exhibition  of  the  So- 
ciety of  Magnetic  Resonance  in  Medicine,  New 
York  City.  For  more  information,  contact 
SMRM,  1918  University  Ave,  Suite  3C, 
Berkeley,  CA  94704;  ph  415-841-1899;  fax 
415-841-2340.  p6/90 

September  13-15,  1990:  Wisconsin 
Society  of  Internal  Medicine,  Concourse 
Hotel,  Madison.  gl-8/90 


THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are  par- 
ticularly invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Educa- 
tion courses  at  the  following  rates:  55C 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must 
be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the  dis- 
cretion of  the  editors. 

COPY  DEADLINE  for  listings  is  1st 
of  the  month  preceding  the  month  of 
publication;  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address  com- 
munications to:  Wisconsin  Medical 
Journal,  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781;  or  toll- 
free  in  Wisconsin:  1-800-362-9080. 
OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue 
of  each  month  of  the  Journal  of  the 
American  Medical  Association. 
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September  14—16,  1990:  Wisconsin 
Society  of  Anesthesiologists,  Embassy  Suites, 
Green  Bay.  gl-8/90 

October  22—26,  1990:  The  56th  Annual 
Scientific  Assembly  of  the  American  College 
of  Chest  Physicians,  at  the  Sheraton  Centre 
Hotel  and  the  Metro  Toronto  Convention  Cen- 
tre, Toronto,  Ontario,  Canada.  Info:  American 
College  of  Chest  Physicians,  911  Busse  Hwy, 
Park  Ridge,  IL  60068;  ph  312-698-2200. 

g5-9/90 

AMA 

June  24-28,  1990:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-27,  1991:  Annual  AMA  House 
of  Delegates,  Chicago. 

December8-ll,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee 
at  the  Milwaukee  Exposition  and  Con- 
vention Center  and  Arena  (MECCA) 
and  the  new  Hyatt  Regency  as  the 
headquarters  hotel,  unless  otherwise 
indicated. 

1991—  April  18-20:  Milwaukee 
Wyndham  Hotel 

1992—  April  23-25:  Milwaukee 

1993—  April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994—  April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and 
Friday;  the  first  session  of  the  House 
of  Delegates  will  convene  on  Thursday, 
the  second  and  third  on  Friday.  Scien- 
tific programming  will  be  on  Friday 
and  Saturday. 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local  Tele- 
phone: 257-6781;  toll-free  in  Wiscon- 
sin: 1-800-362-9080. 
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Notice 

The  University  of  Wisconsin 
Office  of  Rurual  Health  and 
New  Physicians  for  Wisconsin 
moved  their  offices  to  5721 
Odana  Road.  Madison,  WI 
53719,  effective  Feb.  1,  1990. 
The  new  telephone  number  is 
608-273-5964;  the  FAX  number 
is  608-274-8554. 
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Group  Major  Medical  Insurance  Plan 


Endorsed  for  members  of 
the  State  Medical  Society 
by  SMS  Services,  Inc. 


Underwritten  B\: 

WPS 


You  Pay 
Your  Chosen 
Annual  Deductible* 
on  covered  charges 


The  Plan 

then  pays  80%  of  next  $2,500 
of  covered  charges 


Next  the  Plan  then  pays 

100%  of  covered  charges  incurred  during  the  balance  of  the  calendar  year 
subject  to  the  $1 ,000,000  lifetime  maximum  benefit  per  person 


*The  deductible  is  per  person  per  calendar  year  with  a family  maximum  of  two  times  the  per  person  deductible. 


• Free  Choice  of  Physician 

• Guarantee  Issue  for  New  SMS  Members 
Provided  They  Enroll  When  First  Eligible 

• Deductible  Choices:  A.  Physicians  $500  or  $1,000; 

B.  Employees  $100,  $500  or  $1,000 

• Personal  Service 

• Competitive  Rates 

Call  us 

Administered  By: 

SMS  Services,  Inc. 


P.O.  Box  1109,  Madison,  WI  53701  • Phone  608/257-6781  or  Toll-Free  1-800-362-9080 


Most  area  hospitals 
treat  addicted  professionals. 


One  treats  them  like 
professionals. 


High  powered  professionals  can  be  demanding, 
independent,  driven.  The  same  characteristics  that 
make  them  great  leaders  and  problem  solvers  can 
also  make  them  resistant  to  effective  treatment 
for  chemical  dependency. 

The  McBride  Center’s  sole  mission  is  to  help 
professionals  (physicians,  lawyers,  executives,  etc.) 
deal  with  alcohol,  cocaine,  prescription  and  other 
drug  addictions.  Our  highly  skilled  staff  is 
experienced  in  dealing  with  the  special  problems 
faced  by  the  professional  seeking  treatment. 


Individual  and  family  counseling  is  supplementec 
with  peer  group  involvement  that  helps  professionals 
overcome  denial  and  accept  help.  Successful  reentry 
into  professional  life  is  an  integral  part  of  the 
McBride  program. 

If  you,  a family  member,  colleague  or  friend  needs 
help,  call  us.  The  McBride  Center  provides  confi- 
dential outpatient  and  inpatient  treatment.  We  are 
experienced  professionals  helping  professionals. 

For  more  information,  call  (414)  258-2600 , ext.  388 
(Milwaukee)  or  (608)  255-1116  (Madison). 


Experience  makes  all  the  difference. 


MCBRIDE  CENTER 


MILWAUKEE  PSYCHIATRIC  HOSPITAL 

Division  of  Addiction  Medicine 
1220  Dewey  Avenue  • Wauwatosa,  WI  53213 
1050  Regent  Street  • Madison,  WI  53715 
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Alien  HMOs  are  trying  to 
carve  themselves  a big- 
ger slice  of  the  healthcare 
pie.  They’re  landing  satel- 
lite offices  in  communities  that, 
until  recently,  they  ignored.  What 
attracts  them  now?  Your  patients. 
HMO  OF  WISCONSIN  was  con- 
ceived as  an  organization  concerned 
about  community  healthcare.  We 
are  dedicated  to  preserving  exist- 
ing healthcare  resources  across 
Wisconsin.  We’ve  helped  build  a 
strong  network  of  providers,  clinics 
and  hospitals  to  keep  "quality 
healthcare  close  to  home.” 

It  doesn’t  take  much  to  see  the 
difference  between  us  and  the 
alien  HMOs. 

12298-0489 


We  promote  cooperation  and  local 
autonomy.  They  depend  on  a 
remote,  centralized  structure.  We 
have  a base  of  more  than  2,000 
specialists  for  our  primary  care 
physicians  to  choose  from.  They 
funnel  their  physicians’  referrals  to 
their  own  specialists.  We  help 
keep  healthcare  dollars  circulating 
in  the  community.  They  ship  it 
back  to  the  main  office. 

Which  choice  is  better  for  you,  your 
patients  and  your  practice?  When 
you  join  HMO  OF  WISCONSIN, 
you  are  represented  on  its  board 
through  your  membership  in  the 
Rural  Physicians'  Association.  And 
you  have  stock  ownership  oppor- 
tunities. So  you  are  working  for 
yourself,  and  for  your  future. 


Why  cut  a smaller  piece  of  the 
pie?  For  more  information  about 
the  advantages  of  HMO  OF 
WISCONSIN,  call  us  toll-free  at 
1-800-362-3308. 


HMO 

ofWisconsin 

576  Third  St  • Prairie  du  Sac.  Wl  53578  • (608)  643-2491 
Toll-free  in  Wl  1-800-362-3308 
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Opinions 


Secretary's  report 

What  do  patients  think  of  physicians? 


The  results  of  the  1990  AMA 
surveys  of  physician  and  public 
opinion  on  health  care  issues  are  out 
and  the  picture  they  paint,  while  not 
bleak,  is  not  encouraging.  For 
instance,  while  85%  of  the  respondents 
in  the  public  opinion  survey  rated 
their  overall  reaction  to  their  latest 
visit  to  the  doctor’s  office  as  “very  or 
somewhat  satisfied,”  that  85%  is  the 
lowest  number  recorded  for  this 
question  in  the  22-year  history  of  the 
survey.  In  1982,  the  figure  was  93%, 
and  in  1987  it  was  91%,  so  the  trend  is 
toward  less  satisfied  patients. 

The  survey  results  brought  to  mind 
what  SMS  President  Roger  L.  von 
Heimburg,  MD,  said  in  his  annual 
meeting  address  in  April:  “Our 
patients  are  angry  with  us.  They  do 
not  think  we  care  enough  about  them, 
they  do  not  think  we  know  them  well 


enough,  and  they  do  not  think  we  see 
them  as  individual  human  beings.” 
More  than  half  the  respondents  said 
that  doctors  do  not  care  about  people 
as  much  as  they  used  to,  and  only  60% 
feel  that  doctors  are  genuinely 
interested  in  their  patients.  As 
recently  as  1985,  three  out  of  four  felt 
that  doctors  were  genuinely 
interested  in  their  patients. 

The  survey  results  demonstrate 
the  wisdom  of  Dr  von  Heimburg  and 
other  SMS  physician  leaders  when 
they  made  restoring  the  trust, 
compassion  and  sanctity  of  the  healing 
bond  between  physician  and  patient 
a priority.  The  SMS  is,  from  all 
indications,  on  the  right  course  for 
this  point  in  the  history  of  medicine. 
For  those  of  you  who  were  unable  to 
attend  the  annual  meeting  and  missed 
Dr  von  Heimburg’s  remarks,  I urge 


Thomas  L Adams 


you  to  read  them  in  the  July  issue  of 
the  WMJ. 

Dr  von  Heimburg  also  said  that 
patients  “...are  angry  about  the  cost 
of  medical  care,  and  the  media  fuel 
their  anger  with  wild  stories  about  so- 
called  Medicare  over-charges  and 
spurious  data  about  physician 
incomes.”  The  survey  results  from 
the  AMA  bear  him  out  on  this  point, 
too.  The  least  satisfying  part  of  that 
visit  to  the  doctor,  according  to  the 
survey,  was  the  fee  the  doctor 
charged.  Fully  73%  of  the  respondents 
said  that,  all  things  considered,  the 
quality  of  health  care  in  the  United 
States  did  not  justify  the  high  cost  of 
health  care;  and  77%  said  the  problem 
Continued  on  next  page 
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Continued  from  preceding  page 
was  that  the  cost  was  too  high,  not 
that  the  quality  was  too  low.  In  fact, 
only  24%  agreed  with  the  statement, 
“Doctors’  fees  are  usually  reasonable”- 
-the  lowest  percentage  in  a decade. 

Other  results  from  the  survey  also 
point  to  a diminished  public  image  of 
physicians.  The  percentages  of 
respondents  who  said  they  were  “very 
or  somewhat  satisfied”  with  the  way 
the  doctor  treated  them,  the  medical 
care  they  received,  the  amount  of 
time  they  had  to  wait  to  get  an 
appointment  and  the  amount  of  time 
they  had  to  wait  before  seeing  the 
doctor  were  all  at  their  lowest  points 


in  more  than  two  decades. 

On  a more  positive  note,  an 
overwhelming  nine  out  of  ten 
respondents  said  they  were  well 
satisfied  with  the  way  the  physician 
treated  them  the  last  time  they  visited 
the  doctor’s  office. 

This  positive  response  should  not 
be  taken  too  lightly.  In  a Los  Angeles 
Times  poll,  43%  rated  physician’s 
ability  as  the  most  important  quality 
of  a good  doctor-but  an  equal  number 
said  that  it  was  more  important  that  a 
physician  show  concern.  The  results 
of  the  two  polls,  taken  together,  offer 
a bright  spot  in  a gloomy  forecast. 


Fortunately,  and  to  your  credit, 
Wisconsin’s  physicians  are  respond- 
ing to  this  problem  before  the  cause 
is  lost.  Even  though  satisfaction  with 
visiting  the  doctor  is  at  its  lowest 
point  in  a long  time,  those  who  are 
satisfied  are  still  in  the  majority.  There 
is  hope,  and  there  is  time,  if  we  act 
now.  Your  Society  has  already  gone 
to  work,  doing  what  it  can  to  redirect 
this  negative  trend,  but  you  have  the 
most  important  role  to  play.  Show 
your  patients  that  you  are  interested 
in  them.  Tell  them  that  you  are  there 
for  them.  Make  certain  that  they 
know  you  care.  □ 


Editorials 

The  toll  taken  by  all-terrain  vehicles  climbs 


WE  REPORTED  OUR  EARLY 
experience  with  all-terrain 
vehicle  (ATV)  related  injuries  in  a 
previous  issue  of  the  Wisconsin 
Medical  Journal  (vol  85  (8):  18-20, 
1986).  By  1986,  the  United  States 
Consumer  Product  Safety  Commis- 
sion had  unequivocally  demonstrated 
the  inherent  instability  and  dangerous 
properties  of  three-wheeled  ATVs. 
These  findings  pressured  the  ATV 
manufacturers  to  “voluntarily”  cease 
production  of  three-wheelers  in  1987. 
Existing  three-wheelers,  however, 
were  allowed  to  remain  in  operation 
without  recall  and  four-wheeled  model 
sales  have  grown.  The  continued  use 
of  ATVs  in  our  area  has  resulted  in  a 
steady  number  of  injuries.  We  recently 
updated  our  experience. 

Since  July  1983,  59  patients  have 
been  admitted  to  Lutheran  Hospital- 
La  Crosse  as  a result  of  injuries 
sustained  on  ATVs.  Outpatient  and 


Emergency  Department  visits  were 
not  included  in  this  study  but  were 
estimated  to  comprise  more  than  250 
outpatient  encounters.  The  59 


admissions  accounted  for  612 
inpatient  hospital  days.  There  were 
49  (83%)  males  and  10  (17%)  females. 

Continued  on  page  254 
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If  you  re  in  default  on  a guaranteed  student  loan  ...  you 
may  be  eligible  for  a special  program  that  lets  you  pay  it  back 
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We  look  at 
medical 
consultation 
from  a 
refreshing 
perspective. 

Yours. 


"Practicing  here  in  rural  America,  it's  nice  to  be  just 
a phone  call  away  from  high  technology  and  the 
latest  developments  in  ophthalmology."  Gary  A. 
Haug,  M.D.,  Eye  Care  of  Lakeland,  S.C.,  Woodruff,  WI 

"MedCOM's  reaction  time  is  superb-about  two 
minutes."  Syed  Reza,  M.D.,  Freeport  Memorial 
Hospital,  Freeport,  IL 

When  you  need  health  care  answers  or  consultation, 
call  MedCOM,  for  immediate  access  to  more  than  400 
UW  Medical  School  faculty  physicians.  MedCOM  puts 
you  in  immediate  contact  with  UW  Hospital  physi- 
cians for  information,  help  in  emergencies  and 
referrals. 

Your  connection  to  specialty  medicine  at 
UW  Hospital  and  Clinics  and  the  UW  Children's 
Hospital  is  MedCOM. 

In  Madison:  263-6796 
In  Wisconsin:  800-472-0111 
Outside  Wisconsin:  800-343-0111 
Consultation  and  Referral 
24  hours  per  day 


mCOM 


UW  Hospital  and  Clinics 
UW  Children's  Hospital-Madison 


Your  Friends  Have  Cherished  A Retreat  In 
Door  County  For  Years . . . 


N 


ow  It  Is  Your  Turn 


Whether  the  objective  is  the  prudent  use  of  funds  or  the  prudent 
use  of  time,  the  Sister  Bay  Resort  and  Yacht  Club  stands  alone 
in  offering  the  best  of  all  worlds. 

It  is  much  more  than  just  a condominium. 

It  has  dignity,  charm,  character,  and  warmth. 

Like  Chicago,  the  city  that  “works,  ” the  Sister  Bay  Resort 
and  Yacht  Club  works,  and  works  very  well. 

An  exciting  choice  of  one,  two  and  three  bedroom  homes  is 
offered  — priced  from  about  One  Hundred  Thousand  Dollars 
to  over  Three  Hundred  Thousand  Dollars.  Well  protected  boat 
slips  in  sizes  from  thirty-four feet  and  larger,  are  optional. 

Nightly  rental  (two-night  minimum)  of  superbly  appointed 
privately  owned  residences  are  available  year  around.  Boat 
slips  may  be  rented  in  season. 


For  information  or  to 
schedule  your  private  showing, 
please  call  Door  County  Properties,  Inc. 
South  Shore  of  Sister  Bay, 

P.O.  Box  496,  Sister  Bay,  WI  54234 

(414)  854-2993 

Private  ownership  and  rental 


Door  County’s  Spectacular  Waterfront  Condominium 


Continued  from  page  250 
Forty-two  (71%)  patients  were  under 
18  years  of  age  and  33  (56%)  were  less 
than  16  years  old.  Injuries  most 
frequently  involved  the  extremities 
(35),  head  (14),  face  (11),  and  chest 
(11).  Operative  procedures 
performed  included  21  open 
orthopedic  repairs;  six  craniotomies; 
four  laparotomies  to  repair  two  splenic 
ruptures,  one  jejunal  disruption,  and 
one  traumatic  abdominal  wall  hernia; 
and  one  vascular  repair  for  leg  salvage. 
Although  none  of  our  59  patients  died; 
two  patients  remain  paraplegic,  two 
have  severe  neurologic  impairment, 
and  six  are  left  with  significant 
orthopedic  disability. 

Since  1982, 47  individuals  have  died 
in  Wisconsin  as  the  result  of  ATV- 
related  injuries.  The  majority  of  deaths 


were  caused  by  severe  head  injuries. 
Since  1982,  more  than  1,200  people 
have  died  from  ATV  crashes 
nationwide.  It  is  incredible  that  our 
state  and  nation  have  allowed  this 
death  toll  rise  to  continue.  It  took  less 
than  30  deaths  in  Ford  Pintos  to 
prompt  a complete  halt  in  production. 
In  the  present  legal  climate  of  the 
United  States,  it  is  amazing  that  the 
ATV  manufacturers  are  not  in  court 
every  day,  but  we  shouldn’t  always 
have  to  rely  on  liability  cases  to  set 
policy  for  something  so  obviously 
dangerous  as  ATV  operation  and 
production. 

What  can  be  done?  At  the  very 
least,  children  less  than  16-years-old 
should  be  prevented  from  ATV 
operation.  After  all,  ATVs  are  motor 
vehicles  and  we  don’t  allow  children 


to  operate  other  motor  vehicles,  many 
of  which  are  safer  than  ATVs.  Children 
who  are  traveling  across  the 
countryside  at  45  miles  per  hour 
cannot  be  supervised  and  they  lack 
the  size,  judgement,  and  coordination 
to  drive  these  vehicles.  Helmet  use 
should  be  mandatory  for  all  ATV 
riders  to  reduce  the  risk  of  head 
trauma.  All  drivers  of  ATVs  should  be 
licensed  and  the  vehicles  properly 
registered.  Three-wheeled  models 
should  be  recalled  and  destroyed. 
Voluntary  regulation  has  categorically 
failed.  It  is  time  to  enact  forceful, 
effective  legislation  before  any  more 
unnecessary  deaths  or  injuries  occur. 
-Thomas  H.  Cogbill,  MD 
La  Crosse  □ 


Letters 

Correct  Medicare  billing  benefits  patients 


To  the  editor:  Costs  of  medicare  are 
soaring  beyond  the  rise  in  the  cost-of- 
living  index.  Attempts  to  hold  back 
this  rise  have  met  with  little  success, 
perhaps  because  those  seeking  the 
cause  have  not  looked  in  the  right 
places. 

The  history  of  large  businesses 
that  have  become  financially  troubled, 
whether  run  privately  or  by 
government,  shows  that  these 
troubles  are  usually  caused  by  internal 
economic  problems.  When 
thoroughly  investigated,  unwise  and 
even  wasteful  expenditures,  that  are 
easily  overlooked,  can  be 
demonstrated.  I believe  our  entire 
medical  billing  system  is  at  fault  and 
that  Medicare  is  an  integral  part  of 
that  system. 

Why  not  call  a spade  a spade?  What 
are  “comprehensive  services,” 
“routine  blood  collection,”  “special 
handling,”  “secondary  diagnosis,” 
“miscellaneous,”  and  a host  of  other 
confusing  terms?  Certainly  there  is 


no  clear  conception  of  what  is  being 
charged  for.  It  is  confusing  to  both 
insurance  company  employees  and 
Medicare  employees,  and  is  a constant 
enigma  to  the  patient. 

Moreover,  this  tangled  web  of 
doctor  and  hospital  billing  only  gets 
worse  as  the  patient  endeavors  to 
communicate  with  the  insurance 
company  and  medicare  computers.  It 
is  only  when  one  becomes  a patient 
and  goes  through  this  gauntlet  of 
trying  to  communicate  with  a 
computer,  that  one  realizes  the  dept 
of  misery  that  present  day  billing 
causes. 

Computers  are  intended  to  lighten 
the  load.  Properly  used,  they  might 
do  so;  but  present  day  billing  is 
apparently  as  confusing  to  the 
computer  as  to  the  patient,  because 
the  billing  entered  into  the  computer 
is  ambiguous  to  begin  with.  What  is 
fed  into  the  computer  is  what  will 
come  out. 

Those  who  send  the  bills  from  a 


hospital,  clinic  or  doctor’s  office 
should  be  compelled  to  send  bills 
that  clearly,  fully,  and  consistently 
state  what  each  item  of  the  bill  is  for. 
If  the  operation  is  for  an 
appendectomy,  drainage  of  a gall 
bladder,  or  removal  of  an  ovarian  cyst, 
it  should  be  so  stated.  If  the  laboratory 
bill  is  for  a urine  exam,  or  a blood 
count,  it  should  clearly  say  so.  An 
electrocardiogram  billing  should  be 
labeled  electro-cardiogram.  A 
physical  examination  should  be 
marked  “physical  exam-ination.”  And 
each  item  should  always  be  dated. 

Put  an  end  to  ambiguity.  No  more 
“special  handling,”  “comprehensive 
services. ’’These  lead  to  confusion  for 
the  computers  and,  in  turn,  for  the 
insurance  companies,  Medicare  and 
the  patient.  Clear  and  concise  billing 
takes  more  time  but  will  reduce  the 
many  hours  of  agonizing  among 
employees  of  insurance  companies, 
Medicare,  and  the  patients.  In 
Continued  on  page  256 
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HERE’S  ONE 
DOCTOR 
WHO  WON’T 
PAY  HIS 
MALPRACTICE 
PREMIUMS 
THIS  YEAR 


The  Army  covers  that  for  him.  As  an 
Army  Physician,  there  are  a lot  of  worries 
associated  with  private  practice  that  he 
won’t  have  to  contend  with,  such  as  excessive 
paperwork,  and  the  overhead  costs  incurred 
in  running  a private  practice. 

What  he  will  get  is  a highly  challenging, 
highly  rewarding  experience.  The  Army 
offers  varied  assignments,  chances  to  specialize, 
to  further  your  education,  and  to  work  with 
a team  of  dedicated  health  care  professionals, 
plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your  local  Army  Medical 
Department  Counselor  for  more  information.  CPT  Dennis  Ratashak, 
708-54 1-3411  (Collect). 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


Continued  from  page  254 
addition,  it  will  minimize  the 
opportunities  for  dishonest  billing  and 
make  it  easier  to  apprehend  the 
offenders. 

The  real  purpose  of  Medicare  is  to 
aid  those  less  able  or  unable  to  pay 
their  medical  bills.  Reducing  the 
hours  of  repeated  telephone  calls  and 
letters  because  of  confusing  billing, 
will  save  hours  for  Medicare  workers, 
which  will  reduce  employee  costs  for 
Medicare.  Concise,  clear  billing  will 


A letter  of  thanks 

To  the  editor:  I am  writing  to  thank 
the  members  of  the  SMS  for  the 
recognition  and  cash  award  which  I 
received  at  your  annual  meeting  held 
in  Green  Bay  in  April. 

The  opportunity  to  receive  first 
authorship  on  a research  paper  as  a 


reduce  unwarranted  billing  for 
medical  services  never  given,  when 


THE  AMERICAN  HEART 
ASSOCIATION 
MEMORIAL  PROGRAM . 


American  Heart  Association  V 

This  space  provided  as  a public  service 


second  year  medical  student  has  been 
an  exciting  and  enjoyable  experience. 
I hope  that  the  future  medical  students 
will  take  advantage  of  this  unique 
opportunity. 

- Steven  Salisbury 
Madison 


the  patient  can  clearly  read  what 
services  they  are  being  charged  for. 
Such  savings  could  help  to  put 
Medicare  on  a sound  financial  footing 
and  might  even  make  it  possible  to 
increase  payments  for  those  who  need 
it  most. 

-William  B.AJ.  Bauer,  MD 
Ladysmith  o 


Editor’s  note:  Salisbury’s  paper  won 
the  1990  Wisconsin  Medical  Journal 
medical  student  writing  contest  and 
appears  in  this  issue  of  the  WMJ.  □ 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 

5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Soundings 

Returning  to  the  VA  Hospital 


Steve  Sievers,  MD,  Wauwatosa 

It  had  been  2.5  years  since  I had 
been  subjected  to  the  VA  Hospital. 
Having  been  out  in  private  practice,  I 
had  returned  for  a fellowship  in 
nephrology  and  I was  not  sure  just 
how  I would  adjust,  especially  to  the 
peculiarities  of  the  VA  system. 

I did  not  take  long  to  re-experience 
the  inefficiencies  inherent  to  the  VA. 
There  are  problems  obtaining  tests 
and  then  finding  the  results  of  these 
tests.  One  must  hand  carry  every 
specimen  to  the  lab.  Often  one  is  not 
able  to  locate  either  a patient  or  his 
chart.  It  seems  as  though  you  are 
always  behind  a patient  moving  1 mile 
per  hour  in  the  hallway.  One  must  do 
consults  without  the  complete  old 
record  (which  could  be  available  in 


several  days  if  really  needed) . And,  of 
course,  the  elevators  are  slower  than 
slow. 

It  is  a tribute  to  the  people  who 
work  here  that  anything  can  get  done. 
After  several  days,  I had  become  very 
discouraged  to  find  out  that  so  little 
had  changed  and  how  much  was  the 
same.  Even  a few  of  the  patients  were 
still  familiar  to  me  from  my  years  of 
residency  here.  After  seeking  out  a 
patient  I had  taken  care  of  for  3 years 
in  my  medical  clinic,  I went  up  to  him 
and  reintroduced  myself.  There  was 
a pause,  then  a faint  glimmer  of 
recognition  in  his  eyes,  and  then  he 
politely  said  hello.  Nothing  more.  I 
left  feeling  very  discouraged  that  I 
had  not  left  a more  lasting  impression 
on  this  man.  Certainly,  the  VA  had 
left  a lasting  impression  with  me. 


Several  days  later,  I was  seeing 
another  patient  in  the  same  room  as 
my  old  clinic  patient.  I said  hello,  not 
expecting  anything  more  than  a nod. 
To  my  surprise,  this  old  acquaintance 
of  mine  responded  by  asking,  “Hey 
Doc,  how  is  that  son  of  yours  anyway?” 
I must  have  looked  as  dumbfounded 
as  I felt  because  he  continued,  “You 
know,  the  one  born  in  April,  4 years 
ago.”  I recovered  from  my  surprise 
and  informed  my  old  friend  that  my 
son  was  fine.  We  talked  some  and  I 
left  amazed-first,  that  he  remembered 
and,  second,  that  for  the  first  time  I 
actually  felt  good  about  being  back  at 
theVA.  Most  things  at  the  VA  work, 
I thought,  just  a bit  slower.  Even 
memories.  □ 


Physicians  wanted 
for  leading  practice 

Prestigious  national  group  specializing  in  the 
treatment  of  venous  disorders  has  exceptional  oppor 
tunities  in  major  metropolitan  areas  throughout  the 
United  States.  We  are  in  need  of  physicians  trained  in 
internal  medicine,  surgery  or  who  have  a broad  based 
medical  background  to  establish  and  direct  a clinic  as 
well  as  practice  our  state-of-the-art  treatment  tech- 
niques. We  will  provide  complete  training  in  the  latest 
proprietary  techniques  of  treating  venous  disorders. 

We  offer  an  outstanding  compensation  package  in  the 
six  figure  area  along  with  malpractice  insurance  and 
health  benefits.  Additionally,  we  offer  a 40  hour  work 
week,  no  weekend  hours  and  freedom  from  beepers. 
You  also  won't  have  to  worry  about  soliciting  for 
patients  or  fighting  insurance  companies. 

This  is  an  outstanding  opportunity  for  professional 
and  financial  advancement . If  you  are  motivated  to  build 
a rewarding  practice  with  the  leader  in  the  treatment  of 
venous  disorders,  send  your  curriculum  vitae  to: 

Medical  Director 

Vein  Clinics  of  America 

2 Trans  Am  Plaza  Drive,  Suite  450 
Oakbrook  Tbrrace,  1L  60181 


YOU  CAN  HELP 
STOP  BEDWETTING 

For  a large  majority  of 
your  Enuretic  patients 

• Ethical  — prescription  only 

• Protesslonal  — you  supervise 
treatment 

e Approximately  90  percent  effective 
e Proven  reliable  and  dependable 
bell,  pad,  and  light  system 

• Low  cost  rental  service  — SU.00 
per  week  (avg.  6 week  treatment) 

• Convenient  mall  order  service 
to  the  48  states 

For  more  Information,  call  or  write: 

S.  A L.  SIGNAL  COMPANY 

Helping  Enuretic  Clients 
Since  1950 

3216  Burke  Ave.  Madison,  Wl  53714 

Phone:  608-241-8882 

Accepted  for  advertising  In  the  AMA  Journal 
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lways, 


here  for  you 
to  depend  on... 

M.  volvement  and  acci 


A lot  of  professional  liability  insurance  companies 
have  come  and  gone  over  the  years,  so  you  need 
a company  that  you  can  depend  on.  One  that  has 
a long-term  commitment  to 
you.  One  that  cares  about 
your  reputation  and  knows 
how  to  defend  it.  One  that 
encourages  physician  in- 
accepts  responsibility  for  the 
future.  Physicians  Insurance  Company  of  Wiscon- 
sin is  your  only  choice. 


• Reliable  coverage 

• Group  practice  policy 

• Vigorous  claims  defense 

• Loss-free  credit  program 

• Risk  management  services 

• Sponsored  by  the  State  Medical  Society 

For  more  information,  please  contact 
our  office  or  one  of  our  agents. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


328  East  Lakeside  Street 
Madison,  Wisconsin  53715 
608-256-6677  (local) 
1-800-362-2433  (toll-free) 


WMJ  announces 
physician  photo  contest 


Awards:  Publication  on  the  cover  of  the  Wisconsin  Medical  Journal  and  a commemorative  plaque,  presented 
at  the  SMS  annual  meeting. 

Eligibility:  The  competition  is  open  to  members  of  the  State  Medical  Society  of  Wisconsin  and  its  Auxiliary  only. 

Guidelines:  A total  of  three  entries  in  any  combination  of  the  following  categories  may  be  submitted. 

• A doctor’s  life 

• The  science  of  medicine 

• The  art  of  healing 

• Wisconsin  wildlife 

• Wisconsin  places 

• Wisconsin  people 

Entry  in  the  contest  constitutes  agreement  to  allow  the  entered  photographs  to  be  published  in  or  on  the  cover 
of  the  Wisconsin  Medical  Journal.  Vertical  photos  are  preferred,  but  horizontal  photos  are  accepted.  Entrants 
retain  all  other  rights  to  their  photographs. 

Entries  must  be  original  prints  or  slides  in  color  or  black  and  white.  Prints  may  be  mounted,  but  not  framed, 
and  mount  size  should  not  exceed  11x14.  Negatives  must  be  available  for  all  prints. 

The  back  of  each  photograph  must  bear  the  photographer’s  name,  address  and  phone  number,  and  the  title— if 
any— of  the  photo.  Enclose,  preferably  on  a separate  sheet,  a brief  description  of  where,  when  and  how  the  photo 
was  taken.  If  possible,  note  the  make  and  model  of  camera  and  lens  used  for  each  photo,  film  used,  exposure 
settings,  and  any  special  equipment.  Previously  published  material  may  be  entered;  however,  please  include  the 
information  on  when  and  where  the  photo  has  appeared. 

The  WMJ  cannot  be  responsible  for  entries— so  do  not  send  your  only  copy. 

Deadline:  All  entries  must  be  postmarked  no  later  than  February  15,  1991.  Send  entries  to:  Photo  Contest, 
Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI  53701. 


Scientific 


AIDS  and  HIV  in  Wisconsin:  Projections  for  the 
decade 


Neil  J.  Hoxie,  MS,  James  M.  Vergeront,  MD,  Jeffrey  P.  Davis,  MD,  Madison 

Based  on  a projection  model  developed  by  the  Wisconsin  AIDS/HIV  Pro- 
gram, at  the  beginning  of  1990  there  were  between  7,143  and  11,957  HIV- 
infected  persons  in  Wisconsin.  During  the  1990s  the  cumulative  number  of 
HIV-infected  persons  in  the  state  may  more  than  double  to  between  16,471 
and  25,932.  We  project  that  between  6,329  and  9,489  new  cases  of  acquired 
immunodeficiency  syndrome  (AIDS),  and  between  3,577  and  5,365  AIDS 
deaths  will  occur  in  Wisconsin  in  next  ten  years.  This  is  a greater  than  13- 
fold  increase  in  AIDS  cases  over  the  1980s.  By  the  end  of  the  1990s,  the 
number  of  persons  living  with  AIDS  is  projected  to  be  ten-fold  greater  than 
the  currently  estimated  number.  To  make  plans  for  the  future,  policy 
makers  need  to  be  aware  of  this  expected  large  increase  in  HIV-related 
morbidity  and  mortality.  Wis  Med  J 1990;89(6):261-266. 


THE  RAPID  EVOLUTION  of  the 
epidemic  of  HIV-related  disease 
in  the  United  States  and  Wisconsin 
has  had  an  effect  on  virtually  every 
aspect  of  society.  The  prospect  of  in- 
creasing morbidity  and  mortality  due 
to  this  disease  has  generated  much 
discussion  of  strategies  to  cope  with 
the  myriad  issues  emerging  from  this 
epidemic.  To  make  adequate  plans 


Mr.  Hoxie,  Dr  Vergeront  and  Dr  Davis 
are  with  the  Wisconsin  Division  of  Health. 
A report  on  the  projected  occurrence  of 
AIDS  and  HIV  infection  in  Wisconsin, 
1990-2000,  with  detailed  methods  and 
tables,  is  available  on  request  from  the 
Wisconsin  AIDS/HIV  Program,  1 W 
Wilson  Street,  PO  Box  309,  Madison,  WI 
53701-0309,  (608)  267-5287.  Request 
reprints  of  this  article  from  James  Verger- 
ont, MD,  Program  Supervisor,  at  the  same 
address.  Publication  support  has  been 
generously  provided  by  the  authors. 
Copyright  1990  by  the  State  Medical 
Society  of  Wisconsin. 


for  the  future,  policy  makers  must 
have  estimates  of  the  current  scope 
of  the  epidemic  and  the  trends  which 
are  likely  to  occur  over  time.  Unfortu- 
nately, while  studies  are  underway  to 
measure  the  epidemic,  the  actual 
numbers  of  HIV-infected  persons  in 
the  United  States  and  Wisconsin  are 
likely  to  remain  speculative  and  con- 
troversial for  some  time  to  come. 
Despite  this,  working  estimates  of 
HIV  infection  are  currently  needed. 
We  present  in  this  report  an  estimate 
of  the  current  extent  of  HIV-related 
disease  and  projections  of  the  future 
course  of  the  epidemic  in  Wisconsin. 

Methods 

The  method  used  to  make  projec- 
tions of  HIV  disease  in  Wisconsin 
consists  of  four  steps.  These  steps 
are  estimations  of:  1)  the  number  of 
HIV-infected  persons  in  a given 
baseline  period;  2)  the  number  of 
new  HIV  infections  in  years  subse- 
quent to  the  baseline  year;  3)  the 


number  of  persons  with  HIV  infec- 
tion that  progress  to  AIDS  each  year; 
and  4)  the  number  of  deaths  among 
those  who  develop  AIDS.  Calcula- 
tions involved  in  these  steps  were 
accomplished  using  Lotus  1-2-3  (Lo- 
tus Development  Corporation,  Cam- 
bridge, MA)  software. 

Baseline  model.  The  baseline  period 
for  the  projections  is  1988.  In  this 
year,  the  number  of  HIV-infected 
persons  in  Wisconsin  was  estimated 
using  a method  developed  by  the 
Public  Health  Service  as  shown  in 
Table  l.1  This  method  divides  the 
population  into  seven  transmission 
categories;  for  each  category,  the 
population  size  and  a range  of  HIV 
seroprevalence  estimates  were  ob- 
tained from  the  best  available  data. 
The  number  of  HIV-infected  persons 
in  each  category  is  the  product  of  the 
population  size  and  the  HIV  seropre- 
valence estimates.  The  total  estimate 
of  the  number  of  HIV-infected  per- 
sons in  the  state  is  the  sum  of  the 
number  of  infected  persons  in  each 
category  plus  a 5%  adjustment  to  re- 
flect cases  that  fall  into  other  trans- 
mission categories. 

New  HIV  infections.  New  infections 
are  projected  using  category-specific 
incidence  rates  (Table  2).  Directly 
observed  HIV  incidence  rates  for 
Wisconsin  are  not  available.  The 
incidence  rates  used  are  average  rates 
since  1982  (assuming  that  significant 
transmission  of  HIV  in  Wisconsin 
began  that  year)  determined  by  back- 
calculation  from  the  baseline  model. 
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Table  1.  - Estimation  of  the  number  of  HIV  infections  in  Wisconsin  at  the  end  of  1988. 


Population 

% HIV  infected 

Number  infected 

Category 

Size 

Low 

High 

Low 

High 

Homosexual  males 

48.0003 

6.0 

10.0b 

2,880 

4,800 

Bisexual  males 

96.0003 

1.5 

2.5C 

1,440 

2,400 

Regular  IVDU 

17,000d 

2.0 

4.0e 

340 

680 

Occasional  IVDU 

4,000d 

1.0 

2.0* 

40 

80 

Hemophilia  A 

320* 

70.0 

70.0h 

224 

224 

Hemophilia  B 

100“ 

35.0 

35.0h 

35 

35 

Heterosexuals 

2,235,000 

.020 

.048' 

447 

1,070 

(15-59  years  of  age) 

Subtotal 

5,406 

9,289 

Others' 

(an  additional  5%  of  subtotal) 

lk 

270 

464 

Total 

5,676 

9,753 

a.  The  Public  Health  Service  (PHS)  model  estimates  that  4%  of  the  male  population  aged  15-59  are  exclusively  homosexual,  an 
additional  8%  are  bisexual.  These  estimates  are  based  on  data  from  Kinsey  et  al.  ( Sexual  Behavior  in  the  Human  Male. 
Philadelphia,  Saunders  Publishing  Co,  1948)  and  1988  Wisconsin  population  estimates. 

b.  Based  on  the  seroprevalence  of  homosexual  males  tested  at  Wisconsin  counseling  and  testing  sites  between  June  1, 1985  and 
June  30,  1989  which  was  8.8%. 

c.  The  PHS  model  estimates  the  HIV  seroprevalence  of  bisexual  males  to  be  one  fourth  that  of  homosexual  males. 

d.  Intravenous  drug  user  (TVDU)  estimates  supplied  by  the  Office  of  Alcohol  and  Other  Drug  Abuse,  Wisconsin  Department  of 
Health  and  Social  Services. 

e.  Based  on  HIV  seroprevalence  data:  1986-87  Milwaukee  Methadone  Treatment  Study  (2.4%  HIV  seroprevalence);  1988 
Wisconsin  Male  Prison  Inmate  Study  (2.3%  of  IVDU  were  HIV  seropositive);  1988-89  Milwaukee  STD  Clinic  Study  (2.2%  of 
IVDU  were  HIV  seropositive). 

f.  The  PHS  model  estimates  the  HIV  seroprevalence  of  occasional  IVDU  to  be  one  half  that  of  regular  IVDU. 

g.  Great  Lakes  Hemophilia  Foundation  estimates. 

h.  PHS  national  estimates. 

i.  Among  seropositive  blood  donors  and  military  recruits,  persons  without  identifiable  risks  have  accounted  for  approximately 
15%  of  all  infections.  The  HIV  seroprevalence  of  this  group  is  assumed  to  be  15%  of  the  HIV  seroprevalence  of  Wisconsin 
military  applicants;  as  used  by  the  PHS  model. 

j.  Other  groups  include  heterosexual  partners  of  persons  at  high  risk,  heterosexuals  bom  in  countries  where  heterosexual 
transmission  of  HIV  is  common,  transfusion  recipients,  and  others. 

k.  PHS  model  uses  an  additional  5%  because  AIDS  case  surveillance  suggests  that  5%  of  AIDS  cases  fall  under  this  miscellaneous 
group. 


Table  2.  - Category-specific  HIV  infection  incidence  rates.3 


1988  Incidence  (%) 

Projected  change  in 

Category 

Low 

High 

incidence/year  (%) 

Homosexual  males 

1.50 

2.25 

-10.0 

Bisexual  males 

0.50 

0.75 

-10.0 

Regular  IVDU 

1.00 

1.50 

0 

Occasional  IVDU 

0.33 

0.50 

0 

Hemophilia  A 

0 

0 

0 

Hemophilia  B 

0 

0 

0 

Heterosexual  (15-59  of  age) 

0.003 

0.007 

0 

a.  The  assumed  incidence  rates  are  averages  derived  by  back-calculation  from  the  category  specific  baseline  HIV 
seroprevalence  values. 
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Data  from  a limited  number  of  HIV  in- 
cidence studies  have  suggested  that 
in  some  categories  incidence  rates 
have  changed  overtime.  Specifically, 
the  incidence  of  new  HIV  infection 
among  homosexual  males  has  de- 
creased over  time  in  San  Francisco.2 
The  projection  model  assumes  that 
in  Wisconsin  the  incidence  rate 
among  this  category  will  decline  at 
the  rate  of  10%  per  year.  Other  cate- 
gory-specific incidence  rates  have 
been  held  constant. 

Progression  from  HIV  infection  to  AIDS 
and  deaths  from  AIDS.  Application  of 
category-specific  incidence  rates  to 
the  baseline  model  provides  estimates 
of  the  size  of  annual  HIV-infected 
cohorts.  Each  cohort  was  projected 
to  progress  from  initial  HIV  infection 
to  AIDS  using  a cumulative  normal 
distribution  of  the  probability  of  de- 
veloping AIDS  in  years  after  infec- 
tion. Early  in  the  epidemic,  a median 
progression  time  of  9.5  years  was 
used,  which  matches  that  observed 
among  homosexual  men  in  San  Fran- 
cisco.3 To  reflect  the  effect  of  im- 
proved therapies  in  the  future,  we 
have  arbitrarily  chosen  a median  pro- 
gression time  of  12  years  for  1992  and 
15  years  for  1997.  To  estimate  the 
number  of  deaths  each  year  within 
each  AIDS  cohort  the  model  uses  a 
median  survival  time  of  1 year,  which 
was  observed  in  New  York  City  early 
in  the  epidemic.4  The  projected  sur- 
vival time  was  increased  each  year  to 
a median  survival  of  3 years  in  1997  to 
reflect  anticipated  therapeutic  im- 
provements.5 

The  number  of  projected  AIDS 
cases  are  comparable  to  cases  diag- 
nosed among  Wisconsin  residents. 
The  number  of  projected  AIDS  cases 
and  deaths  is  a theoretical  number 
and  does  not  take  either  under-re- 
porting  or  reporting  delays  into  con- 
sideration. Both  of  these  factors  must 
be  taken  into  consideration  when 
comparing  projected  AIDS  cases  with 
reported  AIDS  cases. 

Results 

Projected  HIV  infections  in  Wisconsin. 


Table  3.  - Projected  number  of  new  and  cumulative  HIV  infections  in 
Wisconsin,  1990-2000. 


Occurring®  Cumulative5 


Year 

Low 

High 

Low 

High 

1990 

1,333 

1,996 

7,143 

11,957 

1991 

1,215 

1,817 

8,476 

13,953 

1992 

1,111 

1,660 

9,691 

15,770 

1993 

1,017 

1,521 

10,802 

17,430 

1994 

935 

1,398 

11,819 

18,951 

1995 

861 

1,290 

12,754 

20,349 

1996 

796 

1,193 

13,615 

21,639 

1997 

737 

1,107 

14,411 

22,832 

1998 

685 

1,030 

15,148 

23,939 

1999 

638 

963 

15,833 

24,969 

2000 

— 

— 

16,471 

25,932 

a.  HIV  infections  projected  to  occur  each  year,  not  calculated  for  the  year  2000. 

b.  Cumulative  HIV  infections  at  the  start  of  each  year. 


Table  4.  - Projected  number  of  new  and  cumulative  AIDS  cases  in  Wisconsin, 
1990-2000. 


Occuring®  Cumulative5 


Year 

Low 

High 

Low 

High 

1990 

246 

369 

466 

699 

1991 

340 

511 

712 

1,068 

1992 

433 

648 

1,052 

1,579 

1993 

519 

779 

1,485 

2,227 

1994 

628 

942 

2,004 

3,006 

1995 

717 

1,075 

2,632 

3,948 

1996 

803 

1,204 

3,349 

5,023 

1997 

854 

1,281 

4,152 

6,227 

1998 

894 

1,341 

5,006 

7,508 

1999 

895 

1,339 

5,900 

8,849 

2000 

— 

— 

6,795 

10,188 

a.  AIDS  cases  projected  to  occur  each  year,  not  calculated  for  the  year  2000. 

b.  Cumulative  AIDS  cases  at  the  start  of  each  year. 


Based  upon  the  projection  model,  we 
estimate  that  at  the  beginning  of  1990, 
between  7,143  and  11,957  persons 
were  infected  with  HIV  in  Wisconsin. 
The  projected  annual  and  cumulative 
number  of  HIV  infections  from  1990 
through  1999  are  shown  in  Table  3. 
Although  the  number  of  new  HIV 
infections  is  projected  to  decrease 
each  year,  we  project  that  between 
9,328  and  13,975  new  HIV  infections 
will  occur  in  Wisconsin  during  the 
1990s.  This  represents  a 122%  in- 
crease in  the  number  of  HIV  infec- 


tions compared  to  those  occurring  in 
the  1980s.  At  the  start  of  the  year 
2000,  we  estimate  that  a cumulative 
total  of  between  16,471  and  25,932 
persons  in  Wisconsin  will  have  be- 
come infected  with  HIV. 

Projected  AIDS  morbidity  and  mortal- 
ity in  Wisconsin.  The  annual  number 
of  AIDS  cases  is  projected  to  increase 
rapidly  during  the  early  1990s,  dou- 
bling the  cumulative  number  of  cases 
in  less  than  two  years  (Table  4).  The 
annual  number  of  AIDS  cases  is  pro- 
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Table  5.  - Projected  number  of  AIDS  deaths  and  persons  living  with  AIDS  in 
Wisconsin,  1990-2000. 


Deaths  Occuring®  Living  with  AIDS'5 


Year 

Low 

High 

Low 

High 

1990 

108 

162 

288 

438 

1991 

149 

223 

426 

645 

1992 

204 

306 

617 

933 

1993 

262 

393 

846 

1,275 

1994 

320 

480 

1,103 

1,661 

1995 

388 

582 

1,411 

2,123 

1996 

451 

677 

1,740 

2,616 

1997 

515 

773 

2,092 

3,143 

1998 

567 

850 

2,431 

3,651 

1999 

613 

919 

2,758 

4,142 

2000 

— 

— 

3,040 

4,562 

a.  AIDS  deaths  projected  to  occur  each  year,  not  calculated  for  the  year  2000. 

b.  Alive  at  the  start  of  each  year. 


jected  to  plateau  at  approximately 
1,100  cases  per  year  in  the  late  1990s. 
During  the  1990s  between  6,329  and 
9,489  new  cases  of  AIDS  are  pro- 
jected to  occur,  representing  a 1 ,350% 
increase  in  AIDS  cases  compared  to 
the  1980s.  In  the  year  2000,  the 
cumulative  number  of  AIDS  cases  in 
Wisconsin  is  projected  to  be  between 
6,795  and  10,188. 

The  number  of  AIDS  deaths  is 
projected  to  rise  each  year  in  the 
1990s  (Table  5).  During  the  1990s, 
the  model  projects  between  3,577  and 
5,365  deaths  from  AIDS  in  Wiscon- 
sin. Table  5 shows  the  projected 
number  of  persons  diagnosed  with 
AIDS  who  will  be  alive  at  the  begin- 
ning of  a given  year  between  1990 
and  2000.  The  number  of  persons 
living  with  AIDS  in  Wisconsin  at  the 
end  of  the  1990s  is  projected  to  be 
more  than  ten-fold  greater  than  the 
current  levels. 

Trends  in  HIV  infection.  Trends  in 
HIV  infections  among  selected  groups 
are  shown  in  Table  6.  The  percent- 
age increase  in  HIV  infections  is 
projected  to  be  lower  among  male 
homosexuals  and  bisexuals  compared 
to  the  total  increase  in  HIV  infections. 
The  percentage  increase  among  in- 
travenous drug  users,  females  and 
racial  and  ethnic  minorities  is  pro- 
jected to  exceed  the  projected  total 
increase  in  HIV  infections. 

Discussion 

Our  estimates  of  the  current  number 
of  HIV-infected  persons  in  Wisconsin 
are  based  on  the  estimated  HIV  preva- 
lence and  population  sizes  of  defined 
risk  categories.  The  HIV  prevalence 
values  used  are  based  upon  observa- 
tional data;  the  range  of  values  used 
in  the  model  encompasses  our  view 
of  the  plausible  range  of  the  actual 
values.  Population  sizes  of  risk  cate- 
gories are  somewhat  more  difficult  to 
obtain.  We  used  Wisconsin  estimates 
where  available,  otherwise  relying  on 
national  estimates. 

National  estimates  suggest  that 
there  are  currently  1,000,000  HIV- 
infected  persons  in  the  United  States, 


yielding  an  overall  prevalence  of 
0.40%.6  Given  our  estimates  of  the 
number  of  HIV-infected  persons  in 
Wisconsin  at  the  beginning  of  1990, 
the  prevalence  of  HIV  infection  in 
Wisconsin  was  between  0.15%  and 
0.25%.  Because  much  of  the  past  and 
current  AIDS  morbidity  has  occured 
in  epicenters  on  the  east  and  west 
coasts,  the  prevalence  of  HIV  infec- 
tion in  Wisconsin  is  likely  to  be  lower 
than  the  national  average.  Thus,  we 
feel  that  our  estimates  of  the  current 
prevalence  of  HIV  infection  in  Wis- 
consin are  reasonable. 

Predicting  the  future  of  the  epi- 
demic of  HIV  infection  is  inherently 
speculative.  Projections  are,  by  defi- 
nition, only  as  reliable  as  the  assump- 
tions on  which  they  are  based.  While 
many  of  the  assumptions  used  are 
not  verifiable,  in  developing  this 
model,  we  attempted  to  consider 
trends  which  we  feel  will  have  signifi- 
cant effect  on  the  epidemic  in  the 
future. 

The  assumptions  which  have  the 
greatest  effect  on  the  projected  fu- 
ture course  of  the  HIV  epidemic  are 
those  involving  trends  in  the  inci- 
dence of  HIV  infection  and  changes 
in  the  incidence  which  may  occur 
over  time.  Our  assumptions  in  this 
regard  reflect  the  belief  that  given  a 
strong  public  health  intervention, 


sufficient  behavior  modification  can 
occur,  which  will  gradually  decrease 
the  incidence  of  HIV  infection  among 
homosexual  and  bisexual  males  and 
that  the  incidence  rate  among  IV  drug 
users  can  be  held  constant.  We  did 
not  assume  that  a vaccine  capable  of 
preventing  HIV  infection  will  become 
generally  available  in  the  1990s. 
Because  of  the  typically  long  period 
from  initial  HIV  infection  to  death, 
even  with  a constant  or  decreasing 
incidence,  the  prevalence  of  HIV  in- 
fection will  increase.  Our  model 
indicates  that  the  prevalence  of  HIV 
infection  among  homosexual  and 
bisexual  males  in  Wisconsin  will  in- 
crease by  two  thirds  during  the  1990s, 
and  that  the  prevalence  among  IV 
drug  users  will  increase  nearly  three- 
fold. 

For  those  who  acquire  HIV  infec- 
tion, our  model  incorporates  the  ef- 
fect of  medical  advances  which  are 
expected  to  postpone  the  develop- 
ment of  AIDS  in  HIV-infected  per- 
sons and  to  prolong  survival  once 
AIDS  is  diagnosed.  We  did  not  as- 
sume that  HIV  infection  would  be 
curable  within  the  next  10  years. 
Nearly  all  of  those  persons  who  will 
develop  AIDS  during  the  next  10  years 
were  infected  prior  to  1990,  thus  the 
accuracy  of  the  projected  AIDS  case 
numbers  is  mainly  limited  by  the  ac- 
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Table  6.  - Comparison  of  the  projected  number  of  persons  infected  with  HIV  in  the  1990s,  with  the  estimated  number  of  HIV- 
infected  persons  in  the  1980s,  Wisconsin a 


Category 

Estimated  number  of 
HIV  infections  in  the  1980s 

Projected  number  of  new 
HIV  infections  1990-1999 

% increase 

Total  infections 

9,550 

11,652 

122% 

Male  homosexual/bisexuals 

7,172 

7,894 

105% 

IV  drug  users 

792 

2,082 

263% 

Females 

532 

2,091 

393% 

Racial/ethnic  minorities 

2,045 

2,970 

145% 

a.  Mid-range  estimates  from  the  projection  model. 

curacy  of  our  estimates  of  the  current 
number  of  HIV-infected  persons.  If 
our  estimates  of  persons  infected  with 
HIV  in  the  1980s  are  reasonable,  then 
our  projections  of  AIDS  cases  in  the 
1990s  are  plausible. 

The  implications  of  this  analysis 
are  somber.  Based  on  the  model  es- 
timates, during  the  1980s  about  one 
in  500  Wisconsin  residents  became 
infected  with  HIV.  Additionally,  over 
the  next  10  years  one  in  400  Wiscon- 
sin residents  may  became  infected 
with  HIV,  increasing  the  number  of 
HIV  infections  by  122%.  Despite  the 
projected  decrease  in  incidence  of 
HIV  infection,  the  incidence  of  AIDS 
will  increase  dramatically  in  the  1990s. 
The  cumulative  number  of  AIDS  cases 
is  projected  to  double  by  1992  and 
double  again  by  1995.  In  the  late 
1990s,  the  annual  number  of  AIDS 
cases  in  Wisconsin  may  reach  more 
than  1,100  per  year,  resulting  in  an 
annual  incidence  rate  of  AIDS  in  Wis- 
consin of  between  18  and  27  per 
100,000  population.  This  rate  is 
comparable  to  rates  currently  experi- 
enced in  California  (22.7  per  100,000) 
and  approaching  those  currently 
noted  in  Florida  (27.9  per  100,000) 
and  New  Jersey  (28.9  per  100,000). 7 
The  total  number  of  AIDS  cases  pro- 
jected to  occur  in  Wisconsin  in  the 
1990s  represents  a 1,350%  increase 
over  cases  reported  in  the  1980s,  and 
by  the  end  of  the  decade  the  number 
of  persons  living  with  AIDS  may  be 
ten-fold  greater  than  currently  seen. 

In  addition  to  the  increasing  num- 
bers of  HIV  infections  and  AIDS  cases, 
a number  of  trends  indicate  that  the 


“face”  of  AIDS  is  in  transition.  Na- 
tionally, from  1988  to  1989,  the  total 
number  of  diagnosed  AIDS  cases 
increased  by  13%.  AIDS  cases  among 
heterosexual  IV  drug  users  increased 
20%;  by  comparison  cases  among 
homosexual  and  bisexual  males  in- 
creased 11%.8  In  Wisconsin,  we 
project  a similar  trend.  Compared  to 
the  1980s,  the  number  of  HIV  infec- 
tions in  the  1990s  is  projected  to  in- 
crease 263%  among  IV  drug  users 
compared  to  105%  among  homosex- 
ual and  bisexual  males.  Although  the 
majority  of  HIV  infections  in  Wiscon- 
sin will  continue  to  be  among  homo- 
sexual and  bisexual  males,  the  trend 
toward  increasing  numbers  of  IV  drug 
use-associated  HIV  infections  will 
mark  a significant  shift  in  the  epi- 
demic in  Wisconsin  from  affecting 
predominately  gay  males,  who  as  a 
group  tend  to  be  white,  educated,  and 
relatively  affluent,  to  affecting  increas- 
ingly the  poor,  minorities,  women, 
and  children. 

Nationally,  between  1988  and  1989 
the  number  of  diagnosed  cases  of 
AIDS  among  blacks  increased  22% 
compared  to  a 10%  increase  among 
whites.8  In  Wisconsin,  we  project 
nearly  3,000  new  HIV  infections 
among  minority  residents  in  the 
1990s.  Thus,  one  in  88  Wisconsin 
minority  residents  may  become  in- 
fected with  HIV  during  the  next  10 
years.  It  is  important  to  note  and 
emphasize  that  specific  behaviors,  not 
race  or  ethnicity,  place  individuals  at 
risk  for  HIV  infection.  Demographic 
characteristics  such  as  race  and  eth- 
nicity are  only  indirectly  associated 


with  HIV  infection  for  the  purposes  of 
defining  broad  groups  among  which 
risk  behaviors  are  more  or  less  preva- 
lent. Nationally,  through  December 
1989,  44%  of  reported  cases  of  AIDS 
among  black  and  hispanic  persons 
have  occurred  as  a result  of  IV  drug 
use  or  heterosexual  contact  with  an 
IV  drug  user;  the  same  figure  for 
whites  is  8%.7  As  IV  drug  use-associ- 
ated HIV  infections  become  more 
common  in  Wisconsin,  the  effect  on 
minority  populations  can  be  expected 
to  be  disproportionately  great. 

Nationally,  through  December 
1989,  71%  of  reported  AIDS  among 
females  have  been  associated  with  IV 
drug  use  or  heterosexual  contact  with 
an  IV  drug  user.7  An  increase  in  the 
number  of  IV  drug-associated  HIV 
infections  will  result  in  an  increasing 
number  of  HIV  infections  among 
females.  The  incidence  of  AIDS  is 
increasing  more  rapidly  among  fe- 
males than  males.  Nationally,  be- 
tween 1988  and  1989,  the  number  of 
diagnosed  AIDS  cases  rose  23% 
among  females,  compared  to  13% 
among  males.8  In  Wisconsin,  we 
project  that  the  number  of  new  HIV 
infections  among  females  will  be  four- 
fold greater  in  the  1990s  compared  to 
the  1980s.  Increasing  numbers  of 
HIV-infected  females  will  result  in  a 
corresponding  increase  in  the  num- 
ber of  perinatally  acquired  HIV  infec- 
tions. In  the  United  States,  between 
1988  and  1989,  the  number  of  perina- 
tally acquired  AIDS  cases  increased 
by  38%.8  In  1989,  it  is  estimated  that 
the  rate  of  perinatally  acquired  HIV 
infection  in  Wisconsin  was  one  per 
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10,000  live  births.9  Given  the  pro- 
jected increase  in  female  HIV  infec- 
tions, by  the  year  2000  this  rate  may 
increase  nearly  seven-fold  to  one  HIV- 
infected  neonate  per  1,500  live  births. 

Wisconsin  is  entering  into  a dec- 
ade in  which  the  ability  to  provide 
adequate  medical  and  social  services 
to  increasing  numbers  of  persons  with 
HIV-related  illness  will  be  challenged. 
These  projections  can  form  the  basis 
for  discussion  and  debate  on  how 
these  challenges  can  best  be  met. 
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CDC  guidelines  for  prevention  of  HIV  transmission 

A.  Practice  universal  blood  and  body  fluid  precautions. 

B.  Consider  all  patients  as  potentially  infective.  Use  appropriate  barrier  precautions  routinely. 

C.  Body  fluid  to  which  universal  precautions  apply; 

blood  semen  pericardial  fluid 

visibly  bloody  fluids  synovial  fluid  amniotic  fluid 

vaginal  secretions  peritoneal  fluid  cerebrospinal  fluid 

D.  Body  fluids  to  which  universal  precautions  do  not  apply  unless  visibly  bloody: 

tears  saliva  sweat  sputum 

urine  vomits  feces  nasal  secretions 

E.  Wear  gloves: 

• When  touching  blood,  body  fluids  requiring  universal  precautions,  mucous  membranes  or  non-intact  skin  of 
all  patients. 

• When  handling  items  or  surfaces  soiled  with  blood  or  body  fluids  requiring  universal  precautions. 

F.  Wears  gloves  for  phlebotomy: 

• When  a health-care  worker  has  cuts,  scratches  or  other  breaks  in  skin. 

• When  a health-care  worker  judges  hand  contamination  with  blood  may  occur. 

• For  finger  and  heel  sticks  on  infants  and  children. 

• When  receiving  phlebotomy  training. 

G.  Wear  gowns  or  aprons: 

• During  procedures  that  are  likely  to  generate  splashes  of  blood  or  other  body  fluids  requiring  universal 
precautions. 

H.  Wear  masks  and  protective  eyewear: 

• During  procedures  that  are  likely  to  generate  droplets  of  blood  or  other  body  fluids  requiring  universal 
precautions  which  may  expose  mucous  membranes  of  mouth,  nose  and  eyes. 

I.  Injury  prevention: 

• Disposable  syringes  and  needles,  scalpel  blades,  and  other  sharp  objects  should  be  placed  in  puncture- 
resistant  containers,  located  as  close  as  practical  to  the  area  of  use. 

• To  prevent  needlestick  injuries,  needles  should  not  be  recapped,  purposely  bent  or  broken  by  hand,  removed 
from  disposable  syringes,  or  otherwise  manipulated  by  hand.  □ 
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Trends  in  the  management  of  splenic  trauma 


RandelT.  Stolee,  MD,  Thomas  H.  Cogbill,  MD,  and  Pamela  J.  Strutt,  RN 
La  Crosse 

During  the  20-year  period  ending  December  1987, 179  consecutive  splenic 
trauma  patients  were  treated  at  a single  institution.  Procedures  included 
splenectomy  in  121  (67%)  patients,  splenectomy  with  autotransplantation  in 
7 (4%),  splenorrhaphy  in  23  (13%),  laparotomy  alone  in  7 (4%),  and 
nonoperative  management  in  21  (12%).  Before  1976,  all  patients  were 
treated  by  splenectomy.  Since  1980, 18  (22%)  were  treated  nonoperatively, 
26  (33%)  by  splenic  salvage  techniques,  and  36  (45%)  by  splenectomy.  We 
conclude  that  nonoperative  therapy  and  splenic  salvage  techniques  are 
being  employed  with  increasing  frequency.  Selective  application  of 
splenorrhaphy  for  injuries  with  a realistic  expectation  of  success  has 
resulted  in  no  late  procedures  for  hemorrhage.  In  the  presence  of  severe 
splenic  or  associated  injuries,  splenectomy  remains  the  procedure  of 
choice.  Wis  Med  J 1990;89(6):267-270. 


The  spleen  is  the  most  commonly 
injured  organ  in  patients  with 
blunt  abdominal  trauma.  Recognition 
of  a lifelong  risk  of  overwhelming 
infection  after  splenectomy  for  trauma 
has  led  to  many  changes  in  the 
management  of  splenic  injuries. 
Although  overwhelming  post- 
splenectomy infection  (OPSI)  was 
first  recognized  in  children  after 
splenectomy  for  hematologic  dis- 
orders,1 this  entity  also  has  been 
identified  in  pediatric  and  adult  trauma 
patients.2-34  Because  of  concern  for 
OPSI,  there  have  been  many  recent 
reports  documenting  the  efficacy  and 
safety  of  splenic  salvage  procedures 
and  nonoperative  therapy  in  the 
management  of  splenic  trauma.5-6-7-8 
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When  splenectomy  has  been 
required,  a variety  of  measures  have 
been  employed  to  reduce  the  potential 
for  OPSI  including  autotrans- 
plantation of  splenic  slices  into 
omentum, 6-9-10  pneumococcal  vaccina- 
tion,111213  and  the  prophylactic  use  of 
penicillin.14-15  This  study  was 
undertaken  to  evaluate  trends  in  the 
management  of  trauma  to  the  spleen 
over  a twenty  year  period  at  a single 
institution. 

Patients  and  methods 

Between  Jan  1,  1968,  and  Dec  31, 
1987,  179  patients  were  treated  for 
splenic  trauma  at  the  Gundersen/ 
Lutheran  Medical  Center,  in  La 
Crosse,  Wise.  There  were  130  (73%) 
males  and  49  females.  Ages  ranged 
from  2 to  75  years  (mean,  26  years). 
Thirty-three  (18%)  patients  were 
under  16  years  of  age.  The 
mechanisms  of  injury  were  motor 
vehicle  crash  in  119  (66%),  sports 
related  in  21  (12%),  agricultural  in 
17(9%),  fall  in  14  (8%),  penetrating  in 
three  (2%)  and  miscellaneous  in  five 
(3%).  Fifty-three  (30%)  patients  arrived 
at  the  emergency  room  in  shock 
(systolic  blood  pressure  <,  80  mm 
Hg).  The  most  frequent  associated 
injuries  were  chest  and  diaphragm  in 
74  (41%)  patients,  orthopedic  in  59 


(33%),  craniocerebral  in  30  (17%),  liver 
in  27  (15%)  and  kidney  in  27  (15%). 
Injury  severity  scores  (ISS)  ranged 
from  10  to  66  (mean,  29) 16.  The 
average  blood  product  replacement 
was  5.3  units  of  whole  blood  or  packed 
cells  (range,  046),  0.4  units  of  platelets 
(range,  0-30),  and  1.6  units  of  fresh 
frozen  plasma  (range,  0-25). 
Diagnostic  procedures  employed 
included  diagnostic  peritoneal  tap  or 
lavage  in  114  (64%)  patients,  nuclear 
scan  in  21  (12%),  computed 

tomography  (CT  scan)  in  24  (13%), 
and  exploratory  laparotomy  alone  in 
30  (17%). 

Nonoperative  management  was 
limited  to  patients  who  were 
hemodynamically  stable,  lacked 
peritoneal  signs  and  required  minimal 
blood  and  fluid  resuscitation. 
Operative  management  included 
exploration  with  no  further  specific 
therapy  for  a non-bleeding  splenic 
injury,  splenorrhaphy  or  splenectomy. 
Splenorrhaphy  was  accomplished 
with  the  use  of  hemostatic  agents, 
suture,  pledget  reinforced  suture,  or 
segmental  splenic  resection.  Selected 
patients  recently  treated  by 
splenectomy  underwent  autotrans- 
plantation of  splenic  slices  into  the 
omentum  as  described  by  Millikan, 
et  al.6 

Since  1978,  when  pneumococcal 
vaccine  first  became  commercially 
available,  it  has  been  the  policy  of  our 
department  to  vaccinate  all  patients 
undergoing  splenectomy.  Patients 
received  pneumococcal  vaccine  at 
hospital  discharge  or  the  first 
outpatient  clinic  visit,  according  to 
surgeon  preference. 

Results 

Nonoperative  management  of  a 
proven  splenic  injury  was  employed 
in  21  (12%)  of  179  patients.  Operative 
management  was  employed  in  the 
other  158  patients.  Seven  (4%)  of  these 
required  no  specific  therapy  for  a 
minor,  non-bleeding  splenic  injury. 


Wisconsin  Medical  Journal  • June  1990 


267 


Table  1.  - Management  of  adult  splenic  injuries. 


Before  1980 

Since  1980 

n 

% 

n 

% 

Observation 

2 

2 

13 

20 

Splenic  salvage  surgery 

3 

4 

18 

27 

Splenectomy 

75 

94 

35 

53 

(Autotransplantation) 

(0) 

(0) 

(6) 

(9) 

Total 

80 

100 

66 

100 

Table  2.  - Management  of  juvenile  (<16  years)  splenic  injuries. 


Before  1980  Since  1980 


n 

% 

n 

% 

Observation 

1 

5 

5 

36 

Splenic  salvage  surgery 

1 

5 

8 

57 

Splenectomy 

17 

90 

1 

7 

(Autotransplantation) 

(0) 

(0) 

(1) 

(7) 

Total 

19 

100 

14 

100 

Twenty-three  were  treated  by 
splenorrhaphy.  Splenorrhaphy  was 
accomplished  with  hemostatic  agents 
alone  in  ten  (44%  of  the  splenorrhapy 
group)  patients,  suture  repair  in  six 
(26%) , suture  repair  with  pledgets  in 
four  (17%),  and  partial  splenectomy 
in  three  (12%).  Splenectomy  was 
employed  in  128  patients,  seven  of 
whom  underwent  autotransplantation 
of  splenic  slices  into  omental  tissue. 

Trends  in  the  use  of  splenectomy, 
splenic  salvage  procedures  and 
nonoperative  management  for  splenic 
injury  are  tabulated  in  Tables  1 and  2. 
Splenectomy  was  used  in  the 
management  of  all  splenic  injuries 
through  1975.  Since  1976,  there  has 
been  increasing  use  of  observation 
and  splenic  salvage  techniques.  Since 
1980,  18  (22%)  of  80  patients  were 
treated  nonoperatively,  26  (33%)  were 
managed  with  splenic  salvage 
procedures  and  36  (45%)  with 
splenectomy.  Seven  (19%)  of  the 
splenectomy  patients  underwent 
autotransplantation  of  splenic  slices 
into  omental  tissue. 

Prior  to  1980,  90%  of  patients 
younger  than  16  were  treated  with 
splenectomy.  One  (5%)  was  managed 
nonoperatively  and  one  (5%) 


underwent  exploratory  laparotomy 
but  no  splenic  procedure  was 
necessary.  Since  1980,  one  (7%) 
splenectomy  was  performed  with 
autotransplantation  of  splenic  tissue, 
five  (36%)  children  were  treated 
nonoperatively  and  eight  (57%) 
underwent  splenic  salvage 
techniques. 

There  was  a single  failure  of 
nonoperative  management.  This  17- 
year-old  patient  ultimately  required 
splenorrhaphy  13  days  after  the 
original  injury.  In  addition,  there  were 
five  cases  of  delayed  presentation  of 
splenic  rupture.  These  five  patients 
either  presented  many  days  after  the 
original  injury  or  the  diagnosis  was 
not  made  at  the  time  of  admission. 
These  patients  had  an  average  of  13 
days  of  hemodynamic  stability  (range, 
8-30  days)  prior  to  presenting  with 
sudden  hemodynamic  collapse.  All 
ultimately  required  splenectomy. 

Splenectomy  was  required  in  six 
patients  after  initial  attempts  at 
splenorrhaphy.  This  judgment  was 
made  intraoperatively  and  the 
splenectomy  was  performed  under 
the  same  anesthetic.  No  patient 
required  re-operation  following 
splenorrhaphy. 


Complications  related  to  the  splenic 
injury  or  its  management  included 
asymptomatic  thrombocytosis  plate- 
let count  >1,000, 000/cu  mm)  in  nine 
(5%)  patients,  nonencapsulated 
bacteremia  in  two  (1%),  splenic 
remnant  in  two  (1%),  pneumococcal 
meningitis  in  one  (1%)  and 
subphrenic  drain  tract  infection  in 
one  (1%).  One  patient  required  re- 
operation 2 months  after  splenec- 
tomy for  persistent  fever,  thought  to 
be  caused  by  remnant  splenic  tissue 
infarction.  No  intra-abdominal 
abscess  was  found.  A second  patient 
developed  splenosis  in  the  abdominal 
wound  several  years  after 
splenectomy.  This  splenosis  caused 
abdominal  wall  pain  and  prompted 
excision  of  the  tissue. 

There  were  15  (8%)  hospital 
deaths;  all  occurred  in  patients  with 
serious  intracranial  lesions.  The 
mean  injury  severity  score  among 
this  group  was  50.  Ten  (5%)  patients 
died  6 months  to  13  years  after  injury 
(mean,  7 years).  None  of  the  late 
deaths  could  be  attributed  to 
complications  of  splenectomy  or 
OPSI. 

A single  episode  of  OPSI  with  an 
encapsulated  organism  was 
observed.  This  occurred  in  a patient 
who  underwent  splenectomy  prior 
to  the  availability  of  pneumococcal 
vaccine.  She  received  the  vaccine  5 
years  after  the  operation.  Four  years 
after  vaccination,  she  developed 
meningitis  due  to  Streptococcus 
pneumoniae  (serotype  24F)-  This 
complication  was  treated  success- 
fully. Two  patients  developed  sepsis 
caused  by  nonencapsulated 
organisms.  Blood  cultures  grew 
Staphylococcus  aureus  in  one  patient 
following  splenectomy,  and 
pseudomonas  species  in  one  patient 
following  nonoperative  manage- 
ment. Both  of  these  infections  were 
treated  successfully. 

Discussion 

The  risk  of  overwhelming  infection 
following  splenectomy  for  trauma 
has  served  as  the  impetus  for  a 
multitude  of  changes  in  the 
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management  of  splenic  trauma.  Such 
an  infection  can  occur  months  to  years 
after  the  initial  injury.  Rapid 
progression  in  an  otherwise  healthy 
individual  from  mild  symptoms  to  fetal 
sepsis  is  one  of  the  most  feared 
complications  of  splenectomy.  The 
fatality  rate  is  reported  as  50-75%.3 
Although  the  risk  is  low  and  difficult 
to  quantify  without  a large  population 
study,  some  authors4  have  estimated 
the  incidence  at  2.2%  Although 
Singer17  estimated  the  mortality  from 
sepsis  after  splenectomy  for  trauma 
at  0.58%,  his  review  prompted  a flood 
of  reports  suggesting  the  incidence 
may  be  higher.  The  severity  of  this 
illness  merits  our  efforts  at  prevention. 
Methods  of  prevention  include 
pneumococcal  vaccination,  prophy- 
lactic penicillin  administration,  and 
splenic  salvage  techniques. 

Splenic  preservation  is  the  only 
method  of  prevention  of  OPSI  that 
retains  all  of  the  protective  functions 
of  the  spleen.  Nevertheless,  attempts 
at  splenic  preservation  must  not  incur 
risk  exceeding  the  small  mortality 
attributed  to  OPSI.  Splenic  salvage 
techniques  were  introduced  at  our 
institution  in  1978.  Since  1980, 55%  of 
patients  treated  for  splenic  trauma 
were  left  with  functional  splenic  tissue. 
The  safety  of  splenic  salvage 
techniques  is  demonstrated  by  the 
absence  of  re-operation  in  the 
splenorrhaphy  group  as  well  as  by 
the  low  rate  (5%)  of  subsequent 
operation  in  the  group  selected  for 
observation  management.  The  one 
patient  who  required  surgery  after  an 
initial  attempt  at  conservative 
management  underwent  successful 
splenorrhaphy. 

Our  success  with  observation  and 
splenic  salvage  in  the  management  of 
splenic  trauma  is  within  the  context 
of  carefully  selected  indications. 
Criteria  for  selective  nonoperative 
management  have  been  outlined  by 
others.818  Patients  with  hemodynamic 
instability,  peritoneal  signs  or 
transfusion  requirements  exceeding 
two  units  should  be  explored.  In 
addition,  patients  with  severe 
associated  injury  or  severe 


mechanism  of  injury  should  be 
considered  for  exploration.  Using 
these  guidelines,  about  78%  of  our 
population  required  laparotomy. 

The  techniques  used  to  accomplish 
splenorrhaphy  are  individualized  to 
the  nature  of  the  injury.  Small  capsular 
hematomas  or  non-bleeding 
lacerations  can  often  be  simply 
observed.  Small  bleeding  lacerations 
are  amenable  to  application  of 
hemostatic  agents.  Deeper 
lacerations  may  require  suture  repair. 
Larger  repairs  may  require  partial 
splenectomy  to  resect  devitalized 
tissue  or  teflon  pledgets  to  reinforce 
the  repair.  Suitability  for 
splenorrhaphy  is  a judgement  made 
intraoperatively.  If  properly  selected, 
there  should  be  few  postoperative 
failures  of  splenorrhaphy.5 

There  remains  a role  for 
splenectomy  in  that  group  of  patients 
with  severe  splenic  disruption  or 
significant  associated  injuries. 
Approximately  45%  of  splenic  trauma 
patients  in  recent  years  had 
indications  necessitating  splenec- 
tomy. When  splenectomy  is  per- 
formed in  a hemodynamically  stable 
patient,  autotransplantation  remains 
an  option.  Whether  these  splenic 
slices  confer  immunologic  protection 
is  controversial.19  While  some  authors 
have  demonstrated  reticuloendothe- 
lial function  including  bacterial,20 
Howell-Jolly  body9  and  pocked  red 
cell10  clearance  exceeding  that  of 
splenectomy  alone,  others  have 
argued  that  OPSI  risk  is  not  reduced.15 
At  this  time,  we  continue  to  perform 
autotransplantation,  when  feasible,  as 
we  have  not  observed  increased 
morbidity  associated  with  the 
procedure.  We  administer  pneumo- 
coccal vaccine  in  these  patients  as 
well. 

For  patients  with  no  splenic 
remnant,  the  primary  preventive 
measures  include  vaccination  and 
antibiotic  administration.  Prophy- 
lactic penicillin  administration  has 
been  shown  to  reduce  the  incidence 
and  severity  of  OPSI.3  Compliance 
studies  reveal  that  although 
compliance  with  prophylaxis  is  low, 


protection  maybe  maintained.21  This 
is  most  likely  due  to  the  prophylactic 
penicillin  being  reserved  by  the 
patient  for  treatment  early  after  the 
onset  of  symptomatology.  In 
experimental  models,  penicillin  given 
after  the  onset  of  symptoms  was 
equally  effective  in  preventing  OPSI 
as  prophylactic  penicillin.14 

Polyvalent  pneumococcal  polysac- 
charide vaccines  have  a defined  role 
in  the  prevention  of  pneumococcal 
infections  in  children  and  adults 
considered  at  high  risk  due  to  medical 
factors.11  Pneumococcal  vaccine  also 
has  had  a protective  effect  in  animal 
models  following  splenectomy.20  With 
the  advent  of  clinically  available 
pneumococcal  vaccine,  we  began  to 
systematically  perform  vaccination  in 
our  asplenic  patients.  Most  patients 
who  had  splenectomy  for  trauma 
received  the  vaccine  either  prior  to 
discharge  or  at  the  first  clinic  visit. 

Cases  of  pneumococcal  infection 
in  patients  who  have  received  the  14- 
valent  vaccine  continue  to  be 
reported.1321  Our  only  case  of  late 
pneumococcal  meningitis  occurred 
in  a patient  who  had  been  vaccinated. 
The  infecting  organism  was  of  a 
serotype  which  was  not  represented 
in  the  available  vaccine.  This  episode 
was  successfully  treated  with  no  long 
term  sequelae.  Although  most 
episodes  of  OPSI  occur  within  the 
first  two  years  after  splenectomy  it 
has  been  reported  as  late  as  25  years 
or  more.3  Our  patient  developed 
pneumococcal  meningitis  nine  years 
after  splenectomy. 

The  management  of  splenic  trauma 
has  changed  considerably  in  the  past 
decade.  Nonoperative  management 
has  been  successful  in  children  and 
indications  for  its  use  have  been 
extended  to  adults.  Selective 
application  of  nonoperative  manage- 
ment was  used  successfully  in  95%  of 
21  patients  so  treated.  Where 
exploration  was  indicated,  splenic 
salvage  procedures  were  employed 
in  41%  of  recent  patients.  Overall,  the 
goal  of  preserving  splenic  tissue  was 
achieved  in  over  50%  of  patients.  In 
those  patients  for  whom  splenectomy 
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is  necessary,  a diligent  program  of 
pneumococcal  vaccination  should  be 
in  place  to  reduce  the  risk  of 
overwhelming  postsplenectomy  infec- 
tion. 
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Modulation  of  human  peripheral  blood  monocyte  superoxide  release 
by  interferon-gamma  and  lipopolysaccharide 


Steven  M.  Salisbury,  BS,  William  J.  Calhoun,  MD,  Madison 

Reactive  oxygen  species  (ROS)  have  generated  increasing  interest  for  their 
possible  role  in  a wide  variety  of  diseases.  Interferon-gamma  (IFN-gamma), 
a potent  immunoregulatory  lymphokine,  is  likely  involved  in  control  of  ROS 
metabolism.  In  this  study,  the  superoxide  release  of  cultured  human 
peripheral  blood  monocytes  (PBM)  after  exposure  to  IFN-gamma  and 
lipopolysaccharide  (LPS)  was  examined.  Compared  with  controls,  adherent 
monocytes  cultured  with  80  units  of  IFN-gamma  for  48  hours  demonstrated 
fourfold  increased  spontaneous  and  twofold  increased  PMA  stimulated 
release  of  superoxide  anion.  In  addition,  the  enhanced  superoxide  release 
was  both  dose  and  time  dependent.  Further  experiments  showed  that 
bacterial  LPS  in  concentrations  as  low  as  4 ng/mL  markedly  reduced 
monocyte  superoxide  release  and  abrogated  the  enhancing  effects  of  IFN- 
gamma.  Wis  Med  J 1990;89(6):271-274. 


PRODUCTION  OF  REACTIVE  OXYGEN 

species  (ROS)  by  phagocytes  is 
an  important  mechanism  of  host 
defense.  Numerous  studies1-6  have 
described  an  increased  respiratory 
burst  and  antimicrobial  activity  from 
PBMs  after  treatment  with  IFN- 
gamma,  an  important  immuno- 
regulatory lymphokine.  Reactive 
oxygen  species  are  not  always 
beneficial,  as  ROS  can  also  promote 
inflammation  if  appropriately 
released.  Our  laboratory  and  others7  8 
have  demonstrated  that  ROS 
participate  in  the  inflammatory 
response  of  sarcoidosis. 
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Several  investigators9-13  have 
reported  increased  H202  release  from 
human  monocytes  after  treatment 
with  IFN-gamma.  Other  studies14'15 
have  demonstrated  similar  IFN- 
gamma  effects  using  mouse  or  rat 
macrophages.  H202  represents, 
however,  a metabolite  of  the  oxidative 
burst,  not  the  first  product  which  is 
superoxide  anion.  We  hypothesized 
that  IFN-gamma  would  augment 
superoxide  (SO)  release  from  human 
PBMs  in  culture.  The  purpose  of  this 
study  was  to  establish  the  SO 
production  of  human  PBMs,  and  to 
investigate  the  effects  of  IFN-gamma, 
and  LPS. 

Reagents  and  materials 
RPMI-1640  culture  media,  Hanks’ 
balanced  salt  solution  (HBSS),  and 
newborn  calf  serum  (NCS)  were 
obtained  from  Gibco  Laboratories, 
Grand  Island,  NY.  The  RPMI-1640 
was  supplemented  with  penicillin  (100 
U/mL),  streptomycin  (100  ug/mL), 
HEPES  (25  mM),  and  Hglutamine  (2 
mM).  Human  interferon-gamma 
(IFN-gamma),  Cytochrome  C type 
III,  ficoll-hypaque  of  density  1.077  g/ 
mL,  lipopolysaccharide  (LPS),  and 
phorbol  myristate  acetate  (PMA) 
were  obtained  from  commercial 
sources  through  Sigma  Chemical 


Company,  St  Louis.  Finally,  the  96 
and  six  well  polystyrene  culture 
vessels  were  obtained  from  Corning 
Glass  Works,  Corning,  NY. 

Subjects 

Participants  in  this  study  consisted  of 
22  males  and  22  females  who 
underwent  volunteer  phlebotomy. 

Culture  of  human  peripheral  blood 
monocytes.  Peripheral  blood 
mononuclear  cells  were  obtained  by 
ficoll-hypaque  density  centrif- 
ugation,16 washed  once  in  RPMI-1640 
and  resuspended  in  media 
supplemented  with  10%  newborn  calf 
serum.  One  mL  of  cell  suspension  at 
2 million/mL  was  plated  into  35mm 
six  well  dishes  and  incubated  for  four 
hours  at  37°  C,  5%  C02  to  adhere  and 
purify  the  monocytes  of 
contaminating  lymphocytes.  The 
nonadherent  lymphocytes  were 
removed,  the  media  was  replaced, 
and  additions  were  made  to 
investigate  the  effects  of  culture 
length,  IFN-gamma,  and  LPS  on  SO 
production.  IFN-gamma  was  added 
to  the  adherent  cells  at  the  beginning 
of  the  culture  period  at  concentrations 
of  0-1000  units/mL.  LPS  also  was 
added  at  the  beginning  of  the  culture 
period  at  concentrations  of  4-25,000 
ng/mL.  Both  IFN-gamma  and  LPS 
were  removed  during  the  final  2 hours 
of  assay  during  which  the  superoxide 
production  was  determined. 

Superoxide  assay  using  monocyte 
cultures.  To  determine  SO  production 
the  media  in  the  monocyte  dishes 
was  replaced  with  450  uL  of  a SO 
indicating  buffer,  which  contained 
HBSS  supplemented  with  1.2  mg/ 
mL  cytochrome  C and  0. 1%  gelatin  as 
described.17  Subsequently,  an 
additional  50  uL  of  HBSS  or  PMA 
dilution  (final  concentration  2-20  ng/ 
mL)  was  added  to  elicit  the  basal  or 
stimulated  SO  release.  Parallel  plates 
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with  superoxide  dismutase  at  20  ug/ 
mL  allowed  correction  for  optical 
density  changes  not  due  to  the 
reduction  of  cytochrome  C by 
superoxide  anion.  The  plates  were 
incubated  for  2 hours  at  37°  C and  5% 
C02  on  an  orbital  rocking  table  set  for 
nine  cycles  per  minute  and  7.5  degrees 
of  angle.  After  the  incubation,  two 
cell-free  aliquots  of  200  uL  each  were 
transferred  from  each  dish  into  a 96 
well  plate  to  determine  the  optical 
densities  using  a Bio-Tek  EL309 
spectrophotometer.  Data  reduction 
was  performed  using  an  electronic 
programmable  spreadsheet, 
SuperCalc4  (Computer  Associates, 
San  Jose,  Calif).  Superoxide 
production  was  derived  from  the 
optical  densities  using  the  molar 
extinction  coefficient  of  21.1  mM1 
cm1.  The  statistical  analyses  were 
performed  with  paired  students  t-tests 
unless  otherwise  indicated. 

Results 

IFN-gamma  increases  superoxide 
production  of  cultures  human 
peripheral  blood  monocytes.  Treatment 
of  the  adherent  blood  monocytes  with 
IFN-gamma  for  48  hours  increased 
the  SO  release  in  a dose  dependent 
manner  for  both  the  basal  and  PMA 
(2  ng/mL)  stimulated  conditions  (Fig 
1).  Since  individual  variation  in  SO 
release  was  significant,  data  were 
expressed  as  fold  increase  over  no 
IFN-gamma  treatment.  Cells  treated 
with  80  units  of  IFN-gamma,  on 
average,  exhibited  a quadrupling  of 
spontaneous  release  and  two-fold 
increase  in  PMA  stimulated  release 
of  SO.  Analysis  of  variance  indicated 
a significant  influence  of  IFN-gamma 
for  both  spontaneous  and  PMA-driven 
SO  release  compared  with  nontreated 
controls  (p<0.0001  both 
comparisons).  Further,  both  40  and 
80  units/mL  of  IFN-gamma 
significantly  increased  basal  release 
versus  controls  (p<0.001  and  p<0.0001 
respectively).  PMA  stimulated  SO 
release  was  significantly  enhanced 
by  40  and  100  units/mL  of  IFN-gamma 
(p<0.0002  and  p<0.0001  respectively). 

Expressed  as  the  means  of  raw 


data  (Fig  2)  100  units  of  IFN-gamma 
increased  basal  SO  from  3. 9+0.9  to 
6.3+1. 1 nm/dish  (p<0.01).  Further, 
raw  PMA  stimulated  release  values 
(Fig  2)  also  were  increased  from 
13.8+2.2  to  21.4+3.5  (p<0.02). 
Lipopolysaccharide  diminishes 
monocyte  superoxide  release.  LPS  (4- 
25,000  ng/mL)  reduced  SO 
production  of  adherent  PBMs  (Fig 
2) . Basal  SO  release  was  significantly 
diminished  by  LPS  (p<0.02).  In 
addition,  PMA  (2  ng/mL)  stimulated 
SO  release  also  was  diminished  by 
LPS  (p<0.001).  LPS  also  reduced  the 
SO  release  of  IFN-gamma  (100  units/ 
mL)  treated  adherent  PBM  under 
both  basal  and  PMA  stimulated 
conditions  (p<0.0001  both 
comparisons). 

Lipopolysaccharide  abrogates  the 
enhancing  effect  of  interferon-gamma. 
In  addition  to  diminishing  PBM  SO 
release,  the  presence  of  LPS  (4-25,000 
ng/mL)  abrogated  the  IFN-gamma 
enhancement  of  monocyte  function 
(Fig  2).  In  contrast  to  the  significant 
IFN-gamma  enhancement  seen 
without  LPS,  basal  SO  release  from 
monocytes  treated  with  LPS  was 
comparable  with  or  without  IFN- 
gamma  (p>0.05).  The  PMA  (2  ng/ 
mL)  stimulated  SO  release 


experiments  showed  a similar  pattern. 
PMA  stimulated  SO  release  from 
monocytes  treated  with  LPS  was 
comparable  whether  or  not  IFN- 
gamma  was  present  (p>0.05). 

PMA  stimulated  superoxide  release 
increases  with  culture  length  and 
interferon-gamma  primes  monocytes 
for  increased  superoxide  release.  There 
was  no  significant  increase  in  PMA 
driven  SO  release  from  untreated  cells 
through  6 days  of  culture  (Fig  3, 
p>0.05,  AN OVA).  In  contrast,  there 
was  a significant  influence  of  time 
from  IFN-gamma  (100  units/mL) 
treated  cultures  (P<0.01,  Kruskal- 
Wallis  ANOVA-ranks).  Furthermore, 
IFN-gamma  treated  cultures 
produced  significantly  more  SO  than 
untreated  on  days  2-5,  suggesting  a 
priming  effect  of  IFN-gamma 
(p<0.005,  paired  t-test).  The  SO 
release  from  IFN-gamma  treated  and 
untreated  plates  after  24  hours  of 
treatment  was  similar  (p>0.05).  After 
two  and  five  days  of  treatment,  IFN- 
gamma  significantly  enhanced  SO 
release  of  cultured  PBMs  (p<0.0009 
and  p<0.03  respectively). 

Discussion 

We  have  developed  an  in  vitro  system 
using  human  PBMs  in  which  the 


Spontaneous  Ralaasa  2na/ml  PUi  Stimulated  Balai 


Fig  1. -Enhancement  of  monocyte  superoxide  release  by  IFN-gamma.  The  left  panel  depicts 
spontaneous  and  the  right  panel  PMA-stimulated  release.  Data  are  expressed  as  mean  + 
SEM.  The  number  of  experiments  is  indicated.  Eighty  units  of  IFN-gamma  quadrupled  the 
spontaneous  release  and  doubled  the  PMA  stimulated  release. 
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regulation  of  SO  production  can  be 
studied.  Preliminary  studies  showed 
that  less  than  2%  serum  failed  to 
maintain  a viable  culture,  but  that 
greater  than  2%  serum  additional  SO 
production  or  viability. 

Most  of  the  PMA  results  were 
obtained  using  2 ng/mL.  Pilot 
experiments  had  demonstrated  (data 
not  shown)  that  there  is  a narrow 
range  between  an  absent  and  maximal 
response  to  PMA.  Maximally 
stimulating  PMA  concentrations 
masked  any  enhancing  effect  of  IFN- 
gamma  in  our  assays.  Other 
investigators9’1243  have  used  much 
higher  PMA  concentrations  than  2 
ng/mL.  PMA  at  2 ng/mL 
submaximally  stimulated  the  PBMs 
and  allowed  best  discrimination  of 
the  IFN-gamma  effects. 

This  study  has  reported  data  only 
from  the  blood  of  normal  volunteers. 
The  relationship  of  disease  and  these 
phenomenon  has  not  yet  been 
established.  This  study,  however, 
suggests  that  IFN-gamma  may  be  an 
important  regulator  of  the  ROS 
metabolism  in  vivo. 

Pilot  studies  were  done  to  measure 
the  DNA  left  on  the  plates  after  the 
SO  assay18  (data  not  shown).  IFN- 
gamma  did  not  increase  the  number 
of  adherent  cells  and  LPS  did  not 
decrease  the  number  of  adherent 
cells.  Plates  that  had  been  treated 
with  IFN-gamma  had  similar  amounts 
of  DNA  as  plates  without  IFN-gamma. 
Plates  that  had  been  treated  with  LPS 
showed  a nearly  two-fold  increase  in 
the  amount  of  measurable  DNA.  It  is 
interesting  to  note  that  the  plates 
treated  with  LPS  had  the  most 
measurable  DNA  and  the  least 
measurable  SO  release,  suggesting 
that  this  agent  did  not  act  simply  by 
decreasing  cell  number. 

IFN-gamma,  a product  of  T 
lymphocytes  in  vivo,  has  been  shown 
in  our  study  to  increase  human  PBM 
basal  and  stimulated  superoxide 
release  in  vitro.  Superoxide,  the  first 
product  of  a respiratory  burst,  is  a 
metabolite  important  in  host  defense. 
Investigators  have,  however,  shown 
that  inappropriate  regulation  and 


release  of  ROS  can  promote 
inflammation.  In  vitro  study  of  PBMs 
is  a convenient  and  reproducible 
method  of  determining  the  various 
controls  of  ROS  release  and  can  be 
used  to  further  our  understanding  of 
these  important  functions  of 
phagocytes.  In  our  study,  we  have 
shown  that  the  presence  of  bacterial 
LPS  as  low  as  4 ng/mL  markedly 
reduced  basal  and  stimulated 
superoxide  release  and  abrogated  the 
enhancing  effects  of  IFN-gamma.  LPS 
can  be  present  in  vivo  during  active 
infections  and  this  may  impair  the 


microbicidal  response  of  phagocytes. 
These  results  represent  only  a small 
portion  of  the  great  wealth  of  useful 
information  that  could  be  obtained 
using  these  culture  methods. 
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Anorexic  adolescents  respond  well  to  treatment 

The  majority  of  adolescent  girls  who  suffer  from  the  eating  disorder  anorexia  nervosa  will  return  to  normal  weight  and 
resume  normal  menstrual  periods  after  treatment,  according  to  a recent  issue  of  the  American  Journal  of  Diseases  of 
Children.  The  report  describes  the  long-term  outcome  of  49  adolescent  girls  hospitalized  for  the  treatment  of  anorexia 
nervosa.  Patients  were  interviewed  an  average  of  80  months  after  hospitalization.  The  mean  age  at  follow-up  was  22.7 
years.  From  admission  to  follow-up,  body  weight  increased  to  between  72%  and  96%  of  the  ideal  body  weight.  Menstrual 
functioning  returned  to  normal  and  no  patient  reported  infertility.  Fewer  than  15%  of  patients  had  severe,  ongoing 
problems  with  their  eating  disorder.  The  researchers  also  found  that  educational  and  employment  achievements  were 
not  affected  by  this  disorder.  □ 
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Wisconsin's  infectious  waste  regulations 


SPURRED  ON  BY  MEDIA  reports  of 
public  beach  closings  due  to 
medical  waste  washing  up  on  the 
shores  of  the  nation’s  oceans  and 
lakes,  the  US  Congress  passed  the 
Medical  Waste  Tracking  Act  of  1988. 
In  Wisconsin,  however,  Gov 
Thompson  announced  on  April  14, 
1989,  that  the  state  did  not  fall  under 
the  federal  law  because  adequate 
measures  are  available  through  state 
regulation.  This  article,  therefore, 
reviews  only  the  state  requirements 
for  handling  and  disposing  of 
infectious  waste. 

The  source  of  infectious  waste 
handling  standards  is  the  Department 
of  Natural  Resources  (DNR) 
administrative  rules  and  guidelines 
that  have  been  developed  with  the 
assistance  of  a technical  advisory 
committee  to  give  these  rules  effect. 
The  guidelines  described  in  this 
article  are  those  published  by  the 
DNR  in  May  1989.  The  DNR  and 
Department  of  Health  and  Social 
Services  (DHSS),  through  the 
cooperation  and  reporting  of  local 
authorities,  have  the  power  to 
investigate  and  impose  substantial 
penalties  for  handling  or  treatment 
without  proper  authorization,  or 
improper  handling,  of  infectious 
waste. 

In  a letter  signed  by  Paul  P.  Didier, 
director  of  the  DNR  Bureau  of  Solid 
and  Hazardous  Waste  Management, 
and  George  R.  MacKenzie, 
administrator  of  the  DHSS  Division 


of  Health,  that  accompanied 
distribution  of  the  May  1989 
guidelines,  health-care  providers, 
landfill  operators,  local  governments 
and  other  interested  parties  were 
notified  that  Wisconsin  intends  to 
manage  its  infectious  waste  as 
stringently  as  other  states,  particularly 
those  of  the  great  lakes  and  provinces. 
The  letter  encouraged  cooperation  of 
those  affected  by  the  rules  so  that 
Wisconsin  will  not  need  to  participate 
in  the  federal  Medical  Waste  Tracking 
Act. 

Infectious  waste  defined 
The  definition  of  infectious  waste  is 
found  in  the  Wisconsin  Administrative 
Code  NR  §500.03(67):  “Any  solid 
waste  which  contains  pathogens  with 
sufficient  virulence  and  qualities  so 
that  exposure  to  the  waste  by  a 
susceptible  host  could  result  in  an 
infectious  disease.” 

The  May  1989  guidelines  further 
classify  infectious  waste  to  include: 

• “microbiological  lab  waste,”  which 
means  cultures  and  laboratory 
equipment  that  have  come  in  contact 
with  infectious  agents; 

• “blood  and  body  fluids,”  meaning 
whole  blood  and  blood  components, 
blood  specimens,  body  fluids,  and 
dialysate  from  chronic  ambulatory 
peritoneal  dialysis  (CAPD); 

• “sharps,”  meaning  medical  or 
laboratory  articles,  including  those 
that  are  potentially  infectious  and  that 
may  cause  punctures  or  cuts  (eg, 


hypodermic  needles,  scalpels, 
syringes,  pasteur  pipettes) ; 

• recognizable  human  tissue  and 
non-human  tissue  if  the  non-human 
tissue  is  known  or  suspected  to 
contain  pathogens  with  sufficient 
virulence  and  quantity  so  that 
Continued,  on  next  page 
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AUTHORIZED  PARTS 
AND  SERVICE  FOR 
CLEAVER -BROOKS 

Throughout  Wisconsin 
and  Upper  Michigan 

SALES 

Boiler  room  accessories 
02  trims 

Cleveland  controls 
And  — Car  automatic  bottom 
blowdown  systems 

SERVICE-CLEANING 
ON  ALL  MAKES 

Complete  Mobile  Boiler  Room 
Rentals 

Stevens  Point-715/344-7310 
Green  Bay — 414/494-3675 
Madison— 608  / 249-6604 

PBBS  EQUIPMENT  CORP. 
5401  N Park  Dr 
PO  Box  365 
Butler,  WI  53007 
Phone:  414/781-9620 
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Continued  from  preceding  page 
exposure  to  the  waste  by  a susceptible 
human  host  could  result  in  an 
infectious  disease;  and 
• all  other  infectious  waste  meeting 
the  description  of  NR  §500.03(67). 

Storage 

The  guidelines  direct  that,  prior  to 
transportation  to  a treatment  facility, 
infectious  waste  be  stored  in  an  area 
that  is  clean  and  impermeable  to 
liquids.  Carpets  and  floors  with  seams, 
for  example,  are  not  permitted  as 
storage  areas.  Infectious  waste  must 
be  segregated  from  other  waste  and 
contained  in  an  enclosed  area.  The 
guidelines  state  that,  where 
appropriate,  putrescible  infectious 
waste  shall  be  stored  in  refrigerated 
conditions  (below  42°  F). 

Collection  and  handling 

The  rules  and  guidelines  interpreting 


the  rules  specify  the  manner  that 
infectious  waste  must  be  collected, 
handled  and  transported  to  any 
location  outside  of  the  waste 
generator’s  facility.  Transportation 
includes  transporting  waste  to 
incinerators  or  other  facilities  for 
sterilization.  Infectious  waste  may 
only  be  transported  by  a service 
licensed  and  operated  according  to 
DNR  rules  (Wis  Adm  Code  NR 
§502.06,  §502.06  (4)).  The  guidelines, 
however,  provide  a waiver  from  the 
licensing  requirements  to  small  waste 
generators,  that  is,  facilities  that 
produce  less  than  50  lbs  of  infectious 
waste  a month.  Small  waste 
generators  are  not  exempt  from  the 
transportation  and  handling 
requirements. 

The  specific  requirements  for 
handling  and  transportation  begin  by 
stating  that  infectious  waste  must  be 
placed  in  containers  that  will  protect 


waste  handlers  and  the  public  from 
exposure.  The  minimum  requirement 
for  waste  containers  is  that  they  must 
consist  of  double  or  single  bags  that 
meet  or  exceed  165  g of  resistance  by 
the  American  Society  for  Testing  and 
Materials  (ASTM)  D 1709-75  method. 
Bags  must  be  securely  sealed  to 
prevent  leakage  or  expulsion  of 
contents  under  normal  handling.  In 
addition,  each  bag  must  be  placed  in 
a rigid  reusable  or  corrugated 
cardboard  container  labelled  with  a 
visible  biohazard  emblem. 

Infectious  waste  that  fits  the 
definition  of  “sharps”  above  must  be 
contained  in  rigid,  puncture-proof 
containers  such  as  metal  or  rigid 
plastic.  The  guidelines  state  that 
sharps  containers  shall  be  designed, 
handled,  and  transported  so  as  to 
preclude  the  loss  of  contents.  It  would 
be  adequate  for  containers  to  be  taped 
Continued  on  page  278 


PHYSICIANS  WANTED 


FORMER  AIR  FORCE  FLIGHT  SURGEONS  OR 
PHYSICIANS  INTERESTED  IN  TAKING  THE  TWO  MONTH 
AIR  FORCE  FLIGHT  SURGEONS  COURSE  TO  ENTER 
THE  WISCONSIN  AIR  NATIONAL  GUARD.  YOU  WILL 
SERVE  ONE  WEEKEND  A MONTH  PLUS  TWO  WEEKS  A 
YEAR,  WITH  WORLD  WIDE  TRAVEL  OPPORTUNITIES. 
FOR  MORE  INFORMATION  AND  DETAILS  ABOUT  OUR 

AIR  GUARD  OPPORTUNITIES  CONTACT  : 


SMSGT  WARNER  W SCHWANDT 
3110  MITCHELL  STREET 
MADISON,  Wl  5370  4-  2 589 
(608)  241-  6284 
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‘I  want  a 

malpractice  carrier 
that  knows  how  to 
light.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We  re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  comer,  don’t  wait.  Call  The 
Medical  Protective  Companv  General  Agent 
in  your  area  today. 


\ 

V> 


cm 

Serving  Wisconsin  Physicians  Since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Road,  Elm  Grove,  VVI  55122,  (414)  784-3780 


Continued  from  page  276 

closed  or  fitted  with  a tight-fitting  lid. 

Sharps  containers  must  also  be 

labelled  with  a visible  biohazard 

emblem. 

The  vehicles  used  for  transporting 
infectious  waste  to  treatment  facilities 
are  also  subject  to  specific 
requirements.  According  to  the 
guidelines,  all  vehicles  must  be 
completely  enclosed  and  leak-proof 
to  prevent  littering,  spillage  or 
leakage,  and  infectious  waste  must 
be  loaded  and  processed  in  a way  that 
minimizes  handling  and  exposure. 
Transportation  vehicles  must  also 
meet  the  requirements  of  the  DNR 
rule  NR  §502.06(4)  concerning 
displaying  the  DNR  transportation 
license  number,  use  of  proper  loading 
and  transportation  methods,  routine 
cleaning  of  the  waste  containers,  and 
reporting  spillage  of  hazardous  waste. 
In  addition,  putrescible  infectious 
waste  must  be  transported  in 
refrigerated  conditions  (below  42°  F). 

Treatment 

Under  Wis  Adm  Code  NR  §506.11, 
infectious  waste  may  not  be  accepted 
by  a landfill  unless  the  material  has 
been  incinerated  or  processed  by  a 
generally  accepted  medical  process 
so  as  to  render  it  non-infectious.  The 
guidelines  specify  four  acceptable 
ways  to  treatment  infectious  waste: 
incineration,  steam  sterilization,  gas 
sterilization  and  mechanical  grinding 
and  disinfecting.  The  DNR  may 
approve  of  other  medically  acceptable 
methods  for  treating  infectious  waste. 
Most  physician  offices  and  clinics  do 
not  treat  infectious  waste,  but  rather 
transport  medical  waste  to  facilities 
like  hospitals  that  do  have  incinerators 
or  other  acceptable  treatment 
capabilities. 

Reporting  requirements 

Wisconsin  is  attempting  to  gain  a good 
understanding  of  the  sources  and 
quantities  of  medical  infectious  waste 
produced  within  and  outside  the  state 
that  is  being  disposed  of  in  Wisconsin 
landfills.  Although  Wisconsin  opted 
out  of  the  federal  Medical  Waste 


Tracking  Act  pilot  program,  the  DNR 
and  other  state  offices  are  concerned 
that  Wisconsin  could  become  a 
dumping  ground  for  medical  waste 
generators  from  other  states  because 
of  the  perception  that  fewer 
restrictions  apply.  The  DNR  created 
a simplified  reporting  form  for  landfill 
operators  and  facilities  treating 
infectious  waste  to  use  in  reporting  to 
the  DNR  the  source  and  quantities  of 
infectious  waste  treated,  incinerated 
and  disposed  in  landfills. 

The  first  reporting  period  ran  from 
June  to  December  1989.  From  that 
point,  reports  are  to  be  submitted  on 
an  annual  basis  along  with  the 
application  for  licensure  or  certificate 
from  the  DNR. 

Summary 

The  infectious  waste  handling  and 
treatment  rules  and  guidelines  create 
a system  where  potentially  infectious 
waste  is  carefully  disposed  of  from 
the  place  where  the  waste  is  generated 
to  the  landfill  where  the  waste  in  its 
disinfected  form  is  finally  deposited. 
Although  many  of  the  above- 
described  regulations  and  guidelines 
regarding  storage,  collection  and 
handling  do  apply,  offices  are  exempt 
from  the  transportation  licensing 
requirement  if  they  generate  less  than 
50  lbs  a month.  The  DNR  and  DHSS 
retain  the  authority  to  enact 
emergency  rules  to  correct  problems 
of  non-compliance. 

'The  May  1989  guidelines  included 
a list  of  contacts  for  further 
information: 

Natural  resources  district  offices 
Madison  (608)  275-3266 
Milwaukee  (414)  562-9500 
Green  Bay  (414)  497-4040 
Eau  Claire  (715)  839-3700 
Rhinelander  (715)  362-7616 
Spooner  (715)  635-2101 

Health  and  social  services  regional 
offices 

Madison  (608)  249-8928 
Milwaukee  (414)  2274910 
Green  Bay  (414)  436-3029 
Eau  Claire  (715)  836-2871 
Rhinelander  (715)  362-7800.  □ 


— 
96%  of  patients 
don't  ask  about 
their  medicines,1 
but  72%  want  more 
information. : 


Don't  disappoint  them. 


Break 

the  Rx  Silence 
Barrier 

Write  for  a free  “Talk  About 
Prescriptions"  Month  Guide 
containing  “how-to"  ideas  and 
reproducible  patient  handouts  to: 


Ad  The  National  Council  on  Patient 
Information  and  F.ducation 

JK  666  1 llh  Street.  NW.  Suite  810 
Washington.  D.C.  20001 


* FDA  survey.  "Palienl  Reccrpl  of  Rx  Drug  Information".  1983 
- A Stud>  of  Altitudes.  Concerns,  and  Information  Needs  for 
R\  Drugs  and  Related  Illnesses.  CBS  Television  Network 
Consumer  Model  Survey.  1983 
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ARMY  RESERVE  MEDICAL  PROFILE  NO. 9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L. HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
1 choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heats  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID* 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  1.  Active  duodenal  ulcer-for  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  pahents  with  hypersensitivity  to  other  Hrreceptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ot  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patents  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  Is  similar  to  that  In  normal 
subjects. 

Laboratory  tests  -False-positive  tests  for  urobilinogen  with  Multstx* 
may  occur  during  therapy. 

Drug  Interactions -Ho  mteractons  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin,  and  warfarin,  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  druo 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeutc  dose)  showed  no 
evidence  of  a carcinogenic  eflect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyndc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatc  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  ol  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
contols  and  evidence  ol  mild  liver  Injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potental  for  Axid. 

Axid  was  not  mutagenic  in  a battery  ol  tests  performed  to  evaluate  its 
potental  genetc  toxicity,  including  bacterial  mutaton  tests,  unscheduled 
DNA  synthesis,  sister  chromatd  exchange,  mouse  lymphoma  assay, 
chromosome  aberraton  tests,  and  a micronucleus  test 

In  a two-generaton,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  ol  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  tmes  the  human  dose  and  In 
Dutch  Belted  rabbits  at  doses  up  to  55  tmes  the  human  dose  revealed 
no  evidence  of  Impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  tmes  the  human  dose,  Seated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  Intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctadon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  It  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  Is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducton  capacity.  Nizatdine  should  be  used  during 
pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentratons.  Because  of  growth  depression  in  pups  reared  by  treated 
lactabng  rats,  a decision  should  be  made  whether  to  dlscontnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediathc  L/se— Safety  and  effectveness  In  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patents  were  similar 
to  those  In  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalites.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  functon. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  patents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  trials  of  over  1,900  nizatdine  patents  and  over  1,300 
on  placebo,  sweatng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatdine,  Lilly) 


Wepatc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatdine  occurred  in  some 
patents.  In  some  cases,  there  was  marked  elevaton  (>500 IU/L)  In  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevatons  of  up  to  three  tmes 
the  upper  limit  ot  normal,  however,  did  not  signlficanty  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalites  were  reversible  after  discontnuaton  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CNS-Rare  cases  ot  reversible  mental  contusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
shewed  no  evidence  of  antlandrogenlc  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patents  on  nizatdine  and  those  on  placebo.  Gynecomasta  has  been 
reported  rarely. 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatdine  and  another  Hj-receptor  antagonist  This  patent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Svreating  and  urticaria  were  reported  signlficanty 
more  frequenty  in  nizatdine-  than  In  placebo-treated  patents.  Rash  and 
extoliatve  dermahts  were  also  reported. 

Hypersensitivity-As  with  other  Hrreceptor  antagonists  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensrbvity  among  this  class  has  been  observed.  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  ot  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensltvlty  reactons 
(eg.  bronchospasm,  laryngeal  edema  rash,  and  eoslnophilla)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophllia  fever,  and  nausea  related  to  nizatdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  It  overdosage 
occurs,  actvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  (091289) 

Additional  information  available  to  the  profession  on  request 
Ell  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-0493 10  Cl 990,  EU  LILLY  AND  COMPANY 

Axid*  (nizatdine,  Lilly) 


Public  health 

Trends  in  mammography  in  Wisconsin 


Paula  Lantz,  MA,  Mark  Bunge,  KT(R), 
and  Patrick  L.  Remington,  MD 
Madison 

INFORMATION  FROM  A VARIETY  of 
sources  suggests  that  there  has 
been  a significant  increase  in  the  use 
of  screening  mammography  during 
the  past  decade.  To  assess 
mammography  trends  in  Wisconsin, 
we  gathered  data  from  two  sources. 
First,  in  November  1989,  we  surveyed 
the  183  Wisconsin  health  facilities 
documented  as  having  x-ray 
equipment  used  for  mammography 
at  that  time.  Facilities  were  asked  to 
report  the  number  of  mammograms 
performed  annually  since  1980.  We 
received  137  completed  surveys  for  a 
75%  response  rate.  Second,  for  1988 
and  1989,  we  reviewed  data  collected 
through  a mammography  quality 
assurance  program  conducted  by  the 
Wisconsin  Division  of  Health,  Section 
of  Radiation  Protection.  This  program, 
which  began  in  1988,  tests  all 
mammography  equipment  for  image 
quality  and  patient  radiation  exposure. 
Data  on  the  number  of  mammograms 
performed  during  the  month  prior  to 
testing  were  used  to  estimate  the 
annual  number  of  mammograms 
performed  per  machine. 


Lantz  is  a senior  research  specialist  in  the 
Center  for  Health  Policy  and  Program 
Evaluation  and  a graduate  student  at  the 
University  ofWisconsin,  Madison.  Bunge 
is  the  supervisor  of  the  Device  Registration 
and  Inspection  Unit,  Section  of  Radiation 
Protection,  Wisconsin  Division  ofHealth. 
Dr  Remington  is  a medical  epidemiologist 
in  the  Chronic  Disease  Surveillance  Unit, 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin 
Division  of  Health.  Part  of  this  work  was 
made  possible  by  a grant  from  the  National 
Cancer  Institute  (#R01-CA-46883).  Reprint 
requests  to:  Patrick  Remington,  MD, 
Wisconsin  Division  of  Health,  1 W Wilson 
St,  Madison,  WI  53701-0309.  Copyright 
1990  by  the  State  Medical  Society  of 
Wisconsin. 


Our  estimates  of  the  number  of 
mammograms  performed  statewide 
during  the  past  10  years  are  shown  in 
the  Table  and  are  graphically 
displayed  in  the  Figure.  The  annual 
number  of  mammograms  in 
Wisconsin  has  increased  more  than 
18-fold  between  1980  and  1989,  from 
an  estimated  31,000  mammograms 
in  1980  to  573,000  in  1989.  The  Figure 
shows  that  the  rate  of  increase  in  the 
number  of  mammograms  accelerated 
in  1984.  This  trend  continued  through 
1988,  when  the  estimated  number  of 
mammograms  given  statewide  more 
than  doubled  in  1 year  (from  278,000 
to  573,000  mammograms). 

The  results  shown  in  the  Table 
emphasize  that  not  only  has  the 
number  of  mammography  machines 
increased  each  year,  but  that  the 
average  number  of  mammograms 
performed  per  machine  has  also 
grown  at  a striking  rate.  The  annual 
average  number  per  machine  rose 
from  410  mammograms  in  1980  to 
3,050  mammograms  by  the  end  of 
the  decade. 

Comment 

The  data  reported  here  show  a 
dramatic  increase  in  the  use  of 
mammography  in  Wisconsin  over  the 


past  decade.  Available  data  from  the 
Wisconsin  Behavioral  Risk  Factor 
Surveys  (random-digit  dialed 
telephone  surveys  of  the  health 
practices  of  Wisconsin  adults) 
corroborate  these  results.  While  the 
percent  of  women  age  40  and  older 
reporting  a mammogram  within  the 
past  year  was  28%  in  1987,  this  percent 
increased  to  35%  in  1988  and  rose  to 
40%  in  1989. 

Several  factors  appear  to  have 
played  a role  in  the  growth  of  the  use 
of  mammography  in  Wisconsin. 
Surveys  of  physicians  show  a r(se  in 
their  acceptance  of  mammography 
screening  guidelines  as  well  as  a rise 
in  the  percent  who  routinely  refer 
patients  for  this  screening  test.1  Also, 
since  mammography  radiation 
exposure  has  decreased  significantly 
since  the  mid-1970s,  many  physicians 
and  patients  have  become  less 
concerned  about  the  possible  health 
risks  associated  with  routine 
mammograms.1  In  addition,  new 
mammography  technology  was 
introduced  to  the  market  during  1982 
and  1983.  The  new  machines 
produced  images  of  higher  quality 
yet  were  smaller,  more  portable,  and 
significantly  less  expensive  than  the 

Continued  on  next  page 
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Trends  in  the  use  of  mammography  in  Wisconsin,  1980-1989. 


Number 

Number  of 

Average 
number  of 

Survey 

Estimated 

mammograms 

mammography 

mammograms 

non-response 

total  No. 

year 

machines* 

per  machine* 

adjustment** 

performed 

80 

38 

410 

2.0 

31,000 

81 

42 

450 

1.8 

34,000 

82 

49 

470 

1.7 

39,000 

83 

53 

590 

1.6 

50,000 

84 

62 

800 

1.5 

74,000 

85 

90 

1,030 

1.4 

130,000 

86 

109 

1,330 

1.3 

188,000 

87 

121 

1,630 

1.2 

237,000 

88 

167 

1,660 

- 

278,000 

89 

188 

3,050 

- 

573,000 

‘Based  on  data  from  the  facility  survey  (1980-1987)  and  the  quality  assurance  program  (1988-1989). 


“The  data  collected  through  the  retrospective  facility  survey  were  adjusted  to  account  for  survey 
nonresponse.  Adjustments  for  nonresponse  were  made  with  additional  data  from  two  points  in  time. 
First,  a 1980  federal  survey  of  hospitals  found  that  the  number  of  mammography  units  in  Wisconsin 
was  actually  twice  what  we  found  with  our  survey.  Second,  for  1988,  the  number  of  mammography 
facilities  documented  through  the  quality  assurance  program  was  20%  more  than  the  number 
reported  in  the  retrospective  survey.  Using  this  information,  we  estimated  that  the  correction  factor 
for  the  1980  retrospective  survey  data  is  2.0,  that  the  correction  factor  for  the  1988  data  is  1.2,  and 
that  the  correction  factor  for  the  intervening  years  is  linearly  distributed. 


models  previously  available.  This 
meant  that  a wider  range  of  facilities 
could  afford  mammography 
equipment. 

Another  factor  contributing  to  the 
increased  use  of  screening 
mammography  may  have  been 
educational  campaigns  coupled  with 
community  programs  which  provide 
reduced-cost  mammography,  such  as 
the  Wisconsin  Division  of  the 
American  Cancer  Society’s  Breast 
Cancer  Detection  Awareness  Project2 
These  programs,  most  of  which  began 
in  the  latter  part  of  the  decade,  have 
broadened  awareness  of  the 
screening  guidelines  and  have 
provided  opportunities  for  affordable 
mammograms  on  a self-referral  basis. 
Through  our  facility  survey,  we  found 
that  70%  of  the  responding  hospitals 
and  clinics  have  offered  such  reduced- 
cost  programs. 

It  is  likely  that  increased  use  of 
mammography  has  led  to  the  earlier 
diagnosis  of  breast  cancer.  We 
previously  published  a report  that 
demonstrated  a trend  toward  the 


earlier  detection  of  breast  cancer 
among  Wisconsin  women.3  Using 
information  from  the  Wisconsin 
Cancer  Reporting  System,  we  found 
that  between  1980  and  1983 
approximately  50%  of  all  female  breast 
cancers  were  localized  to  the  breast 
at  the  time  of  diagnosis.  Beginning  in 
1984,  however,  the  percent  localized 
to  the  breast  began  to  rise,  with  a 
steady  increase  apparent  over  the  next 
several  years.  By  1988,  63%  of  cases 
were  diagnosed  while  localized  to  the 
breast.  This  rise  in  the  percent  of 
localized  breast  cancer  cases 
corresponds  with  the  significant 
increase  in  the  number  of 
mammograms  performed  statewide. 

The  results  presented  here  also 
show  tremendous  progress  toward 
the  goal  of  having  women  follow 
current  mammography  screening 
guidelines.  If  all  Wisconsin  women 
followed  the  current  guidelines  (a 
mammogram  every  1 to  2 years  for 
women  age  40  to  49,  and  an  annual 
mammogram  for  women  age  50  or 
older)  we  would  expect  at  least 


Series  coordinators 
The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of 
Environmental  and  Chronic 
Disease  Epidemiology,  and 
Patrick  Remington,  MD,  are 
coordinating  this  public  health 
series  for  the  Wisconsin  Medical 
Journal.  Physicians  who  are 
interested  in  learning  more 
about  the  Wisconsin  Division 
of  Health’s  mammography 
quality  assurance  program  can 
call  Mark  Bunge,  Section  of 
Radiation  Protection  at  608-273- 
5184. 


862,000  screening  mammograms  to 
be  performed  statewide  each  year. 
Our  estimated  number  for  1989 
(573,000  mammograms,  not 
distinguishing  between  screening  and 
diagnostic  procedures)  is  more  than 
half  of  this  target. 

It  is  clear  that  we  have  experienced 
a dramatic  increase  in  the  use  of 
mammography  in  Wisconsin.  If  this 
trend  continues,  we  anticipate  that 
the  trend  toward  earlier  detection  will 
also  continue,  with  a resultant  decline 
in  mortality  from  breast  cancer  in 
Wisconsin. 
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Most  area  hospitals 
treat  addicted  professionals. 


One  treats  them  like 
professionals. 


High  powered  professionals  can  be  demanding, 
independent,  driven.  The  same  characteristics  that 
make  them  great  leaders  and  problem  solvers  can 
also  make  them  resistant  to  effective  treatment 
for  chemical  dependency. 

The  McBride  Center’s  sole  mission  is  to  help 
professionals  (physicians,  lawyers,  executives,  etc.) 
deal  with  alcohol,  cocaine,  prescription  and  other 
drug  addictions.  Our  highly  skilled  staff  is 
experienced  in  dealing  with  the  special  problems 
faced  by  the  professional  seeking  treatment. 


Individual  and  family  counseling  is  supplemented 
with  peer  group  involvement  that  helps  professionals 
overcome  denial  and  accept  help.  Successful  reentry 
into  professional  life  is  an  integral  part  of  the 
McBride  program. 

If  you,  a family  member,  colleague  or  friend  needs 
help,  call  us.  The  McBride  Center  provides  confi- 
dential outpatient  and  inpatient  treatment.  We  are 
experienced  professionals  helping  professionals. 

For  more  information,  call  (414)  258-2600,  ext.  388 
(Milwaukee)  or  (608)  255-1116  (Madison). 


Experience  makes  all  the  difference. 

MCBRIDE  CENTER 


MILWAUKEE  PSYCHIATRIC  HOSPITAL 

Division  of  Addiction  Medicine 
1220  Dewey  Avenue  • Wauwatosa,  WI  53213 
1050  Regent  Street  • Madison,  WI  53715 


Kenneth  Kubsch,  MD  (Green  Bay)  selects  the 
winner  of  the  drawing  prize 


We  wish  to  thank  each  of  you 
who  stopped  to  visit  with  us  at 
our  hospitality  suite  as  part  of 
the  activities  of  the  1990  SMS 
Annual  Meeting. 


George  Schneider,  MD  (Milwaukee) 
accepts  the  drawing  prize  of  a hand 
held  color  TV  from  Don  Mulock, 
The  Milwaukee  District  Manager  for 
SMS  Services,  Inc. 


SMS  SERVICES,  INC. 

P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  608/257-6781  OR  TOLL-FREE  1-800-362-9080 


Your  All  Lines  Insurance  Agency 


Organizational 


Physician  briefs 


The  * indicates  an  SMS  member. 

Tamara  Bergen,  MD,*  and 
Kenneth  Wallmeyer,  MD,*  both  of 
Beloit,  Beloit  Memorial  Hospital  and 
Beloit  Clinic,  were  elected  to 
Fellowship  in  the  American  College 
of  Cardiology  (ACC)  at  the  college’s 
annual  scientific  sessions  in  New 
Orleans  after  achieving  certification 
by  the  American  Board  of  Internal 
Medicine.  Dr  Bergen  pursued 
specialty  training  at  the  University  of 
Wisconsin  Hospital  and  Clinics.  Dr 
Wallmeyer  trained  at  Milwaukee 
County  Medical  Center  and  St  Luke’s 
Hospital,  Milwaukee.  Both  are 
Medical  College  of  Wisconsin 
graduates. 

Michael  K Mikkelson,  MD,*  of 
Merrill,  was  awarded  the  Wisconsin 


Alumni  Association  Ralph  Hawley 
Distinguished  Service  Award.  A 
family  practitioner,  Dr  Mikkelson 
tutors  third-year  medical  students  and 
is  a teacher  at  the  Wausau  Family 
Practice  Residency  Program.  The 
award  recognizes  a practicing 
physician  who  was  a student  or 
resident  at  the  University  of 
Wisconsin  Medical  School  who  has 
made  significant  contributions  to  the 
community. 

Daniel  J.  McCarty,  MD,*  of 
Hartland,  received  the  Distinguished 
Service  Award  from  the  Medical 
College  of  Wisconsin  at  the 
commencement  exercises  on  Sunday, 
May  27,  1990.  Specializing  in 
rheumatology,  Dr  McCarty  is  the  Will 
and  Cava  Ross  Professor  of  Medicine 
and  former  chair  of  the  department  of 


medicine  at  the  medical  college.  A 
rheumatoid  arthritis  and  gout 
authority,  Dr  McCarty  has  won  many 
national  and  international  honors  in 
his  field. 

Kathryn  Nichol,  MD,*  of  Madison, 
was  named  the  first  woman  chief  of 
staff  in  the  78-year  history  of  St  Maly’s 
Hospital.  A pediatrician  and  staff 
member  of  St  Mary’s  since  1968,  Dr 
Nichol  succeeds  Paul  Wertsch,  MD, 
of  Madison,  for  a 2-year  term  as  head 
of  St  Mary’s  590  physicians. 

P.  Stephen  Schultz,  MD,  of  La 

Crosse,  has  been  certified  as  a 
diplomate  of  the  American  Board  of 
Medical  Management.  Dr  Schultz,  of 
Skemp  Clinic,  Ltd,  earned  board 
certification  by  meeting  ABMM’s 
established  standards  for  medical 
management  and  by  successfully 
completely  a comprehensive  board 
examination.  The  ABMM  is  an 
independent  certifying  board  whose 
primary  responsibility  is  to  offer 
qualified  physician  executives  board 
certification  in  the  specialty  of  medical 
management. 

Roger  C.  Mixter,  MD,  a Milwaukee 
native,  recently  joined  the  Mercy 
Hospital  medical  staff,  Janesville.  A 
plastic  surgeon  and  microsurgical  and 
craniofacial  specialist,  Dr  Mixter  has 
served  as  chief  of  plastic  surgery 
service  at  Veteran’s  Hospital, 
Middleton.  Dr  Mixter  is  a member  of 
the  American  Board  of  Surgery  and 
Continued  on  next  page 
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Continued  from  preceding  page 
the  American  Board  of  Plastic 
Surgery.  He  recently  traveled  to  the 
Soviet  Union  at  the  request  of  the 
Soviet  Minister  of  Health  and 
Education  to  assist  Soviet  surgeons 
in  plastic  and  craniofacial  surgery. 

Gregory  Keeling,  MD,  was  named 
medical  director  of  the  Emergency 
Department  at  St  Clare  Hospital, 
Baraboo.  A graduate  of  the  University 
of  Iowa  College  of  Medicine,  Dr 
Keeling  practiced  emergency 
medicine  for  4 years  at  All  Saints 
Hospital  in  Fort  Worth,  Texas.  Prior 
to  coming  to  St  Clare,  Dr  Keeling 
staffed  a Fort  Worth  Urgent  Care 
Center.  In  addition  to  staffing  the 
emergency  room,  Dr  Keeling’s  other 
responsibilities  include  coordinating 
emergency  services  with  other  clinical 
services  at  St  Clare,  reviewing  and 
evaluating  patient  care  in  the 
emergency  department  and  providing 
educational  support  to  the  hospital, 
area  ambulance  services,  business 
and  industry. 


County  society 

Barron-Washbum-Bumett.  Allan 
Hagen,  MD,  was  recently  elected  to 
membership. 

Brown.  The  following  physicians 
were  elected  to  membership:  Jeffrey 
A Blink,  MD;  Johnny  A Edrozo,  MD; 
and  Mark  W.  Reininga,  MD. 

Dane.  The  following  physicians  were 
elected  to  membership:  Scott  A. 
Bohon,  MD;  James  M.  Glass,  MD; 
Christopher  M.  Hurley,  MD;  Joshua 
M.  Lowinsky,  MD;  Paul  A.  Searles, 


Andrew  J.  Feiring,  MD,  of 

Milwaukee,  has  been  appointed 
assistant  professor  of  medicine  in  the 
division  of  cardiology  at  the  Medical 
College  of  Wisconsin.  Board  certified 
in  internal  medicine  and  cardiology, 
Dr  Feiring  is  the  director  of  the  cardiac 
catheterization  and  interventional 
laboratory  at  the  Milwaukee  County 
Medical  Complex. 

Edwin  Lee  Mathews,  MD,*  of 
Whitewater,  has  been  appointed 
assistant  professor  of  anesthesiology 
at  the  Medical  College  of  Wisconsin. 
A graduate  of  the  University  of 
Wisconsin  Medical  School,  Dr 
Mathews  practices  at  the  Milwaukee 
County  Medical  Complex,  a major 
teaching  affiliate  of  the  Medical 
College. 

Mary  E.  MacDonald,  MD,  and 
John  E.  Pappenheim,  MD,*  of 

Milwaukee,  have  been  appointed 
assistant  professors  of  psychiatry  and 
mental  health  sciences  at  the  Medical 
College  of  Wisconsin.  Dr  MacDonald 
practices  child  and  adolescent 
psychology  at  the  Milwaukee 


news 


DO;  Todd  W.  Perkins,  MD;  and  James 
M.  Welters,  MD. 

Douglas.  Kathleen  M.  Broad,  MD, 
has  been  elected  to  membership. 

Eau  Claire-Dunn-Pepin.  The 

following  physicians  were  recently 
elected  as  members:  Daniel  C.  Ebel, 
MD;  Stuart  R.  Lancer,  MD;  and 
Christian  F.  Peterson,  MD. 

Green  Lake-Waushara.  Donald  E. 
Kring  Jr,  DO,  has  become  a member. 


Psychiatric  Hospital,  an  affiliate  of 
the  Medical  College,  and  recently 
completed  a psychiatric  residency  and 
a fellowship  in  child  psychiatry  at  the 
Medical  College  of  Wisconsin 
Affiliated  Hospitals.  Dr  Pappenheim 
is  director  of  neuropsychiatric 
services  at  Children’s  Hospital  of 
Wisconsin,  a major  teaching  affiliate 
of  the  Medical  College. 

Ernest  C.  Borden,  MD,  of  Madison, 
has  been  named  director  of  the  Cancer 
Center  of  the  Medical  College  of 
Wisconsin.  Dr  Borden  will  be  the 
first  full-time  director  of  the  Cancer 
Center  and  will  be  based  at  the 
Medical  College’s  MACC  Fund 
Research  Center.  He  joins  the  faculty 
on  Oct  1,1990.  Currently,  Dr  Borden 
is  a professor  of  human  oncology  and 
medicine  at  the  University  of 
Wisconsin  Clinical  Sciences  Center. 

Herbert  F.  Sandmire,  MD,*  of 

Green  Bay,  has  been  promoted  to  a 5- 
year  term  as  clinical  professor  in  the 
University  of  Wisconsin  Medical 
School  Department  of  Obstetrics  and 
Gynecology.  □ 


Jefferson.  Steven  W.  Clay,  DO,  has 
been  elected  to  membership. 

Kenosha.  Recently  elected  to 
membership  were:  M.  Elizabeth 
Uhright,  MD;  Christopher  Kordiyak, 
MD;  Edwin  Lopez,  MD;  Divya 
Sharma,  MD;  Jeanne  S.  Vedder,  MD, 
and  Joseph  M.  Ziccarelli,  MD. 

Manitowoc.  Robert  A Dickens,  MD, 
and  Steven  P.  Gainey,  MD,  were 
recently  elected  to  membership. 

Continued  on  page  288 
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“I didn't 
acquire 

emphysema, 

Iinherttedtt” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha! -antitrypsin  (AAT).1  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.2 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1.  Brantly  ML,  Paul  LD.  Miller  BH,  et  al:  Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1 -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms 
Am  Rev  Respir  Dis  1988;138:327-336 

2 Wewers  MD.  Casolaro  MA,  Sellers  SE.  et  al  Replacement  therapy  for  alpha,-antitrypsin 
deficiency  associated  with  emphysema  N Engl  J Med  1987;316  1055-1062 
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Marathon.  Barbara  A.  Vignola,  MD, 
has  been  elected  to  membership. 

Milwaukee.  The  following  physi- 
cians have  been  elected  to  mem- 
bership: Burak  M.  Arkonac,  MD; 
Elizabeth  M.  Ashworth,  MD;  Noel  G. 
Boyle,  MD;  Yuval  Brandstetter,  MD; 
Keith  A.  Brown,  MD;  Sundararaman 
Chandrasekhar,  MD;  John  A.  Coats, 
MD;  Stephen  F.  Conley,  MD;  Robert 

D.  Cooper,  MD;  Philip  G.  Conrardy, 
MD;  James  A.  Cranberg,  MD;  Ante 
A.  Devcic,  MD;  Charles  E.  Gessert, 
MD;  GuiJeetS.  Gulati,  MD;  Robert  G. 
Hartmann,  MD;  Dru  D.  Hauter,  MD; 
Marcia  K.  Hauter,  MD;  Andrew  J. 
Heritch,  MD;  Gerald  M.  Hillman,  MD; 
David  B.  Huang;  Safwan  S.  Jaradeh, 
MD;  David  C.  Joslin,  MD;  Sheree  M. 
Lauth,  MD;  Lance  P.  Longo;  Jerry 
Miller,  MD;  Ann  M.  Morvai,  MD; 
Michael  W.  Power,  MD;  Mark  P. 
Rollins,  MD;  Daniel  D.  Salstrom,  MD; 
Gary  K.  Schnell,  MD;  Mahbod  Shafa, 
MD;  Theresa  a.  Siegert,  MD;  John 
W.  Silkey,  MD;  Ben  Soeter;  Sheila  W. 
Sorkin,  MD;  Gerald  F.  Splittgerbert, 
MD;  Bryan  L.  Sowell,  MD;  Juraj 
Sprung,  PhD,  MD;  John  E.  Stone, 
MD;  Shekhar  C.  Thakur,  MD  James 

E.  Tylke;  Timothy  M.  Walton,  MD; 
Robert  A Whiteford,  DO;  Eric  Wilsey 
Voter;  Nancy  J,.  Wilson,  MD;  and 
Rory  R.  Wright,  MD. 

Oneida-Vilas.  Jeffrey  S.  Edwards, 
MD,  and  Katherine  P.  Patterson,  MD, 
have  been  elected  to  membership. 

Outagamie.  Brian  E.  Bunkers,  MD; 
Montgomery  J.  Elmer,  MD;  Robert 
K.  Gazzola,  MD;  Michael  H.  Knautz, 
MD;  Timothy  J.  Shaw,  MD;  John  S. 


Toussaint,  MD;  Robert  A. 
Vennerstrom,  MD;  Marie  T.  Weber, 
MD;  Robert  L.  Wilson,  MD;  and 
Timothy  D.  Wycoff,  MD,  have  all  been 
elected  to  membership. 

Racine.  The  following  physicians 
have  been  elected  to  membership: 
Janice  M.  La  Branche,  MD;  Mark  E. 
De  Check,  MD;  Michael  P.  Jacobson, 
MD;  Michael  J.  Majewski,  MD; 
Thomas  A.  Niccolai,  MD;  Rajkumar 
P.  Reddy,  MD;  Paul  A.  Rozeboom, 
MD;  Diane  L.  Wendland,  MD;  and 
Albert  J.  Zuska,  MD. 

Rock.  Eighty  members,  spouses,  and 
guests  attended  a dinner  and  dance 
in  March.  Prior  to  the  open  meeting, 
the  officers  and  directors  met  to 
discuss  the  SMS  annual  meeting 
which  was  held  in  April  in  Green  Bay. 
Don  Lord,  SMS  manager  of 
governmental  relations,  reported  on 
legislative  actions  during  the  1990 
legislative  session. 

Rusk.  Steven  Hadley,  MD,  of  Duluth, 
Minn,  was  the  guest  speaker  at  the 
April  meeting.  He  spoke  on  the 
treatment  of  the  patient  with 
rheumatoid  arthritis. 

Sheboygan.  The  following 
physicians  were  elected  to 
membership:  Leslie  C.  Abitz,  MD; 
Kevin  M.  Johnson,  MD;  and  Stephen 
P.  Kunkel,  MD. 

Walworth.  Richard  M.  Webb,  MD, 
has  been  elected  to  membership. 

Washington.  David  O.  Barger,  DO; 
Mark  H.  Decker,  MD;  Peter  W.  Goy, 
MD;  and  Kenneth  A.  Zollo,  MD,  have 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA 
Physician’s  Recognition  Awards. 
They  have  distinguished  themselves 
and  their  profession  by  their 
commitment  to  continuing  education, 
and  the  SMS  offers  them  its 
congratulations.  The  * indicates 
members  of  the  SMS. 

March  1990 

*Dorman,  David  K,  of  Milwaukee 
*Glicklich-Rosenberg,  L.,  of 
Milwaukee 

*Johnson,  Edward  J.,  of  Green  Bay 
*Johnson,  Samuel  B.,  of  Green  Bay 
*Miller,  John  J.,  of  Milwaukee 
Myerson,  Ross  S.,  of  Milwaukee 
*Novsam,  Ned  R.,  of  Kenosha 
*0’Neill,  Michael  J.,  of  Green  Bay 
Park,  Soo  Tong,  of  Milwaukee 
*Uber,  Christine  L.,  of  Wisconsin 
Rapids 

*Wild,  Joseph  P.,  of  Mequon 
*Zen z,  Carl,  of  West  Allis 
*Zimmerman,  Richard  C.,  of 
Menomonee  Falls  □ 


been  elected  to  membership. 

Waukesha.  David  E.  Culligan,  MD, 
and  Elizabeth  T.  Marshall,  MD,  have 
been  elected  to  membership. 

Winnebago.  Twenty-nine  members 
were  present  at  the  April  meeting  to 
hear  the  guest  speaker,  James  E. 
Cauley,  MD,  speak  on  what  every 
man  should  know  over  the  age  of  50. 
The  society  elected  Jose  J.  Alba,  MD; 
Andrew  J.  Haig,  MD;  and  Robert  F. 
Mann,  MD,  to  membership.  □ 


A call  for  photographs 

The  Wisconsin  Medical  Journal  and  the  SMS  Charitable,  Educational,  and  Scientific  Foundation  are  joining  forces 
in  an  effort  to  build  a photographic  library  of  medicine  in  Wisconsin.  Donations  of  current  or  historical  photos 
relating  to  medicine-persons  or  places,  equipment  or  events-are  welcome  and  tax  deductible.  All  donated  photos 
will  become  the  property  of  the  Fort  Crawford  Medical  Museum,  which  is  owned  and  operated  by  the  foundation, 
and  may  be  used  to  illustrate  future  issues  of  the  Wisconsin  Medical  Journal.  Send  your  photos  to:  Thomas  L. 
Adams,  State  Medical  Society  of  Wisconsin,  PO  Box  1109,  Madison,  WI  53701-1109.  □ 
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BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


CAPT  STACY  RUPERT 
414-291-9475 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  provide 
a living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin’s  medical  history.  When  a memorial  gift  is 
made  to  the  foundation,  the  deceased  person’s  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the 
foundation  staff  at  the  SMS.  □ 


Obituaries 

John  W.  Rupel,  MD,  61,  of 

Tomahawk,  died  Feb  18,  1990,  in 
Marshfield.  Born  on  May  10, 1928,  in 
Madison,  Dr  Rupel  graduated  from 
the  University  of  Texas  Medical 
School  and  completed  his  internship 
and  residency  at  St  Mary’s  and  Mount 
Sinai  hospitals  in  Milwaukee.  Dr 
Rupel  had  been  associated  with  the 
Marshfield  Clinic  until  he  retired  in 
1987,  moving  to  Tomahawk.  He 
served  in  the  US  Army  and  was  a 
member  of  the  Medical  Examining 
Board  of  Wisconsin  for  several  years. 
He  served  as  secretary  of  the  Wood 
County  Medical  Society  and  was  also 
a member  of  the  Lincoln  County 
Medical  Society,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow, 
Florence;  three  sons,  Bill,  of  Madison, 
Paul,  of  Wausau,  Tom,  of  Wauwatosa; 
and  five  daughters,  Ann,  of  New  York, 
Maren  Bonk,  of  Knoxville,  Tenn, 
Karen  Heiman,  of  LaFayette,  La, 
Nancy  Kelso,  of  Madison,  and  Jane 
Rupel,  of  Winona,  Minn. 

Otto  T.  Mallery,  MD,  78,  formerly 
of  Wausau,  died  Feb  25,  1990,  in 
Chicago.  Dr  Mallery  was  bom  Dec 
22,  1911,  in  Philadelphia,  and 
graduated  from  the  University  of 
Pennsylvania  School  of  Medicine.  He 
served  his  internship  at  Pennsylvania 
Hospital,  Philadelphia,  and  the 
University  of  Michigan  Medical 
School.  From  1941  until  1957  he  was 
on  the  medical  staff  at  the  University 
of  Michigan  in  Ann  Arbor.  In  1957  he 
became  a vice  president  and  medical 
director  at  Wausau  Insurance 
Company  until  his  retirement  in  1972. 
He  was  a member  of  the  SMS  50  Year 
Club.  He  was  also  a member  of  the 
Marathon  County  Medical  Society 
and  the  AMA  Surviving  are  his  widow, 
Marian,  Chicago;  and  six  children, 
Peter,  Joan,  Thomas,  Gail,  Gilbert, 
and  Landon. 

Philip  J.  Malloy,  MD,  64,  Elm  Grove, 
died  Feb  27, 1990,  in  Milwaukee.  He 


was  born  on  June  18,  1925,  in 
Milwaukee,  and  graduated  from 
Marquette  University  School  of 
Medicine.  His  internship  was  served 
at  St  Mary’s  Hospital,  Milwaukee,  and 
his  residency  completed  at  Hines 
Veterans  Administration  Hospital.  A 
full-time  teacher  at  the  Zablocki 
Veterans  Administration  Hospital,  he 
also  served  on  the  medical  staff  of 
Froedtert  Memorial  Lutheran 
Hospital,  De  Paul  Rehabilitation 
Hospital,  and  the  Milwaukee  County 
Medical  Complex.  Surviving  are  his 
widow,  Marilyn;  two  sons,  Michael 
and  Brian,  of  Milwaukee;  and  two 
daughters,  Maureen,  of  Milwaukee, 
and  Barbara  Davies,  of  Waukesha. 

Guy  W.  Carlson,  MD,  formerly  of 
Appleton,  died  March  3,  1990,  in 
Madison.  Dr  Carlson  was  bom  Aug  5, 
1892,  in  Sioux  Falls,  SD,  and 
graduated  from  Rush  Medical  College 
in  Chicago.  His  residency  was 
completed  at  St  Luke’s  Hospital  in 
Chicago.  He  completed  postgraduate 
studies  in  Vienna,  Austria,  and 
London,  England.  He  practiced  in 
Appleton  from  1930  until  he  retired  in 
1977.  Dr  Carlson  served  on  the  Board 
of  Directors  of  SMS,  was  chair  of 
several  SMS  reference  committees, 
served  as  a delegate  to  SMS  from 
Outagamie  County,  and  served  for 
many  years  on  the  SMS  Commission 
on  Medical  Care  Plans.  He  was  a 
member  of  the  American  College  of 


Physicians,  served  as  president  and 
secretary  of  the  Outagamie  County 
Medical  Society,  and  was  a member 
of  the  SMS,  and  the  AMA.  Surviving 
are  two  daughters,  Miriam  Thorne 
and  Barbara  Burchsted. 

James  C.  Hanson,  MD,  47,  former 
Milwaukee  physician,  died  March  4, 
1990,  in  San  Diego.  He  was  born  Sept 
26, 1942,  in  Las  Vegas,  and  graduated 
from  Marquette  University  School  of 
Medicine.  His  residency  was 
completed  at  Strong  Memorial 
Hospital,  Rochester,  New  York,  and 
the  University  of  California  at  San 
Diego  Hospital.  He  practiced 
medicine  in  San  Diego  until  1984, 
when  he  returned  to  Milwaukee  to 
practice  at  St  Luke’s  Medical  Center. 
He  retired  in  1986.  He  was  a member 
of  the  Medical  Society  of  Milwaukee 
County,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Carleen; 
three  sons,  Matthew,  Gregory,  and 
Richard,  all  of  San  Diego. 

Eugene  S.  Hartlaub,  MD,  66,  of 
Janesville,  died  March  3,  1990,  in 
Madison.  Born  Jan  22,  1924,  in 
Chicago,  Dr  Hartlaub  graduated  from 
Loyola  University  Stritch  School  of 
Medicine,  Chicago,  and  completed 
his  internship  at  Mercy  Hospital  in 
Janesville.  He  was  one  of  the  original 
founders  of  the  Janesville  Medical 
Center  in  1955.  He  retired  in  early 
Continued  on  page  292 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 
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1990  from  the  Janesville  Medical 
Center  but  at  the  time  of  his  death 
was  affiliated  with  Mercy  Evansville 
Family  Medical  Center.  He  was  a 
member  of  the  American  Academy  of 
Family  Physicians,  the  Rock  County 
Medical  Society,  the  SMS,  and  the 
AMA  Surviving  are  his  widow,  Anne; 
nine  children,  David  of  Carrollton, 
Texas,  Steven  of  Fitchburg,  Eugene 
of  Omaha,  Neb,  Mark  of  Milwaukee, 
Dr  Paul  of  Milwaukee,  Elizabeth 
Harried  of  Stoughton,  Andrew  of 
Madison,  and  Thaddeus  and  Ann, 
both  of  Janesville;  five  step-children, 
Christine  Black  of  Elko,  Nev,  Kathleen 
Hadfield  of  Monticello,  Carl 
Mortensen  of  Rochester,  Minn, 
Robert  Lorey  of  New  York,  and  2nd 
Lt  William  Lorey  of  San  Antonio, 
Texas. 

Henry  A.  Anderson,  II,  MD,  81,  of 
Madison,  died  March  7,  1990,  in 
Madison.  He  was  bom  March  6, 1909, 
in  Ephraim,  and  graduated  from  the 
University  of  Wisconsin  Medical 
School,  Madison.  Dr  Anderson  served 
as  medical  director  of  the  River  Pines 
Sanatorium,  Stevens  Point,  for  30 
years.  From  1971  until  his  retirement 
in  1981,  he  was  chief  medical 
consultant  for  the  Bureau  of  Social 
Security  Disability  Insurance  in  the 
state  of  Wisconsin.  Active  in  the  affairs 
of  the  SMS,  Dr  Anderson  received 
the  Director’s  Award  in  1982.  He  was 
a president  of  the  Wisconsin  Thoracic 
Society,  the  Wisconsin  Society  of 
Internal  Medicine,  and  the  Wisconsin 
Sanatorium  Superintendents  Associa- 
tion. He  was  a member  of  the 
Wisconsin  Lung  Association,  from 
which  he  received  the  Distinguished 
Service  Award  in  1976.  He  also  was  a 
member  of  the  Dane  County  Medical 
Society  and  the  AMA  Surviving  are 
his  widow,  Irene;  one  son,  Dr  Henry 
of  Madison;  and  two  daughters,  Judy 
Cloninger  and  Lonnie  Vitse. 

Robert  J.  Flemma,  MD,  55,  a 

Milwaukee  heart  surgeon,  died 
March  7,  1990,  in  Milwaukee.  Dr 
Flemma  was  born  Jan  18,  1935,  in 
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George  N.  Gillett,  MD,  80,  of  Racine, 
died  April  9, 1990,  in  Racine.  Dr  Gillett 
was  bom  on  March  20,  1910,  in 
Chicago,  and  graduated  from 
Marquette  University  Medical  School 
in  1933.  His  residency  was  completed 


Herkimer,  New  York,  and  graduated 
from  the  University  of  Rochester 
School  of  Medicine.  His  residency 
was  completed  at  Duke  University 
Medical  Center,  Durham,  NC.  He  was 
a surgeon  at  St  Luke’s  Medical  Center 
and  Mount  Sinai  Hospital,  a clinical 
professor  of  surgery  at  the  Medical 
College  of  Wisconsin  and  the 
University  of  Wisconsin  Medical 
School.  He  was  a fellow  of  the 
American  College  of  Surgeons,  a 
diplomate  of  the  American  Board  of 
Thoracic  Surgery,  and  the  American 
Board  of  Surgery.  Dr  Flemma  was 
one  of  Milwaukee’s  pioneers  in  heart 
surgery.  Surviving  are  his  widow, 
Mary  Ann;  five  sons,  Saverio,  of  New 
York,  Thomas,  of  Palo  Ato,  Calif, 
Robert  Jr,  Gerald,  and  Nicholas,  all  of 
River  Hills,  and  a daughter 
Margherita. 

Anton  P.  Schoenenberger,  MD, 

83,  a former  Madison  physician,  died 
March  23,  1990,  in  Ft  Myers,  Fla. 
Born  Nov  12,  1906,  in  Germany,  Dr 
Schoenenberger  graduated  from  the 
University  of  Wisconsin  Medical 


at  Milwaukee  County  General 
Hospital.  He  practiced  in  Racine  from 
1936  until  he  entered  the  US  Navy  in 
1943.  Dr  Gillett  served  in  the  South 
Pacific  until  1946.  He  returned  to 
Racine  to  practice  and  retired  in  1984. 
He  was  on  the  medical  staff  at  St 
Mary” s Medical  Center  and  St  Luke’s 
Hospital,  where  he  was  chief  of 
surgery.  He  was  the  founder  of  the 
Racine  Medical  Clinic.  He  was  a fellow 
of  the  American  College  of  Surgery,  a 
member  of  the  Wisconsin  Surgical 
Society,  the  Marquette  Medical 
Alumni  Association,  and  a honorary 
member  of  the  Milwaukee  Academy 
of  Medicine.  He  was  a member  of  the 
Racine  County  Medical  Society  and 
served  as  its  president  in  1951,  and  a 
member  of  SMS,  and  the  AMA 
Surviving  are  his  widow,  Ida:  one  son, 
George  Jr,  of  Vail,  Colo,  a daughter, 
Penny  Harper,  of  Milwaukee,  and  six 
grandchildren.  He  was  preceded  in 
death  by  his  first  wife  Ayce  in  1981. 


School,  Madison,  and  completed  his 
urology  residency  at  St  Francis 
Hospital  in  La  Crosse.  Dr 
Schoenenberger  retired  in  1977.  He 
was  a member  of  the  Wisconsin 
Urological  Society,  Dane  County 
Medical  Society,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow, 
Adeline;  and  four  children,  Glen,  Paul, 
Mark,  and  Lee. 

Paul  L.  Miller,  MD,  63,  formerly  of 
Racine,  died  March  27,  1990,  in  Ft 
Myers,  Fla.  He  was  bom  Oct  20, 1926, 
in  Milwaukee,  and  graduated  from 
Marquette  University  School  of 
Medicine.  His  internship  was  served 
at  St  Joseph’s  Hospital,  Milwaukee, 
and  his  residency  was  completed  at 
the  Wood  VA  Hospital.  In  1956,  he 
joined  the  Department  of  Radiology 
at  St  Luke’s  Hospital,  Milwaukee,  and 
was  on  the  medical  staff  until  his 
retirement  in  1987.  He  was  a member 
of  the  Wisconsin  Radiological  Society, 
the  Racine  County  Medical  Society, 
the  SMS,  and  the  AMA.  Surviving  are 
one  daughter,  Susan  Craig,  and  three 
sons,  Michael,  James,  and  John. 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesi- 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-77 1-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 
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Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  considera- 
tion of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  editing 
this  submission,  the  author(s)  hereby 
transfer(s),  assign(s),  or  otherwise 
convey(s)  all  copyright  ownership 
to  the  WMJ  in  the  event  that  this 
work  is  published  in  the  WMJ.”  All 
co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent  and 
provide  a complete  address  and  tele- 
phone number.  All  coauthors  should 
have  contributed  to  the  study  and 
manuscript  preparation.  They  should 
be  thoroughly  familiar  with  the  sub- 
stance of  the  final  manuscript  and  be 
able  to  defend  its  conclusions. 

The  Journal  expects  authors  to 
disclose  any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely 
acknowledged  on  the  title  pages,  as 


should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by  the 
Journal  staff  for  clarity,  organization, 
grammar,  spelling,  and  punctuation, 
and  in  accordance  with  AM  A style. 
Suggestions  for  titles  are  welcome, 
but  are  subject  to  the  constraints  of 
clarity,  space,  grammar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements  of 
fact.  Galley  proofs  are  for  correcting 
errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  paper. 
The  authors  are  responsible  for  all 
statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  cor- 
responding author. 

Manuscript  preparation 

• Submit  papers  to:  Wisconsin  Med- 
cal  Journal , PO  Box  1109,  Madison, 
WI  53701;  Ph:  608-257-6781  or 
1-800-362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 


sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  paper, 
using  1-inch  margins.  Double-space 
throughout. 

• Organization  for  scientific  papers: 

Abstract— 150  words  or  less,  stating 

the  problem  considered,  methods, 
results  and  conclusions. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results — Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or 
illustrations  are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion — D iscuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  relations 
to  other  studies.  Show  how  the  con- 
clusions relate  to  the  purpose  of  the 
study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 


completeness  of  references.  Ref- 
erences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use  in 
the  text.  Acceptable  abbreviations  of 
clinical,  technical  and  general  terms 
can  be  found  in  the  AMA  Manual  for 
Authors  and  Editors. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scientific 
writing.  (Examples:  For  “presented 


with”  use  “had;”  for  “experienced  a 
weight  loss”  use  “lost  weight.”) 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in 
parentheses. 

• Units  of  measure  are  to  be 
provided  in  metric,  followed  by 
International  System  units  (SI)  in 
parentheses. 

Review  process 

Each  scientific  manuscript  is  reviewed 
by  the  medical  editor  and  the  mem- 
bers of  the  editorial  board.  The  opin- 
ions of  outside  consultants  may  be 
sought  at  the  medical  editor’s  discre- 
tion. The  medical  editor  has  the  final 
decision  as  to  whether  a scientific 
paper  will  be  published. 


Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including  tables 
or  illustrations),  or  roughly  5 type- 
written pages,  may  be  asked  by  the 
editorial  board  to  provide  publication 
support  in  the  amount  of  $100  per 
typeset  page  beyond  the  second.  Such 
support  is  not  mandatory  and  is 
not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision  of 
support  helps  defray  the  cost  of  pub- 
lishing the  Journal  and  is  left  to  the 
conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal . Abstracts  may  be  reproduced 
without  specific  permission,  provided 
that  acknowledgement  of  the  source 
is  made.  | 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need  . . . when  you 
need  it . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 
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LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

/4MN/NET 


PROFESSIONAL  PROGRAMS 

■ DXplain™  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM*  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category 
credit. 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  by  the  American  Medical  Association  and  is  a service  of  SoftSearch  Inc 
and  American  Medical  Computing,  Ltd  a subsidiary  ol  the  AMA 


Yellow  pages 


Aim  high. Serveyourcountry  and  discover  the 
tremendous  support  of  a dedicated  staff  of 
professionals  as  an  Air  Force  physician.  Enjoy 
quality  benefits,  quality  of  lifestyle  and  30  days 
of  vacation  with  pay  each  year.  Find  out  how  to 
qualify.  Call:  Capt.  Stacy  Rupert,  collect,  414- 
291-9475.  5/90 

Pediatrics.  The  Racine  Medical  Clinic,  a 38- 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R.  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  53408-5001.  6tfh/90 

Northern  Michigan.  OB/GYN  needed  to  join  a 
six-physician  department  Provide  inpatient 
service  at  a modem  well-equipped  299-bed 
regional  referral  center.  City  is  located  on  Lake 
Michigan  and  is  known  as  a four-season  resort 
area.  For  further  information  contact:  Jim  Lucas, 
Director  of  Physician  Recruitment,  2075  W Big 
Beaver  Rd,  Ste  600,  Troy,  MI  48084;  ph:  313- 
649-2010.  p6/90 

Recently  retired  AAFP  physician  available  for 
Locum  Tenens  or  industrial  medicine  in 
Milwaukee  area.  Ph:  414-771-6896.  6/90 

Internist,  family  practice  physicians  BC/BE. 
Exceptional  opportunity  to  join  our  established 
busy  clinic  located  in  Milwaukee.  Practice 
includes  subspecialty  physicians,  in-house 
laboratory,  x-ray,  business  department,  etc.  A 
unique  opportunity!  Please  send  CV  or  call: 
Jonathan  Slomowitz,  MD,  Mitchell  Medical 
Center,  1672  S 9th  St,  Milwaukee,  WI  53204;  ph 
414-383-4700.  6/90 

General  internist  with  psychiatry  interest. 
Marshfield  Clinic  multi-specialty  group  practice 
with  over  300  physicians  is  seeking  a medical 
director  of  the  in-patient  psychiatry  unit.  A BC/ 
BE  internist  with  psychiatry  experience  is 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  column 
inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be  received  by 
the  1st  of  the  month  preceding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701. 
FAX:608-283-5401.  Classified  ads  are  not 
taken  over  the  telephone,  but  questions 
may  be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


preferred.  The  medical  directorship  of  the 
psychiatry  unit  is  half-time,  and  the  applicant 
may  develop  the  other  portion  of  practice  to 
meet  his  or  her  practice  interest  This  could 
include  a private  practice  or  noncontinuity  of 
care  practice  such  as  Walk-in  Clinic,  Preop 
Evaluation  or  Employee  Health  Clinic.  Starting 
salary  is  negotiable  but  very  competitive,  and 
the  fringe  benefit  package  is  outstanding.  Send 
CV  and  references  to  David  L Draves,  1000 
North  Oak  Ave,  Marshfield,  WI  54449  or  call 
collect  715-387-5376.  6/90 

Family  practice.  Marshfield  Clinic,  a multi- 
specialty group  practice  with  nearly  350 
physicians,  is  seeking  a 7th  BE/BC  family 
practitioner  for  one  of  its  expanding  (12 
physician)  regional  centers  in  northwestern 
Wisconsin;  within  approximately  two  hours  of 
Minneapolis/St  Paul  and/or  Lake  Superior. 
The  ability  to  perform  cesarean  sections  is  a 
prerequisite  for  this  position.  Construction  for 
a new  $2  million  clinic  is  scheduled  for  mid- 
1990.  Position  offers  an  excellent  professional 
environment  combined  with  an  exceptional 
blend  of  recreational,  cultural,  and  educational 
opportunities.  No  start-up  expense.  Salary 
negotiable  ($90,000+)  with  outstanding  fringe 
benefit  package  (includes  clinic  self-insured 
malpractice).  Opportunity  to  practice  broad 
spectrum  family  practice  with  on-site  access  to 
a variety  of  consultants  and  time  to  enjoy  family 
and  recreation.  Send  CV  and  references  to: 
David  L.  Draves,  Director  Regional 
Development,  1000  North  Oak  Ave,  Marshfield, 
WI  54449  or  call  collect  at  715-387-5376.  6/90 

General  internist  with  interest  in  preoperative 
evaluations.  Marshfield  Clinic  multi-specialty 
group  practice  with  over  300  physicians  is 
seeking  a BE/BC  general  internist  to  staff  a 
Preoperative  Evaluation  Clinic.  There  is  no 
hospital  practice,  night  or  weekend  call.  This  is 
a half-time  position;  and  the  applicant  may 
develop  the  other  half  of  practice  to  meet  his  or 
her  practice  interests  which  could  include 
staffing  a Walk-in  Clinic,  Employee  Health 
Clinic  or  development  of  a private  practice. 
Salary  negotiable  but  very  competitive 
depending  on  the  type  of  practice  developed, 
and  the  fringe  benefit  package  is  outstanding. 
Send  references  and  CV  to  David  L Draves, 
1000  North  Oak  Ave,  Marshfield,  WI  54449  or 
call  collect  7 1 5-387-5376.  6/90 

Family  practice.  Marshfield  Clinic,  a multi- 
specialty group  practice  with  nearly  350 
physicians,  is  seeking  BE/BC  family 
practitioners  to  join  expanding  regional  centers. 
Practice  opportunities  range  in  size  from  single 
specialty  groups  of  three  to  multi-specialty 
groups  of  25.  Positions  available  in  six  locations; 
two  in  northwestern  Wisconsin  within  70  and 
90  miles  of  Minneapolis;  two  in  north  central 
Wisconsin  within  80  and  90  miles  of  Lake 


Superior,  and  two  in  central  Wisconsin  within 
25  and  35  miles  of  Marshfield.  Full  specialty 
consultation  readily  available.  Positions  offer 
strong  economic  stability  combined  with 
exceptional  recreational,  cultural,  and 
educational  opportunities.  Starting  salary  up  to 
$92,160  with  salary  in  two  years  up  to  $116,400. 
Fringe  benefit  package  outstanding.  Send  CV 
and  references  to:  David  L Draves,  Director 
Regional  Development,  1000  North  Oak  Ave, 
Marshfield,  WI  54449  or  call  collect  at  715-387- 
5376.  6/90 

Orthopedic  surgeon.  A progressive  126-bed, 
two-hospital  system  is  seeking  an  orthopedic 
surgeon  to  join  an  established  practice  in  the 
Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  Must  be  BE/BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population  of 
over  45,000.  Dr  Roberts  will  guarantee  $250,000 
plus  malpractice  insurance,  office  space,  CME, 
vacation  and  relocation  expenses.  Contact  John 
Schon,  Administrator,  Dickinson  County 
Hospitals,  400  Woodward  Ave,  Iron  Mountain, 
MI  49801;  ph  906-7794500.  6-7/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practices  in  the  Iron  Mountain  area  of 
Michigan's  upper  peninsula.  Must  be  BE/BC. 
Located  100  miles  north  of  Green  Bay, 
Wisconsin,  Dickinson  County  Hospitals  has  a 
medical  staff  of  45  full-time  physicians  and  a 
total  service  area  population  of  over  45,000. 
Diagnostic  capabilities  include  a CT  scanner, 
C02  laser,  and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-4500.  6-9/90 

Emergency  medicine.  Compensation  package 
over  $1 10,000  per  year.  Career  opportunities  in 
emergency  medicine  with  company  providing 
emergency  physician  services  to  14  hospitals  in 
Iowa.  Physicians  work  as  independent 
contractors,  with  a guaranteed  hourly 
compensation,  excellent  benefit  package,  and 
paid  malpractice  insurance.  Physicians  must 
be  certified  in  ACLS  and  have  pertinent 
experience  in  emergency  medicine.  Part-time 
positions  also  available.  Please  contact  Lowell 
Sisson,  Emergency  Practice  Associates,  PO 
Box  1260,  Waterloo,  Iowa  50704  or  call  1-800- 
458-5003.  p6-8/90 

Internist  BC/BE,  to  join  a progressive  13- 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  715- 
425-6701  or  612-436-8809.  3tfn/90 
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Physicians  Exchange 

continued 

Family  practice,  internal  medicine,  and 
general  surgery  practice  opportunities.  Rural 
lake  country  community  is  seeking  the  above 
practitioners  to  join  a busy  12-physician  multi- 
specialty group.  Quality,  comfortable  living 
environment,  multiple  recreational  activities, 
fine  educational  opportunities  and  cultural 
activities  abound.  Salary  and  fringe  benefits 
very  liberal.  Send  curriculum  vitae  or  inquires 
to:  Lake  Region  Clinic,  PC,  Attn:  Joel  Rotvold, 
PO  Box  1100,  Devils  Lake,  ND  58301  or  call 
collect  at  701-662-2157  for  further  information. 

6/90 

Scenic  southern  Wisconsin  family  practice 
solo/small  group  opportunity.  Supported  by 
240-bed  hospital,  good  coverage  schedule. 
Academic  affiliation.  Near  major  cities. 
Competitive  compensation  package.  Contact 
Darell  McWilliams,  MEDIL1NE,  210  25th  Ave, 
North,  Nashville,  TN  37203;  ph  615-327-1910. 

p6-7/90 

Scenic  southern  Wisconsin  psychiatiy  solo/ 
small  group  opportunity.  Supported  by  200-bed 
hospital.  Involvement  in  existing  agency 
contracts.  Academic  affiliation.  Competitive 
compensation  package.  Contact:  Darell 
McWilliams,  MEDILINE,  210  25th  ave.  North, 
Nashville,  TN  37203;  ph  615-327-1910.  p6-7/90 

Minnesota/Wisconsin.  Dermatology,  family 
practice,  psychiatry,  surgery,  locum  tenens. 
Urban  and  rural  locations,  single  specialty  and 
multi-special  ty  groups,  strong  hospital  support 
Contact:  LifeSpan  Health  Care  Services,  800 
East  28th  St,  Minneapolis,  MN  55407;  ph  612- 
863-4193,  ask  for  Jerry  Hess.  6-8/90 


Program  director-internal  medicine 
residency.  Due  to  an  announced 
retirement,  the  Marshfield  Clinic/St 
Joseph’s  Hospital’s  Internal  Medicine 
Residency  Program  is  seeking 
applicants  for  program  director.  The 
program  is  fully  accredited  and  includes 
18  house  officers,  six  in  each  year  of 
training.  The  medical  complex  is  a 
tertiary  referral  center  comprising  the 
300+  physicians  of  Marshfield  Clinic, 
524-bed  St  Joseph’s  Hospital  and  the 
Marshfield  Medical  Research 
Foundation.  Responsibilities  include 
administration,  teaching,  and  a clinical 
practice.  Salary  commensurate  with 
credentials.  Application  deadline  is  July 
1,  1990.  For  more  information  and 
required  application  materials  to  be 
submitted  write:  Richard  D.  Sautter, 
MD,  Director  of  Medical  Education, 
Marshfield  Clinic,  1000  North  Oak  Ave, 
Marshfield,  WI  54449  or  call  715-387- 
5207.  6/90 
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Rockford  Memorial  Hospital,  a 480-bed 
tertiary  care  hospital  in  Rockford,  Illinois,  serves 
an  11-county  area  and  is  seeking  a neonatologist 
to  join  its  staff.  The  hospital’s  level  III  NICU  has 
over  500  admissions  a year.  Call  coverage  will 
be  shared  with  six  other  neonatologists.  Two 
perinatologists,  two  pediatric  intensivists  and 
over  30  pediatricians  are  currently  part  of  its 
active  staff.  An  excellent  first  year  guarantee 
and  benefits  package  are  being  offered.  Please 
call  Sandra  Otto  at  1-800-332-0488  (1-800-236- 
0488  in  Wisconsin)  for  additional  information. 

6/90 

West  Bend,  Wisconsin,  seeking  full-time  and 
part-time  emergency  physicians  for  100-bed 
hospital  35  miles  north  of  Milwaukee.  Excellent 
compensation,  malpractice  insurance  provided 
and  benefit  package  available  to  full-time  staff. 
Contact:  Emergency  Consultants,  Inc,  2240  S 
Airport  Rd,  Room  36,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800632-3496. 

p6/90 

Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  1-800253-1795  in  Michigan  1-800632- 
3496.  p6/90 

Antigo,  Wisconsin.  Seeking  director,  full-time 
and  part-time  emergency  physicians  for  low 
volume  facility  located  in  sportsman’s  paradise. 
Excellent  compensation  and  paid  malpractice 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  WI  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


Beloit  Clinic,  SC,  an  expanding  44- 
physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
general  (vascular)  surgeon,  a plastic 
surgeon,  and  a neurologist  Guaranteed 
salary  with  incentive,  plus  excellent 
fringe  benefits.  Send  CV  to  James  F. 
Ruethling,  Administrator,  Beloit  Clinic, 
SC,  1905  Huebbe  Parkway,  Beloit,  WI 
53511;  ph  608-364-2200.  5-7/90 


insurance.  Contact  Emergency  Consultants, 
Inc,  2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496.  p6/90 

General/family  practice  physician.  Immediate 
opening  in  southern  Wisconsin  for  a primary 
care  physician.  An  exceptional  solo  practice 
setting  in  a progressive  community  offering 
high  quality  for  family  living.  Terms  and 
conditions  are  negotiable.  Contact  William  J. 
Wenger  Jr,  CPBC,  7818  Big  Sky  Drive, 
Madison,  WI  53719.  p6/90 

First  care  walk-in  medical  clinic  needs  full-time 
physician  (FP,GP,DO)  for  busy,  fee-for-service 
walk-in  medical  clinic  associated  with  St 
Elizabeth  Hospital.  Enjoy  the  benefits  of  the 
Fox  River  Valley,  recreational  opportunities, 
excellent  school  systems  and  a growing 
progressive  community.  Competitive  salary 
with  incentive  bonus  plan,  liability  insurance, 
CME  paid  time  off,  6 hour  work  days,  flexible 
schedule  and  no  after-hours  call.  For  an 
opportunity  to  be  part  of  the  team,  contact: 
Medical  Director,  First  Care  Clinic,  1225  W 
Northland  Ave,  Appleton,  WI  54914;  ph  414- 
738-2005.  6-8/90 

Small  progressive  hospital  in  southwestern 
Iowa  seeking  third  family  practice  physician. 
First-year  minimum  income  guarantee  $70,000, 
plus  benefits.  Omaha,  Nebraska,  within  hour’s 
drive.  Specialists  from  Omaha  provide  clinics/ 
backup.  Call  Wanda  Parker,  800-221-4762,  or 
collect  212-599-6200,  E G Todd  Associates,  535 
Fifth  Ave,  Suite  1100,  New  York,  NY  10017. 

4- 8/90 

Radiologist  A three-man  radiology  group  is 
seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  upper  peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Spect/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  906-779-4565. 

5- 6/90 


Retiring  physician  is  selling  his  busy 
medical  center,  7,800  square  feet  Sees 
an  average  of  40  patients  daily.  Equipped 
with  8 exam  rooms,  lab,  x-ray,  and 
fluoroscopy.  Excellent  opportunity  for 
teaching  medical  students  and 
residents.  Physician  will  stay  to 
introduce  new  physician  (s) . Call  Maria 
Knavel  414-671-5410  or  414-476-8624. 

6-11/90 
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Baraboo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact: 
Thomas  Warwick,  Executive  vice  President,  St 
Clare  Hospital,  707  14th  St,  Baraboo,  W1 53913; 
608-356-5561,  ext  492.  lltfn/89 

The  Wausau  Medical  Center  is  seeking  BC/ 
BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics/Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedic 
Surgery,  Otolaryngology,  Urgent  Care  and 
Rheumatology.  Modem  clinic  facility  located 
across  the  street  from  modem  300-bed  hospital. 
Full  partnership  in  three  years.  Easy  access  to 
lakes,  woods,  and  mountains.  Write  including 
CV  to  D.K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  W1  54401.  p4tfn/88 

Maglio  & Company,  Inc,  physician  search, 
presents  excellent  practice  opportunities  in  your 
home  state  and  the  midwest  to  physicians  in  all 
specialties.  No  fees  to  physician  candidates; 
hospitals,  clinics,  etc,  pay  our  retained  fees. 
Free  CV  service.  Call  toll-free  for  more 
information,  1-800-999-4731  or  send  CV  to 
Maglio  & Company,  Inc,  450  North  Sunnyslope 
Road,  Brookfield,  WI  53005.  3tfn/90 


Primary  Care  Physician  Health 
Service  Unit  Wisconsin  Department  of 
Corrections,  Division  of  Program 
Services,  Bureau  of  Correctional  Health 
Services  is  currently  recruiting  daytime 
Primary  Care  Physicians  for  vacancies 
at  Waupun  and  Dodge  Correctional 
Institution.  The  annual  starting  salary 
effective  July  1990,  will  range  from 
$62,209  and  $84,288  depending  on 
training  and  experience.  We  offer  an 
excellent  benefit  package  consisting  of 
health  and  life  insurance,  income 
continuation  insurance,  pension  plan, 
deferred  compensation  plan,  mal- 
practice insurance  coverage  and  full 
legal  representation,  paid  vacation,  sick 
leave,  personal  and  legal  holidays.  If  you 
are  looking  for  an  exciting,  challenging 
career  change  and  a chance  to  put  your 
skills  to  work  in  an  area  that  can  really 
make  a difference  in  people’s  lives,  here 
is  your  opportunity.  For  more 
information  contact  Armond  Start,  MD, 
Medical  Director,  at  608-246-3309  or 
Barbara  Whitemore,  Bureau  Directorat 
608-246-3311.  Department  of  Cor- 
rections An  Equal  Opportunity 
Employer  4-6/90 


Internist-Great  opportunity!  Very  busy 
young  solo  internist  seeking  ambitious 
associate.  Family-oriented  community  on  Lake 
Winnebago  with  a population  of  40,000.  No 
HMOs  or  PPOs.  A unique  opportunity  for 
someone  who  is  genuinely  interested  in  internal 
medicine  and  in  its  subspecialties.  An  interest 
in  critical  care  would  be  of  importance.  Send 
CVs  to  Michael  Sergi,  MD,  14  North  Main  St, 
Fond  du  Lac,  WI  54935.  3-6/90 

Pediatrician.  115-physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of  northeastern 
Wisconsin  desires  a BC/BE  pediatrician  to  join 
department  of  17-BC/BE  pediatricians.  Two- 
year  guarantee  plus  comprehensive  benefit 
package  offered.  The  community  offers  a superb 
recreational  cultural,  and  family  environment 
in  which  to  practice.  For  information  please  call 
or  write:  Roger  Rathert,  MD,  La  Salle  Clinic, 
411  Lincoln  St,  Neenah,  WI  54956;  414-727- 
2702.  5-7/90 

Family  practice  opportunities  in  a group  setting. 
Located  in  a family  oriented  economically 
strong  small  city.  Located  near  lakes  and  metro 
area.  Contact  Andrew  V.  Lagatta,  President  & 
CEO,  Clintonville  Community  Hospital,  35  N 
Anne  St,  Clintonville,  WI  54929;  ph  715-823- 
3121.  p 1-6/90 

Two  family  practitioners  to  join  family  group 
in  Lake  Mills  on  Interstate  94  and  beautiful 
Rock  Lake  in  southern  Wisconsin.  Resort  area. 
Competitive  salary  and  fringe  benefits.  Contact 


Central  Wisconsin.  BC/BE  general 
internist  to  join  expanding  27-physician 
multi-specialty  group  with  five  internists, 
two  nephrologists,  and  one 
gastroenterologist.  Very  desirable 
university  city  with  many  outdoor 
recreational  and  cultural  amenities. 
Attractive  income  and  ownership 
arrangements.  Other  areas  of  expansion 
may  provide  opportunity  for  spouse  if 
also  a physician.  Send  CV  to: 
Administrator,  Rice  Clinic,  SC,  2501 
Main  St,  Stevens  Point,  WI  54481  or  call 
collect  715-344-4120.  5-6/90 


NEW  PHYSICIANS 
FOR  WISCONSIN 
is  seeking 

• Family  Physicians  • Pediatricians 

• Orthopedic  Surgeons  • Internists 

• General  Surgeons 

Contact:  Fred  Moskol 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 
608/273-5964 

7-1 2/89;  1-6/90 


J.P.  Wishau,  MD,  120  E Oak  St,  Lake  Mills,  WI 
53551;  ph  414-648-2391.  4-7/90 

Milwaukee  suburb.  New  and  rapidly  expanding 
multi-specialty  full-service  clinic.  Attractive 
benefits,  salary,  and  early  partnership 
opportunity.  Positions  available  in  internal 
medicine,  family  practice,  and  pediatrics.  Please 
send  CV  to  Administrator,  Park  Crest  Medical 
Clinic,  SC  2665  South  Moorland  Rd,  New  Berlin, 
WI  53151.  ltfn/90 

Minneapolis/Saint  Paul  and  surrounding 
communities  offer  practice  opportunities  for 
specialists  in  cardiology,  dermatology, 
geriatrics,  internal  medicine,  neurology, 
obstetrics  and  gynecology,  oncology, 
ophthalmology,  orthopedic  surgery,  pediatrics, 
rheumatology,  surgery,  and  locums.  Contact 
LifeSpan  Health  Care  Services,  800  East  28th 
St,  Minneapolis,  MN  55407;  ph  612-863-4193, 
ask  for  Jerry  Hess.  4-6/90 

Family  practice.  Physicians  seeking  a BE/BC 
family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  contact:  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Norway,  MI  49870;906-563-9243  or  office  906- 
563-9255.  5-7/90 


Lancaster,  Wisconsin 

Design  your  practice  and  lifestyle! 
Challenging  group  medical  practice 
seeking  three  primary  care  physicians, 
no  commuting,  leisure  activities  in  area, 
one-two  year  contract,  debt  retirement 
assistance  negotiable.  Contact;  Jean 
Fuller,  Clinic  Manager,  608-723-2131 
collect,  235  N Madison,  Lancaster,  WI 
53813.  p5-7/90 


It’s  75  degrees  and  the  skies  are  blue 
in  McAllen/Mission,  Texas,  home  of 
the  ruby  red  grapefruit,  an  hour  from 
tropical  Padre  Island  beaches.  Quality, 
well-run  outpatient  family  practice  with 
new  freestanding  office  building  and 
excellent  equipment.  Most  patients 
retired  from  north,  patient  base 
established.  Golf,  hunting,  fishing 
galore.  Neat  package  offer  available. 
Suitable  for  one  or  two  docs.  FP  or 
internal  medicine.  Full  specialty 
coverage,  large  medical  community. 
Walk  right  in  and  take  over!  Please  call 
512-631-3033  pms.  4-6/90 


298 


Wisconsin  Medical  Journal  • June  1990 


Physicians  Exchange 

continued 

BC/BE  surgeon.  General/vascular 
experience  required.  Endoscopy  and/or 
thoracic  desirable.  Multi-specialty  clinic. 
Position  available  1991.  Attractive  northeast 
Wisconsin.  Abundant  outdoor  activities  in 
family-oriented  community.  Send  CV  to  David 
Manke,  MD,  West  Side  Clinic,  SC,  PO  Box 
19070,  Green  Bay,  W1  54307.  5-8/90 

Time  for  living!  Time  for  family,  children 
traveling,  hobbies,  sports,  hiking,  music, 
boating,  art,  skiing,  community  activity. 
Madison  Ambulatory  Care  Center  outpatient 
family  practice,  occupational  health. 
Approximately  25  hours  per  week,  very  flexible 
scheduling.  Salary  $30,000  plus  paid  health, 
life,  malpractice,  401K  (total  package  worth  in 
excess  of  $40,000).  Contact  David  Goodman, 
MD,  MedicEast,  2810  East  Washington  Ave, 
Madison  53704;  ph  608-244-1213.  p5-6tfn/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
and  an  internist  with  or  without  subspecialty 
interests  to  join  a well-established  nine-man 
expanding  multi-specialty  group.  Location  is  in 
a southeastern  Wisconsin  city  of  36,000  and  a 
drawing  area  of  85,000.  240-bed  well-equipped 
hospital.  Guaranteed  salary  for  the  first  year. 
Full  status  in-service  corporation  with  shared 
overhead  and  an  incentive  oriented  formula 
after  the  first  year.  Please  contact  David 
Lawrence,  MD,  92  E Division  St,  Fond  du  Lac, 
WI 54935;  ph  414-921-0560  collect.  ltfn/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart.  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 
• General  Surgery 
• OB/GYN  • Family  Practice 
A variety  of  practice  settings— many  on  lakes. 
Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1 -800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  & ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon.  WI  53092 
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G.D. Trepanier,  MD,  481 E Division  St,  Fond  du 
Lac,  WI  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI  54022; 
ph  715-425-6701  or  612-436-8809.  3tfn/90 

A unique  opportunity.  The  Ashland  Eye 
Clinic,  SC  (founded  1965)  a well-established 
practice  located  in  beautiful  Ashland, 
Wisconsin,  on  Lake  Superior,  needs  one  BC/ 
BE  ophthalmologist  now  and  another  within 
the  next  two  to  three  years.  Competitive  salary 
plus  incentive  first  year,  then  negotiable  buy-in 
as  present  two  partners  wish  to  retire  within  five 
years.  Attractive  and  modem,  well-equipped 
building  with  new  physician-owned  optical,  well 
trained  staff  and  low  overhead.  Four  year  college 
and  vocational  college  in  Ashland  with  graduate 
programs  within  commuting  distance.  Modem, 
100-bed  hospital  with  37  physicians  on  staff. 
Great  fishing,  sailing,  skiing,  ski-flying,  and 
hunting.  Please  call  Dr  Ken  Morrow  collect 
evenings,  715-682-8146;  or  write  to  him 
enclosing  CV  at  PO  Box  233,  Ashland,  WI 
54806.  3-8/90 

Twenty-nine  physician  multi-specialty  clinic 
located  in  desirable  East  Central  Wisconsin 
location  is  seeking  board-certified  or  qualified 
orthopedic  surgeon  to  round  out  its  services. 
Lab,  x-ray,  excellent  hospital.  Liberal  guarantee 
and  benefits.  If  interested  contact  D.F.  Sweet, 
MD,  Fond  du  Lac  Clinic,  SC,  80  Sheboygan  St, 
Fond  du  Lac,  WI  54935.  9tfn/90 

Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St,  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfn/88 

Small  hospital,  45  minutes  west  of 
Minneapolis,  has  noted  geriatric  program.  First- 
year  minimum  salary  of  $50,000  plus  37% 
adjusted  revenues,  4 weeks  vacation,  2 weeks 
CME,  401  (K)  pension  plan,  malpractice. 
Lakeside  community.  Call  Wanda  Parker  at 
800-221-4762  or  collect  212-599-6200.  4-8/90 

Family  practitioner  to  associate  with  a highly 
successful  two  physician  (one  physician  near 
retirement)  rural  family  health  center  with  an 
excellent  support  staff  and  unlimited  potential. 
Complete  fee-for-service  practice  with  excellent 
hospitals  and  specialty  support  only  minutes 


away.  Guaranteed  salary,  incentives  and 
benefits  tailored  to  fit  your  needs.  Located  15 
minutes  from  a major  metropolitan  area  and  30 
minutes  from  the  joys  of  Door  County. 
Interested  physicians  please  contact  J.C. 
Majeski,  Clinic  Manager,  Luxemburg  Medical 
Clinics,  PO  Box  C,  Luxemburg,  WI  54217;  ph 
414-845-2351.  p4-6/90 

Family  practice  physicians  to  join  established 
clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Struthers  or 
Mr  Erik  Malchow  at  the  Parkers  Prairie  District 
Hospital,  Parkers  Prairie,  MN  56361;  ph  218- 
338-4011.  p3/90;4tfn/90 

Dermatology.  The  Racine  Medical  Clinic,  a 37- 
physician  multi-specialty  group  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  curriculum  vitae 
to:  R.D.  Lacock,  Administrator,  Racine  Medical 
Clinic,  3807  Spring  St,  PO  Box  085001,  Racine, 
WI  53408-5001.  4tfn/88 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact:  J. 
Linstroth,  MD,  414-835-7761.  8tfn/89 


Real  Estate 


Medical  Office,  Milwaukee,  76ih  and  Bluemound. 
Eight  exam  rooms,  three  consult,  x-ray,  minor 
surg,  phy  med,  medical  records,  two  nurses  station, 
three  bathrooms,  private  entrance,  kitchen  and 
employee  area.  All  cabinets  and  sinks  in  place. 
Available  7-1/90.  For  info  and  appointment. 
Contact  Jerry  Walsh  at  414-771-6904.  p6/90 

Professional  office  suites  for  rent.  Forest  View 
Medical  Building  now  has  space  available  due  to 
completion  of  addition.  Two  suites  of 
approximately  1700  & 1200  sq  ft  each  are  available 
for  immediate  occupancy.  Present  medical  fields 
of  specialty  represented  are  otology,  pediatrics, 
internal  medicine,  OB/GYN,  orthopaedics, 
pediatric  dentistry,  allergy,  radiology,  therapy, 
and  a pharmacy.  If  your  professional  specialty 
compliments  the  aforementioned  and  you  are  in 
need  of  a great  location  to  practice  please  call  Kay 
at  414-529-3215  or  Bob  at  414-258-4800  for  a 
personal  showing.  Forest  View  Medical  Building, 
11035  W Forest  Home  Ave,  Hales  Comers,  WI 
53130.  6/90 
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July  19,  1990:  “Current  Concepts  in  Trauma 
Care:  Farm  Medicine”  at  the  Paper  Valley  Hotel, 
Appleton.  One-day  symposium  sponsored  by 
Theda  Clark  Regional  Medical  Center.  Topics 
include  an  overview  of  agricultural 
emergencies,  extrication  of  the  farm  victim  and 
field  stabilization,  transport  and  emergency 
department  management  of  the  injured  farmer, 
toxicological  and  infectious  hazards  on  the  farm, 
hand  injuries,  replantation  and  rehabilitation. 
Faculty  are  national  renowned  experts  in  the 
fields  of  Emergency  and  Farm  Medicine:  Ted 
Halpin,  EMT-P  (New  York),  Gabriel  Martyak, 
DO  (Pennsylvania),  Dean  Stueland,  MD 
(Marshfield),  Allen  Bishop,  MD  (Rochester, 
MN),  Andrew  Haig,  MD  (Neenah).  Nominal 
fee.  Lunch  provided.  Chairperson:  Wendy  A. 
Witt,  MD.  Info:  Call  414-729-2114  or  1-800-922- 
4551.  6/90 

July  21-28,  1990:  8th  Annual  Medical 

Seminar  at  Plummer's  Great  Slave  Lake  Lodge, 
Northwest  Territories,  Canada.  Sponsored  by 
North  Memorial  Medical  Center  and  University 
of  Minnesota  Department  of  Family  Practice. 
Approved  21 1/2  CM  E credits.  Contact:  1-800- 
665-0240.  6/90 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Education 
courses  at  the  following  rates:  55  cents 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must  be 
prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  issue 
is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1 109,  Madison,  WI 53701 ; or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 
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July  26-28,  1990:  Wisconsin  Society  of 
Obstetrics  & Gynecology  Annual  Meeting, 
Embassy  Suites  Hotel,  Brookfield.  gl-6/90 

August  17-19,  1990:  National  Conference  of 
Family  Practice  Residents  and  Students,  at 
Westin  Crown  Center,  Kansas  City,  MO.  Info: 
AAFP,  8880  Ward  Parkway,  Kansas  City,  MO 
64114;  ph  1-800-274-2237,  ext  4220.  g6-7/90 

September  13-15,  1990:  Wisconsin  Society 
of  Internal  Medicine,  Concourse  Hotel, 
Madison.  gl-8/90 

September  14-16,  1990:  Wisconsin  Society 
of  Anesthesiologists,  Embassy  Suites,  Green 
Bay.  gl-8/90 

October  22-26,  1990:  the  56th  Annual  Scientific 
Assembly  of  the  American  College  of  Chest 
Physicians,  at  the  Sheraton  Centre  Hotel  and 
the  Metro  Toronto  Convention  Centre,  Toronto, 
Ontario,  Canada.  Info:  American  College  of 
Chest  Physicians,  911  Busse  Hwy,  Park  Ridge, 
IL  60068;  ph  312-698-2200.  g5-9/90 

AMA 

June  24-28,  1990:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-7,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee  at 
the  Milwaukee  Exposition  and  Convention 
Center  and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1991  - April  18-20:  Milwaukee 
Wyndham  Hotel 

1992  - April  23-25:  Milwaukee 

1993  - April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994  - April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and  Friday; 
the  first  session  of  the  House  of  Delegates 
will  convene  on  Thursday;  the  second  and 
third  on  Friday.  Scientific  programming 
will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on 

Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  WI  53701.  Local  Telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800- 
362-9080. 


December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 
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VASOTEC 


ENALAPRIL  MALEATE  I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g.,  subcutaneous 
epinepnrine  solution  1:1000  (0.3  mL  to  0.5  ml),  should  be  promptly  administered.  See  ADVERSE 
REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  OOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC 
m patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adiuslments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  tor  the  lirst  two  weeks  ol  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  if  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ot 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  the  renin-angiotensm-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  witn  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensm-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
lirst  lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>57  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  of  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patients,  but  was  not  a cause  tor  discontinuation 
Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus.  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  il  at  all.  with  VASOTEC  (See  Drug  interactions ) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormation  tor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowmg  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness.  especially  during  the  lirst  few  days  of  therapy  II 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g , sore  throat,  fever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation 
is  intended  to  aid  in  the  sale  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 
Drug  Interactions: 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  ot  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  ol  VASOTEC  is  augmenfed  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Theretore,  if  concomi- 
lant  use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodiumjncluding  ACE  inhibitors  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ot  both  drugs  ll  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy  - Category  C There  was  no  teloloxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Feloloxicily,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ot 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  but  not  at  30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  lound  to  cross  the  placenta  lollowmg  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not 


been  clearly  defined.  VASOTEC*  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
elit  justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  lollowmg  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  not  been  reported  to  atfect  fetar  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
tor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  wifh  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  Ihey  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  lollowmg  administration  ol  '*C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%).  nausea  (1  4%).  rash  (1  4%).  cough  (13%).  orthostatic  effects  (1  2%),  and  asthenia  (11%) 


ipenences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%]._hypotension  (67%).  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (2  2%),  chest  pain  (21%).  and 


HEART  FAILURE  The  most  frequent  clinical  adverse  ex| 

9%).  hypotension  (67‘ 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  latigue  (18%).  headache  (1  f" 


8%).  abdominal  pain  (1 6%).  asthenia  (1 6%),  orthosta- 
%),  nausea  (1  3%).  vomiting  (1  3%).  bronchitis  (1  3%). 
and  myocardial  infarction  (12%) 


tic  hypotension  (1 6%),  vertigo  (16%).  angina  pectoris  (1  ( 

dyspnea  (1  3%).  urinary  tract  infection  (1  3%).  rash  (1  3%).  and  myocardial  infarction  (f  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  iaundice).  melena.  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous/Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhmorrhea.  sore  throal  and  hoarseness,  asthma,  upper  respiratory  inlection 
Skin  Exloliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme.  urticaria,  pruritus,  alopecia,  (lushing,  hyperhidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
arthralgias/arthritis,  myalgias,  fever,  serosilis,  vasculitis,  leukocytosis,  eosmophilia.  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  II  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
lollowmg  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  ther- 
~ 01%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
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% ot  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine. reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  ol  patients 

i in  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately 
13  q%  and  1 0 vol  % respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  lhan 
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\ and  1 0 vol  % respectively)  occur  trequently  in  either  hypertension  or  heart  failure  patients  t 

TEC  but  are  rarely  of  clinical  importance  unless  — “■ * ■'  - 

01%  ol  patients  discontinued  therapy  due  to  anemia 
Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A tew  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Over  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypedension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  it  possmle,  be  dis- 
continued tor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) II  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  & 3 mg/dL).  the  lirst  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 


Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 


INGS and  PRECAUTIONS,  Drug  interactions ) II  possible,  Ihe  dose  of  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ot  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  Ihe  drug,  loflowmg  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  lor  the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  lyj.  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects ) Dosage 


severe  heart  failure  (NYHA  Class  IV).  patients  were  treated  with  2 5 to  40  mg  per  day  c 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics , 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 
bid,  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  time 
ol  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  mlormjion,  consult  your  MSD  Representative  or  see  Prescribing  Inlormation,  Merck 
Sharp  & Dohme,  Division  ol  Merck  & Co  . Inc  , West  Point,  PA  19486  j9VS6iR2(8i9) 
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VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  information, 
please  see  the  last  page  of  this  advertisement. 
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Opinions 


President’s  page 

An  overview  of  SMS  legislative  activities 


AS  YOU  PROBABLY  REMEMBER,  the 
state  Legislature  passed 
legislation  (AB  644  and  SB  542) 
increasing  Medicaid  payments  for 
deliveries  and  for  pediatric  visits  to 
75%  of  the  average  charge  and 
expanding  the  Healthy  Start  program 
to  include  women  and  children  up  to 
age  six  with  family  incomes  up  to 
165%  of  the  poverty  level.  They  had 
done  this  with  encouragement  by  the 
SMS  and  others,  and  with  strict 
prompting  from  the  Omnibus  Budget 
Reconciliation  Act  (OBRA)  1989 
which  mandated  that  states’  Medicaid 
payments  for  obstetric  and  pediatric 
services  be  sufficient  to  assure  that 
Medicaid  patients  have  the  same 
access  to  those  services  as  the  general 
population. 

The  governor  then  partially  vetoed 
these  two  bills,  AB  644  and  SB  542, 
placed  the  reimbursement  rates  at 
60%  for  obstetrics  and  pediatric  care 
instead  of  75%,  and  raised  the 


Research 
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Association 


eligibility  for  Healthy  Start  mothers 
to  155%  of  the  poverty  level  rather 
than  165%.  Opposition  to  these  vetoes 
from  physicians  led  to  contacts  with 
individual  legislators  to  inform  them 
of  the  increasing  difficulties  in 
providing  quality  care  at  impossibly 
low  Medicaid  rates,  and  the  returns 
on  monies  spent  for  prenatal  care  to 
avoid  the  low  birth  weight  babies 
which  are  so  expensive  to  care  for. 
The  contacts  were  worthwhile, 
legislators  listened  and  responded. 
Democratic  legislators  urged  their 
colleagues  to  override  these  vetoes. 
Republican  legislators,  reluctant  to 
break  their  4-year  record  of  sustaining 
all  the  governor’s  vetoes,  urged  the 
governor  to  provide  additional  finding 
through  administrative  means. 

On  May  15,  caucuses  of  Assembly 
legislators  and  representatives  of  the 
governor’s  office  agreed  on  a 
compromise.  Both  obstetric  and 
pediatric  rates  will  increase  to  60%  of 
charges  on  July  1,  1990,  as  per  his 
partial  veto.  The  governor  agreed  to 
raise  OB  rates  to  65%  on  Jan  1, 1991, 
and  to  provide  funds  in  the  next 
biennial  budget  to  raise  OB  and 
pediatric  rates  to  75%  of  charges  on 
July  1,  1991.  The  governor’s  partial 
vetoes  were  sustained. 

I commend  you,  my  fellow 
members  of  the  SMS,  on  a job  well 
done.  Through  your  efforts  we  have 
succeeded  in  partially  correcting  an 
unfortunate  budgetary  decision  by 
the  governor  regarding  our  patients. 


i A 


Roger  L.  von  Heimburg,  MD 

Thank  you  very  much. 

That  is  the  state  scene.  On  the 
national  scene,  we  are  continuing  to 
explore  with  federal  officials  the 
implications  of  the  new  federal 
requirements  as  they  will  be 
implemented  by  the  Health  Care 
Financing  Administration.  It  is 
heartening  that  both  our  state  and 
federal  legislators  have  recognized 
the  growing  crisis  caused  by 
inadequate  reimbursement  under 
Medicaid;  however,  much  more 
remains  to  be  done.  We’ll  keep  you 
posted. 

These  efforts  on  the  part  of  the 
State  Medical  Society  are  part  of  a 
long-range  program  to  attempt  to  be 
in  the  forefront  of  change,  and  to 
work  with  the  legislature  for  the 
enactment  of  just  medical  laws.  □ 
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Secretary’s  report 

Your  voice  was  heard 


In  years  past  the  July  issue  of  the 
Wisconsin  Medical  Journal,  now 
in  your  hands,  would  be  the  200-page 
Blue  Book  edition.  That  tradition,  as 
you  can  see,  is  no  more. 

Earlier  in  the  year,  we  surveyed 
your  opinions  regarding  the  Blue 
Book  and  Membership  Directory 
editions  of  the  WMJ,  and  your 
responses  were  unequivocal:  roughly 
three  out  of  four  of  you  have  no  use 
for  either  of  these  mammoth  issues, 
and  a quarter  of  you  favored  doing 
away  with  them  entirely.  You’ve  been 
heard  and  we’ve  responded. 

Acknowledging  the  value  of  the 
information  contained  in  the  Blue 
Book,  we  have  altered  the  way  in 
which  we  will  offer  that  information 
to  you.  As  you  can  see  from  the  issue 
you  are  now  reading,  the  July  issue 
will  become  an  annual  organizational 
issue.  In  it  you  will  find  everything 
you  need  to  know  about  the  SMS  and 
its  affiliated  organizations,  as  well  as 
reports  on  the  SMS  annual  meeting, 
and  the  regular  monthly  columns  and 
scientific  materials. 

The  legislative  and  regulatory 
material  that  was  included  in  the  old 
Blue  Book  format  will  now  be 
published  and  distributed  in  January 
of  odd-numbered  years,  which  fits 


the  cycle  of  legislative  sessions.  Of 
course,  legislative  and  regulatory 
information  that  needs  your  more 
immediate  attention  will  be  covered 
on  a timely  basis  in  Medigram  and  the 
WMJ. 

The  Membership  Directory  issue, 
which  in  the  past  was  green  and 
arrived  in  August,  has  been 
discontinued.  Instead,  starting  early 
this  fall,  SMS  members  will  be  able  to 
receive  a free  computer  directory  of 
the  SMS  membership  just  for  the 
asking.  It  won’t  be  as  slick  as  the  old 
WMJ  directory,  but  it  will  be  a little 
less  cumbersome  and  a lot  more  up 
to  date. 

The  survey  also  revealed  that 
interest  in  and  use  of  the  WMJ  is  high 
and  climbing.  The  percent  of  readers 
that  read  each  issue  cover  to  cover 
doubled  since  1988  (up  to  8%),  and 
the  percent  that  never  reads  the  WMJ 
fell  from  2%  in  1988  to  a statistically 
insignificant  0.02%  Nearly  70%  of  you 
scan  the  entire  issue  each  month, 
stopping  to  read  articles  of  particular 
interest  to  you  (up  from  58%  in  1988) , 
and  nearly  a quarter  of  you  pick  your 
articles  to  read  out  of  the  table  of 
contents. 

As  you  might  expect  from  the  times 
in  which  we  live,  the  socioeconomic 


Thomas  L.  Adams 


section  has  become  the  most  read 
portion  of  the  WMJ,  followed  by  the 
editorial  and  scientific  sections.  The 
new  public  health  column  has  proven 
to  be  a hit,  and  the  physician  briefs 
section  retains  its  popularity  after 
many,  many  years. 

In  short,  we  have  a medical  journal 
we  can  be  proud  of. 

Your  responses  to  the  survey  are  a 
tribute  to  the  work  of  the  WMJ 
Editorial  Board,  chaired  by  Dr  Richard 
D.  Sautter,  of  Marshfield,  as  well  as 
WMJ  editor  Russell  King  and  SMS 
Communications  Director  Deborah 
Wilke.  On  behalf  of  the  SMS  Board  of 
Directors,  I offer  my  congratulations 
and  thanks  to  the  editors  for  a job  well 
done. 

I also  commend  Dr  Sautter  and 
the  Editorial  Board  for  asking  you 
what  you  thought  about  the  Blue  Book 
and  Membership  Directory  editions, 
and  for  responding  positively  to  your 
opinions.  We  will  try  the  new  method 
of  publishing  this  information  for  a 
couple  of  cycles,  and  then  ask  your 
opinion  again.  Of  course,  you  need 
not  wait  for  surveys  to  respond.  This 
is  your  Society  and  we’re  here  to 
serve  you:  Drop  us  a line,  tell  us  what 
you  think.  □ 
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Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official 
policy  of  the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors’ 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
editorials  is  reserved  for  members  of  the  WMJ  editorial  board,  editorial 
associates  and  SMS  elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors’  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters  is 
open  to  the  public,  but  letters  are  limited  to  500  words  and  subject  to 
review  by  the  WMJ  editorial  board.  Write  to:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701.  □ 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H 2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID" 

nizatidine  capsules 

Grief  Summary  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  I Active  duodenal  ulcer-tot  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hrreceptor  antagonists. 
Precautions:  General-1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  lasts  -False-posibve  tests  lor  urobilinogen  with  Multisbx’ 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide.  lorazepam,  lidocaine.  phenytom,  and  warfarin,  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepabc  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d..  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- It  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntrc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo 
Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  iniury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid’  (nizatidine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potenbal  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberratron  tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  fertility  study  in  rats,  doses 
of  mzabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C — Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  bmes  the  human  dose,  heated  rabbits  had  aborbons. 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous admimshabon  to  pregnant  New  Zealand  White  rabbits,  mzabdine 
at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aorhc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
mzabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  heated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Use- Safety  and  effecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  eldedy  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  hials  of  over  1,900  nizabdine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine.  Lilly) 


Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGFT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  sigmhcandy  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS -Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocnne-Omicai  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
beated  with  mzabdine  and  another  Hrreceptor  antagonist  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental-Svieating  and  urticaria  were  reported  significantly 
more  frequently  in  mzabdine-  than  in  placebo-treated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity- As  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  Hrreceptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvrty  to  these  agents  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Otrier-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  mzabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-049310  « 1990.  EU  LILLY  AND  COMPANY 

Axid*  (nizabdine,  Lilly) 


Letters 

Injury  prevention  update 


To  the  editor:  In  the  April,  1990,  issue 
of  the  Wisconsin  Medical  Journal, 
Stephen  Hargarten,  MD,  an 
emergency  room  physician  from 
Milwaukee  and  chairperson  of  the 
Injury  Prevention  Subcommittee  of 
the  Community  Health  Planning 
Committee  of  Healthier  People  in 
Wisconsin:  A Public  Health  Agenda 
for  the  Year  2000,  pointed  out  that 
injuries  account  for  the  leading  cause 
of  death  among  young  people,  as  well 
as  the  leading  cause  of  years  of 
potential  life  lost  before  age  65.  A 
recent  report  to  Congress,  Cost  of 
Injury  in  the  United  States  states  that 
the  total  economic  cost  of  injuries  in 
1988  was  approximately  $180  billion. 

At  the  time  he  wrote  his  letter,  Dr 
Hargarten  was  correct  in  stating  that 
Wisconsin  did  not  have  a major  injury 
prevention  initiative.  However,  as  a 
result  of  bipartisan  support  in  the 
legislature,  Gov  Thompson  signed 
Wisconsin  Act  318  into  law  on  April 
26, 1990. 

This  law  will  provide  mini-grants 
to  local  health  agencies  for  conducting 
injury  prevention  campaigns  to 
promote  use  of  bicycle  helmets,  car 
seats,  safety  belts,  smoke  detectors, 


and  reduction  of  home,  school,  and 
day  care  hazards.  In  addition,  the 
formation  of  an  injury  prevention 
program  in  the  Division  of  Health  will 
improve  injury  surveillance  and 
reporting,  and  multi-agency  injury 
program  coordination  can  be 
accomplished. 

We  are  hopeful  that  cooperation 
and  collaboration  of  the  Division  of 
Health  injury  prevention  program 
with  physicians  such  as  Dr  Hargarten 
and  others  will  lead  to  improved 
participation  of  physicians  in  injury 
prevention  activities  in  Wisconsin.  We 
wish  to  thank  physicians  who 
participated  in  the  Wisconsin  public 
health  planning  activities  in  injury 
prevention  as  well  as  those  who  have 
participated  in  the  Lieutenant 
Governor’s  Trauma  and  Injury 
Prevention  Task  Force  for Wisconsin 
Children,  and  look  forward  to  your 
continuing  input. 

-Murray  L.  Katcher,  MD,  PhD 

section  chief,  Family  and 
Community  Health,  Wisconsin 
Division  of  Health,  state  maternal  and 
child  health  director,  and  clinical 
associatep  professor  of  pediatrics 
University  of  Wisconsin,  Madison  o 


Soundings 

Chronicle  of 
a Wisconsin 
Surgeon 

In  the  morning  you  try  to  write, 
yet  the  loons  are  Calling- 

Leaving  the  cool  dark 
of  the  cabin,  you  drag  your  canoe 
into  the  inky  lake.  You  slip  past 
the  docks,  your  paddle  carving 
the  water  like  a scalpel. 

When  the  pines  close  in 
you  spot  the  loons, 
black  and  white  as  typed  pages. 
You  watch  them  a long  time, 
thinking  how  Thoreau  wrote 
volumes  in  his  tiny  abode. 

That  night  you  finish  your  paper 
for  the  surgical  society. 

Leaning  over  a table  lamp, 
you  read  out  loud  to  the  airy  walls 
and  the  distant  ethereal  loons. 
-Kimberly  Ruckman,  MD 
Salt  Lake  City,  Utah 
-Submitted  by  William  0.  Myers, 
MD,  Marshfield  o 


True  advocates 

To  the  editor:  I fully  endorse 
comments  and  sentiments  of  Dr 
Roger  L von  Heimburg  in  his  address 
to  the  SMS  House  of  Delegates.  Dr 
von  Heimburg  had  rightly  challenged 
physicians  in  the  state  to  be  true 
advocates  of  our  patients.  This 
statement  cannot  be  over- 
emphasized, and  it  is  time  we,  as 


physicians,  take  a good  hard  look  at 
ourselves  and  see  how  many  of  us  are 
abandoning  the  advocacy  of  patients 
and  ethical  care  in  the  interest  of  so- 
called  market  driven  forces.  If  our 
profession  does  not  wake  up,  I’m 
afraid  it  is  doomed  to  be  relegated  to 
a second  rate  status. 

-Vinoo  Cameron,  MD 
Athens  □ 


ARE  YOU  IN  DEFAULT 
on  a student  loan? 


If  you're  in  default  on  a guaranteed 
student  loan  (FISL,  GSL,  Stafford, 
SLS,  or  PLUS  loan),  you  may  be 
eligible  to  pay  it  back  without  penalty 
or  collection  charges.  For  information 
about  this  special  program,  call  the 
guarantee  agency  that  holds  your  loan, 
or  call  the  U.S.  Department  of 
Education's  toll-free  number: 

(800)  333-INFO 


306 


Wisconsin  Medical  Journal  • July  1990 


Organizational 


SMS  officers  and  directors:  1990-1991 


Roger  L.  von  Heimburg,  MD 

Green  Bay 

President  (1990-1991) 

Dr  von  Heimburg  graduated  from 
the  Johns  Hopkins  University  School 
of  Medicine  in  Baltimore  and  had  his 
surgical  training  at  the  Mayo  Clinic 
where  he  also  served  for  2 years  as 
assistant  to  the  staff  in  surgery.  He 
was  a member  of  the  SMS  Board  of 
Directors  from  1980  to  1989,  serving 
as  vice  chair  from  1983  to  1987  and 
chair  from  1987  to  1989.  Dr  von 
Heimburg  was  president  of  the  Brown 
County  Medical  Society  in  1986.  He 
is  currently  the  president  of  the 
Wisconsin  Chapter  of  the  American 
College  of  Surgeons  and  also  serves 
on  the  Council  of  the  Wisconsin 
Surgical  Society.  In  addition,  he  is 


chair  of  the  SMS  Blue  Ribbon  Task 
Force  on  Alternatives  to  the  Tort 
System  and  a member  of  the  State 
Board  of  Health  Care  Information. 

Cyril  (Kim)  M.  Hetsko,  MD 
Madison 

President  elect  (1990-1991) 

Dr  Hetsko  graduated  from  the 
University  of  Rochester  School  of 
Medicine  and  completed  his 
internship  and  residency  at  the 
University  of  Wisconsin  Hospitals. 
He  has  been  a member  of  the  Dean 
Medical  Center  since  1975  and  is  a 
clinical  associate  professor  of 
medicine  at  the  University  of 
Wisconsin,  Madison.  Dr  Hetsko  is 
active  in  the  Wisconsin  Society  of 
Internal  Medicine,  serving  as 


Roger  L.  von  Heimburg,  MD  Cyril  (Kim)  Hetsko,  MD 
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president  from  1987-1988.  He  is  chair 
of  the  Task  Force  on  AIDS  and 
alternate  delegate  to  the  AMA.  He 
was  vice  speaker  of  the  SMS  House 
of  Delegates;  a member  of  the  Task 
Force  on  RBRVS,  Strategic  Planning 
Committee,  and  Task  Force  on 
Physician  Discipline  and  Review;  and 
chair  of  the  Finance  Committee.  He 
is  chair  of  the  Department  of  Medicine 
at  St  Mary’s  Hospital  Medical  Center, 
Madison,  a member  of  its  Medical 
Staff  Executive  and  Infection  Control 
committees,  as  well  as  a member  of 
its  Institutional  Review  Board.  He  has 
received  the  Presidential  Award  from 
the  Dane  County  Medical  Society  and 
the  SMS  Meritorious  Service  Award. 
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Thomas  L.  Adams 

Madison 

Secretary  and  General  Manager 
(1990-1991) 

Thomas  L.  Adams  was  named 
secretary-general  manager  of  the  SMS 
in  1987.  Adams  was  director  of  the 
Washington,  DC,  office  of  the 
American  Society  of  Anesthesiol- 
ogists prior  to  joining  the  Society  in 
1986  as  secretary-general  manager 
designate.  Adams  served  as  assistant 
executive  director  and  lead  lobbyist 
for  the  North  Carolina  Medical 


Society  from  1978  until  1983,  when 
he  joined  the  anesthesiology  group. 
Adams  graduated  from  Lenoir  Rhyne 
College  in  Hickory,  NC. 

Pauline  M.  Jackson,  MD 

La  Crosse 

Treasurer  (1990-1991) 

Dr  Jackson  graduated  from  Stanford 
University  Medical  School  and  served 
her  internship  at  Charles  T.  Miller 
Hospital  in  St  Paul,  Minn.  Board 
certified  in  psychiatry,  she  completed 
her  residency  at  the  Cleveland 
Psychiatric  Institute.  Dr  Jackson  was 


a member  of  the  SMS  Board  of 
Directors  for  10  years,  and  is  a 
member  of  the  Mental  Health 
Committee.  She  served  as  president 
of  the  La  Crosse  County  Medical 
Society  from  1984-1985,  and  as 
secretary  of  the  Wisconsin  Psychiatric 
Association  (president  in  1987-1989). 
Dr  Jackson  served  on  the  board  of 
directors  of  the  Gundersen  Clinic  and 
as  chief  of  staff  at  Lutheran  Hospital 
in  La  Crosse. 
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Group  Major  Medical  Insurance  Plan 


Endorsed  for  members  of 
the  State  Medical  Society 
by  SMS  Services,  Inc. 


Underwritten  Bv: 

WPS 


You  Pay 
Your  Chosen 
Annual  Deductible* 
on  covered  charges 


The  Plan 

then  pays  80%  of  next  $2,500 
of  covered  charges 


A 


Next  the  Plan  then  pays 

100%  of  covered  charges  incurred  during  the  balance  of  the  calendar  year 
subject  to  the  $1,000,000  lifetime  maximum  benefit  per  person 


‘The  deductible  is  per  person  per  calendar  year  with  a family  maximum  of  two  times  the  per  person  deductible. 


• Free  Choice  of  Physician 

• Guarantee  Issue  for  New  SMS  Members 
Provided  They  Enroll  When  First  Eligible 

• Deductible  Choices:  A.  Physicians  $500  or  $1,000; 

B.  Employees  $100,  $500  or  $1,000 

• Personal  Service 

• Competitive  Rates 

Call  us 

Administered  By: 

SMS  Services,  Inc. 


P.O.  Box  1109,  Madison,  WI  53701  • Phone  608/257-6781  or  Toll-Free  1-800-362-9080 


George  R.  Schneider,  MD 


William  J.  Listwan,  MD 


Continued  from  page  308 

William  L.  Treacy,  MD 

Milwaukee 

Immediate  Past  President  (1990-1991) 
Dr  Treacy  graduated  from  Marquette 
University  School  of  Medicine  in  1957. 
An  internist-rheumatologist,  he 
served  an  internship  at  St  Joseph’s 
Hospital  in  St  Paul,  and  a residency  at 
the  Mayo  Clinic  in  Rochester.  Dr 
Treacy  is  an  active  staff  member  and 
past  chief  of  the  Department  of 
Internal  Medicine  at  St  Joseph’s 
Hospital  in  Milwaukee.  He  is  also  an 
assistant  clinical  professor  at  the 
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Huron  L.  Ericson,  MD 


Thomas  A.  Reminga,  MD 


Medical  College  of  Wisconsin  and  a 
past  president  of  the  Wisconsin 
Society  of  Internal  Medicine.  He 
served  as  a District  1 delegate  to  the 
SMS  from  1979  to  1988  and  was  a 
member  of  the  Physicians  Alliance 
Commission  from  1978  to  1981.  Dr 
Treacy  also  served  as  chair  of  the 
Wisconsin  Physicians  Political  Action 
Committee  (WISPAC)  Board  of 
Directors  for  5 years  and  has  been  a 
member  of  the  SMS  Medical  Liability 
Committee. 


Richard  H.  Strasshurger,  MD 


Marcia  J.  S.  Richards,  MD 


Richard  G.  Roberts,  MD 

Madison 

Speaker,  House  of  Delegates  (1989- 
1991) 

Dr  Roberts  graduated  from  George 
Washington  University  Medical 
School  in  Washington,  DC.  He  is  an 
assistant  professor  of  family  medicine 
at  the  University  of  Wisconsin, 
Madison.  Dr  Roberts  is  vice  chair  of 
the  SMS  Medical  Liability  Committee 
and  a member  of  the  Blue  Ribbon 
Task  Force  on  Alternatives  to  the 
Tort  System.  He  was  first  elected 
speaker  of  the  House  in  1987.  He  also 
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Frank  Urban,  MD 


Timothy  G.  McAvoy,  MD 


serves  on  the  American  Academy  of 
Family  Physicians’  Finance  Commit- 
tee and  the  Task  Force  on  Clinic 
Policies  for  Patient  Care.  He  is 
president  of  the  Wisconsin  Academy 
of  Family  Physicians.  In  addition,  Dr 
Roberts  serves  as  an  SMS  represen- 
tative on  the  board  of  governors  of 
the  Patients  Compensation  Fund  and 
the  Wisconsin  Health  Care  Liability 
Insurance  Plan. 


Raymond  C.  Zastrow,  MD 


Charles  E.  Pechous,Jr,  MD 


Kenneth  I.  Gold,  MD 

Beloit 

Vice  speaker,  House  of  Delegates 
(1990-1992) 

Dr  Gold,  whose  specialty  is  internal 
medicine,  graduated  from  the  State 
University  of  New  York-Downstate. 
He  completed  a residency  in  internal 
medicine  at  University  Hospital  in 
Columbus,  Ohio,  and  a fellowship  in 
psychiatry  and  medicine  at  Strong 
Memorial  Hospital,  Rochester,  NY. 
He  is  chair  of  the  SMS  Commission 
on  Continuing  Medical  Education, 
and  an  editorial  associate  of  the 


John  E.  Ridley,  III,  MD 


William  L.  Kopp,  MD 


Wisconsin  Medical  Journal.  He  served 
as  president  of  the  Rock  County 
Medical  Society  and  is  president  elect 
of  the  Beloit  Memorial  Hospital 
medical  staff.  He  is  a member  of  the 
Wisconsin  Society  of  Internal 
Medicine,  having  served  as  president 
1980-1981.  He  is  a member  of  the 
American  College  of  Physicians, 
Wisconsin  Chapter  and  serves  as 
secretary.  He  also  is  a member  of  the 
Wisconsin  Society  of  Internal 
Medicine,  having  served  as  president 
1980-1981. 
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Richard  H.  Ulmer,  MD 

Marshfield 

Chair,  Board  of  Directors 
Director,  District  4 
(1989-1992) 

Dr  Ulmer  was  elected  to  the  Board  of 
Directors  in  1986  and  served  as  vice 
chair  from  1987  to  1989.  A graduate  of 
the  Stritch  School  of  Medicine  at 
Loyola  University  in  Chicago,  he 
specializes  in  internal  medicine  and 
cardiovascular  diseases.  He  com- 
pleted a rotating  internship  and 
residency  at  the  University  of  Chicago 
Hospital.  He  was  a member  of  the 
House  of  Delegates’  Nominating 
Committee  from  1978  to  1980  and 
has  served  as  an  alternate  delegate  to 
the  AMA  since  1983.  He  is  a past 
president  of  the  Wood  County 
Medical  Society. 

Robert  F.  Purtell,  Jr,  MD 

Milwaukee 

Director,  District  1 (1989-1992) 

A family  physician,  Dr  Purtell 
graduated  from  Marquette  University 
School  of  Medicine  (now  the  Medical 
College  of  Wisconsin)  in  Milwaukee 
and  served  an  internship  at 
Misericordia  Hospital.  He  completed 
a residency  at  St  Joseph’s  Hospital, 
also  in  Milwaukee.  Dr  Purtell  was  a 
member  of  the  SMS  Physicians 
Alliance  Commission  from  1977  to 


Peter  L.  Eichman,  MD 


1989,  serving  as  chair  for  the  last  4 
years.  He  is  also  active  in  the  American 
Academy  of  Family  Physicians 
(AAFP)  and  will  serve  as  an  SMS 
alternate  delegate  to  the  AMA 
beginning  in  1991.  He  is  a member  of 
the  Wisconsin  delegation  to  the  AAFP, 
a past  president  of  the  Wisconsin 
Academy  and  a past  president  of  the 
Marquette-Medical  College  of 
Wisconsin  Medical  Alumni 
Association. 

George  R.  Schneider,  MD 
West  Allis 

Director,  District  1 (1989-1991) 

A specialist  in  internal  medicine,  Dr 
Schneider  graduated  from  Marquette 
University  School  of  Medicine  (now 
the  Medical  College  of  Wisconsin)  in 
Milwaukee  and  served  an  internship 
at  the  University  of  Missouri  Medical 
Center  in  Columbia.  He  also 
completed  a residency  at  the  Medical 
College.  Dr  Schneider  is  a member  of 
the  American  Society  of  Internal 
Medicine  and  the  American  College 
of  Physicians. 

Huron  L.  Ericson,  MD 

Racine 

Director,  District  1 (1990-1993) 

A specialist  in  orthopedic  surgery,  Dr 
Ericson  graduated  from  North- 
western University  Medical  School 
in  Chicago.  He  served  on  the  ad  hoc 


Sandra  L.  Osborn,  MD 


Committee  on  Young  Physicians 
before  the  Young  Physicians  Section 
to  the  AMA  was  established.  He 
served  as  president  of  the  Racine 
County  Medical  Society  in  1982. 

Richard  H.  Strassburger,  MD 

Milwaukee 

Director,  District  1 (1988-1991) 

Dr  Strassburger  received  his  medical 
degree  from  St  Louis  University.  A 
specialist  in  neurosurgery,  he  served 
an  internship  at  Milwaukee  County 
Hospital  and  residencies  at 
Milwaukee  County  Hospital  and  the 
University  of  Minnesota.  Dr 
Strassburger  is  also  a director  of  the 
Milwaukee  County  Medical  Society. 

William  J.  Listwan,  MD 

West  Bend 

Director,  District  1 (1990-1993) 

Dr  Listwan  graduated  from  Marquette 
University  School  of  Medicine  (now 
the  Medical  College  of  Wisconsin) 
and  specializes  in  internal  medicine. 
He  has  served  as  a member  of  the 
Physicians  Alliance  Commission  and 
chair  of  the  Medical  Liability 
Committee.  He  has  been  a member 
of  the  Board  of  Directors  since  1984. 

Thomas  A.  Reminga,  MD 

Milwaukee 

Director,  District  1 (1989-1992) 

Dr  Reminga,  whose  specialty  is 
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emergency  medicine,  graduated  from 
the  University  of  Michigan  Medical 
School.  He  was  a member  of  the  SMS 
Health  Planning  Commission,  has 
served  as  an  alternate  delegate  to  the 
SMS  and  is  currently  a member  of  the 
Finance  Committee.  He  has  served 
as  president  of  the  Medical  Society  of 
Milwaukee  County  and  served  as 
secretary-treasurer  of  that  organi- 
zation in  1983-1984. 

Marcia  J.S.  Richards,  MD 

Milwaukee 

Director,  District  1 (1990-1993) 

Dr  Richards  received  her  medical 
degree  from  the  University  of 
Wisconsin  Medical  School  in  Madison 
and  completed  an  internship  and  a 
residency  at  University  Hospitals.  A 
board-certified  specialist  in 
therapeutic  radiology,  she  is  currendy 
director  of  Radiation  Oncology  at  St 
Luke’s  Medical  Center  in  Milwaukee 
and  is  the  president  of  the  Medical 
Society  of  Milwaukee  County.  She 
has  also  served  as  secretary-treasurer 
of  the  organization  and  is  a past 
president  of  the  Wisconsin  Society  of 
Radiation  Oncologists.  Dr  Richards 
has  been  a delegate  to  the  SMS  since 
1983.  She  is  active  in  the  Wisconsin 
Division  of  the  American  Cancer 
Society,  having  served  as  chair  of  its 
Breast  Cancer  Detection  Awareness 


John  D.  Wegenke,  MD 
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Project  and  as  a member  of  its  board 
of  directors. 

Frank  Urban,  MD 

Milwaukee 

Director,  District  1 (1990-1993) 

Dr  Urban  graduated  from  the 
University  of  Wisconsin  Medical 
School  and  completed  his 
dermatology  residency  at  the  Mayo 
Foundation  in  Rochester,  Minn.  He 
is  a past  president  of  the  Wisconsin 
Dermatological  Society  and  is  active 
in  the  Medical  Society  of  Milwaukee 
County  and  the  American  Academy 
of  Dermatology.  He  also  served  on 
the  SMS  Task  Force  on  Health  Care 
for  the  Uninsured.  Dr  Urban  received 
the  Civic  Leadership  Award  at  the 
annual  meeting  held  in  April  1990.  Dr 
Urban  is  also  a Wisconsin  state 
legislator,  having  been  elected  to  the 
Wisconsin  Assembly  in  1989. 

Raymond  C.  Zastrow,  MD 
Milwaukee 

Director,  District  1 (1989-1992) 

Dr  Zastrow,  who  specializes  in  clinical 
pathology,  graduated  from  Marquette 
University  School  of  Medicine  (now 
the  Medical  College  of  Wisconsin). 
He  served  on  the  SMS  Physicians 
Alliance  Commission  from  1977  to 
1989  and  is  a member  of  the  Wisconsin 
Physicians  Political  Action  Committee 


Jan  E.  Erlandson,  MD 


(WISPAC)  Board  of  Directors.  He 
served  as  chair  of  the  SMS  bylaws 
committee,  a member  of  the  Finance 
Committee  and  was  an  alternate 
delegate  to  the  AMA  in  1983-1984.  Dr 
Zastrow  has  also  served  on  the  SMS 
ad  hoc  committee  on  the  Health  Policy 
Agenda  for  the  American  People 
(HPA). 

John  E.  Ridley,  III,  MD 

Milwaukee 

Director,  District  1 (1990-1993) 

Dr  Ridley,  an  ophthalmologist, 
graduated  from  the  University  of 
Indiana  School  of  Medicine.  His 
residency  was  completed  at  the 
Veteran’s  Administration  Hospital  in 
Wood,  Wis.  Dr  Ridley  served  as  a 
captain  in  the  US  Air  Force  from  1961- 
1963.  He  is  a member  of  the 
Milwaukee  Ophthalmology  Society 
and  the  American  Academy  of 
Ophthalmology. 

Timothy  G.  McAvoy,  MD 

Waukesha 

Director,  District  1 (1990-1993) 

Dr  McAvoy  graduated  from  New  York 
Medical  College.  Specializing  in 
internal  medicine  and  emergency 
medicine.  Dr  McAvoy  served  his 
internship  at  Boston  City  Hospital. 
His  residency  was  completed  at 
Boston  City  Hospital  and  the 
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University  of  Wisconsin  Hospital  and 
Clinics  in  Madison,  Wis.  He  is  vice 
president  of  the  Waukesha  County 
Medical  Society  and  has  been  a 
member  if  the  Physicians  Alliance 
Commission  since  1987. 

Charles  E.  Pechous  Jr,  MD 

Kenosha 

Director,  District  1 (1990-1993) 

Dr  Pechous,  a family  practitioner  and 
general  surgeon,  graduated  from 
Loyola-Stritch  School  of  Medicine. 
His  internship  and  residency  were 
completed  at  Cook  County  Hospital 
in  Chicago.  Currently,  he  is  the 
medical  director  at  St  Catherine’s 
Hospital  in  Kenosha.  He  is  a member 
of  the  American  College  of  Surgeons 
and  the  Wisconsin  Chapter  of  the 
American  College  of  Surgeons. 

William  L.  Kopp,  MD 

Madison 

Director,  District  2 (1989-1991) 

Dr  Kopp  was  elected  to  the  Board  of 
Directors  in  1989.  Board-certified  in 
internal  medicine  and  allergy  and 
immunology,  he  received  his  medical 
degree  from  the  University  of 
Michigan  in  Ann  Arbor  and  served  an 
internship  at  St  Luke’s  Hospital  in 
Cleveland.  He  completed  a residency 
and  a fellowship  at  the  University  of 
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Michigan.  Dr  Kopp  is  a fellow  in  the 
American  Academy  of  Allergy  and 
Immunology  and  the  American 
College  of  Physicians.  He  is  also  a 
past  president  of  the  Dane  County 
Medical  Society. 

Peter  L.  Eichman,  MD 

Madison 

Director,  District  2 (1990-1993) 

Dr  Eichman,  whose  specialties  are 
neurology  and  internal  medicine, 
graduated  from  the  Jefferson  Medical 
College  in  Philadelphia.  He  served  as 
dean  of  the  University  of  Wisconsin 
Medical  School  in  Madison  from  1965 
to  1970.  He  also  served  as  deputy 
director  of  the  Federal  Bureau  of 
Health  Manpower  Education  and  was 
a member  of  the  SMS  Committee  on 
Mental  Health.  In  addition,  Dr 
Eichman  has  served  as  chair  of  the 
Task  Force  on  Physician  Review  and 
Discipline  and  he  was  a member  of 
the  Commission  on  Health  Planning. 
He  was  president  of  the  Dane  County 
Medical  Society  in  1983-1984. 

Sandra  L.  Osborn,  MD 

Madison 

Director,  District  2 (1988-1991) 

Dr  Osborn,  whose  specialty  is 
pediatrics,  graduated  from  the 
University  of  Wisconsin  Medical 
School  in  Madison.  She  served  as 


Robert  J.  Jaeger,  MD 


president  of  the  Dane  County  Medical 
Society  in  1982-1983.  She  has  also 
served  on  the  SMS  Committee  on 
Women  Physicians,  the  House  of 
Delegates  Nominating  Committee, 
the  Credentials  Committee  and  the 
Reference  Committee  on  Scientific 
Affairs.  Dr  Osborn  also  served  on  the 
Ad  Hoc  Committee  on  Child  Abuse 
and  Neglect. 

James  J.  Tydrich,  MD 

Richland  Center 

Director,  District  2 (1988-1991) 

Dr  Tydrich  has  been  a District  2 
director  since  1981.  A 1962  graduate 
of  the  University  of  Wisconsin 
Medical  School  in  Madison,  he  has 
been  a family  physician  in  Richland 
Center  since  1963.  He  served  on  the 
SMS  Committee  on  Cancer,  from  1971 
to  1974  and  currently  serves  on  the 
Finance  and  House  of  Delegates 
Nominating  committees.  He  served 
as  president  of  Richland  County 
Medical  Society  in  1965  and  1974. 

John  D.  Wegenke,  MD 

Madison 

Director,  District  2 (1989-1992) 

Dr  Wegenke,  whose  specialty  is 
urology,  graduated  from  the 
University  of  Wisconsin  Medical 
School  in  Madison.  He  served  an 
internship  at  San  Joaquin  General 
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Harry  J.  Zemel,  MD 


Stephen  D.  Hathway,  MD 


Donn  D.  Fuhrmann,  MD 


Hospital  in  Stockton,  Calif,  and 
internships  in  general  surgery  and 
urology  at  University  Hospital  and 
Clinics  in  Madison.  He  is  an  editorial 
associate  for  the  Wisconsin  Medical 
Journal. 

Jan  E.  Erlandson,  MD 

Monroe 

Director,  District  2 (1990-1991) 

Dr  Erlandson  graduated  from  the 
University  of  Wisconsin  Medical 
School  in  Madison,  and  served  his 
internship  at  Cincinnati  General 
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Hospital  in  Cincinnati.  His  internal 
medicine  residency  was  completed 
at  the  University  of  Wisconsin 
Hospitals  and  Clinics.  He  served  in 
the  US  Army  from  1969-1972.  He  was 
chief  medical  resident  at  the 
Middleton  Veterans  Administration 
Hospital  in  Madison,  before 
establishing  a medical  practice  at  the 
Monroe  Clinic.  Dr  Erlandson  has 
served  as  a member  of  the  SMS  Task 
Force  on  Medical  Manpower  and  the 
SMS  Health  Planning  Commission. 


John  E.  Kraus,  MD 


Jack  M.  Lockhart,  MD 

La  Crosse 

Director,  District  3 (1989-1992) 

A specialist  in  rheumatology,  Dr 
Lockhart  graduated  from  Harvard 
Medical  School  and  served  an 
internship  at  University  Hospitals  of 
Cleveland.  He  also  completed 
fellowships  at  the  University  of 
Minnesota  Medical  School  in 
Minneapolis.  Dr  Lockhart  has  served 
as  a delegate  to  the  SMS  and  as  a 
member  of  the  Nominating 
Committee.  He  also  served  on  the 
SMS  Physicians  Alliance  Commission 
for  9 years  and  is  a member  of  the 
SMS  Finance  Committee  and  the 
Executive  Committee  of  the  La  Crosse 
County  Medical  Society. 

William  E.  Raduege,  MD 

Woodruff 

Director,  District  4 (1989-1992) 

Dr  Raduege  was  first  elected  to  the 
Board  of  Directors  in  1986.  A family 
practitioner,  he  graduated  from  the 
University  of  Wisconsin  Medical 
School  in  Madison.  He  served  as  a 
member  of  the  SMS  Commission  on 
Mediation  and  Peer  Review  for  9 years 
and  has  been  a delegate  from  Oneida- 
Vilas  County  Medical  Society  since 
1977. 

Continued  on  next  page 
315 


Continued  from  preceding  page 
Robert  J.  Jaeger,  MD 
Stevens  Point 
District  4 (1988-1991) 

Dr  Jaeger  is  a specialist  in  obstetrics 
and  gynecology.  He  attended  the 
University  of  Wisconsin  Medical 
School  and  served  an  internship  and 
residency  at  Milwaukee  County 
General  Hospital.  Dr  Jaeger  is  an 
assistant  clinical  professor  in  the 
Department  of  Obstetrics  and 
Gynecology  at  the  Medical  College 
of  Wisconsin  and  serves  on  the  board 
of  directors  of  the  University  of 
Wisconsin  Medical  Alumni 
Association.  He  is  chair  of  the  SMS 
Committee  on  Maternal  and  Child 
Health. 

James  L.  Basiliere,  MD 

Oshkosh 

Director,  District  5 (1989-1992) 

Dr  Basiliere  was  first  elected  to  the 
Board  of  Directors  in  1986.  A board- 
certified  specialist  in  internal 
medicine,  Dr  Basiliere  graduated 
from  the  University  of  Wisconsin 
Medical  School  in  Madison  and 
served  an  internship  and  a residency 
at  the  San  Diego  Naval  Hospital.  He 
is  a past  president  of  the  Winnebago 
County  Medical  Society,  past 
president  of  the  Fox  Valley  Academy 
of  Medicine  and  past  secretary  of  the 


Philip  J.  Happe,  MD 
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Oshkosh  Area  Physicians 
Association.  Dr  Basiliere  has  been  a 
member  of  the  Board  of  Directors  of 
the  Wisconsin  Medical  Alumni 
Association  since  1988. 

Donn  D.  Fuhrmann,  MD 

New  London 

Director,  District  5 (1990-1993) 

A board-certified  family  practice 
specialist.  Dr  Fuhrmann  graduated 
from  the  University  of  Wisconsin 
Medical  School  in  Madison,  and 
served  an  internship  there  as  well. 
He  served  a residency  at  St  Luke’s 
Hospital  in  Milwaukee.  Dr  Fuhrmann 
is  chief  of  the  medical  staff  at  the  New 
London  Family  Medical  Center  and 
is  also  an  assistant  clinical  professor 
at  the  UW  Medical  School.  He  has 
been  secretary  of  the  Waupaca  County 
Medical  Society  since  1982. 

Harry  J.  Zemel,  MD 

Fond  du  Lac 

Director,  District  5 (1988-1991) 

Dr  Zemel  was  first  elected  to  the 
Board  in  1987.  He  graduated  from 
the  University  of  Missouri  School  of 
Medicine  and  specializes  in 
pathology.  Dr  Zemel  has  been  chair 
of  the  Finance  Committee  since  1989 
and  was  president  of  the  Fond  du  Lac 
County  Medical  Society  in  1979. 


Marwood  E.  Wegner,  MD 


Stephen  D.  Hathway,  MD 

Green  Bay 

Director,  District  6 (1989-1992) 
Apathologist,  Dr  Hathway  graduated 
from  the  Indiana  University  School  of 
Medicine  in  Indianapolis  and 
completed  an  internship  and 
residency  at  the  South  Bend  Medical 
Foundation  in  South  Bend,  Ind.  Dr 
Hathway  is  a member  of  the  SMS 
Health  Care  Financing  and  Delivery 
Committee  and  served  on  the 
Committee  on  Alcoholism  and  Other 
Drug  Abuse.  He  is  also  a past  secretary 
of  the  Brown  County  Medical  Society. 

Joseph  C.  DiRaimondo,  MD 

Manitowoc 

Director,  District  6 (1988-1991) 

Dr  DiRaimondo  has  served  on  the 
Board  of  Directors  since  1985.  A 
specialist  in  orthopedic  surgery,  he 
graduated  from  Washington 
University  Medical  School  in  St  Louis 
and  served  an  internship  and 
residency  at  University  Hospital  and 
Clinics.  He  served  on  the  SMS 
Physicians  Alliance  Commission  from 
1977  to  1990  and  is  a past  president  of 
the  Washington  County  Medical 
Society. 


Robert  L.  Sellers,  MD 
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John  E.  Kraus,  MD 

Marinette 

Director,  District  6 (1989-1992) 

Dr  Kraus  has  been  a member  of  the 
Board  of  Directors  since  1986.  A 
specialist  in  internal  medicine,  he 
graduated  from  the  University  of 
Buffalo  School  of  Medicine.  He  served 
an  internship  at  the  Millard  Fillmore 
Hospital  in  Buffalo  and  residencies  in 
nephrology  at  Millard  Fillmore, 
Georgetown  University  Hospital,  and 
the  Cleveland  Clinic. 

Philip  J.  Happe,  MD 

Eau  Claire 

Director,  District  7 (1988-1991) 

A specialist  in  internal  medicine,  Dr 
Happe  graduated  from  Creighton 
University  Medical  School  in  Omaha, 


Neb,  and  served  an  internship  at 
Ancker  and  St  Paul  Ramsey  hospitals 
in  St  Paul,  Minn.  He  completed  a 
residency  at  Creighton  University 
Affiliated  Hospital.  He  is  a past 
president  of  the  Eau  Claire-Dunn- 
Pepin  County  Medical  Society.  Dr 
Happe  was  first  elected  to  the  Board 
of  Directors  in  1985  and  serves  on  the 
Finance  Committee. 

Marwood  E.  Wegner,  MD 

St  Croix  Falls 

Director,  District  7 (1989-1992) 

Dr  Wegner  has  been  a member  of  the 
Board  of  Directors  since  1983.  A 
graduate  of  the  University  of 
Minnesota  School  of  Medicine,  he 
specializes  in  family  practice.  He 
served  an  internship  at  the  US  Public 


Health  Service  in  Staten  Island,  NY. 
Dr  Wegner  has  served  on  the  SMS 
Committee  on  Alcoholism  and  Other 
Drug  Abuse. 

Robert  L.  Sellers,  MD 

Superior 

Director,  District  8 (1990-1993) 

Dr  Sellers  graduated  from  the 
University  of  Illinois  School  of 
Medicine  and  is  in  family  practice.  He 
is  a member  of  the  SMS  Finance  and 
Executive  committees  and  also  serves 
on  the  Wisconsin  Physicians  Political 
Action  Committe  _ WISPAC)  Board 
of  Directors.  In  addition,  Dr  Sellers  is 
a past  president  of  the  Douglas  County 
Medical  Society.  □ 
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SMS  commissions,  committees  and  task  forces: 
1990-1991 


The  following  is  a list  of  SMS  committees,  commissions 
and  taskforces,  and  their  members  for  1990-1991.  The 
original  year  of  each  member’s  appointment,  as  well  as 
the  expiration  of  his  or  her  term,  at  the  annual  meeting 
of  the  year  designated  appears  with  each  member’s 
name.  Chairs  of  commissions  and  committees  are 
appointed  for  1-year  terms  by  the  Board  of  Directors. 
Vice  chairs  are  elected  at  the  first  meeting  of  each 
commission  and  committee  following  the  annual 
meeting.  This  issue  of  the  WMJ  is  prepared  prior  to 
most  of  these  elections;  therefore,  some  commissions 
and  committees  will  not  include  these  designations. 


Commissions 

Continuing  Medical  Education 

This  commission  shall  consist  of  up  to  20  appointed 
members  and  the  deans  of  the  two  medical  schools  in 
Wisconsin,  or  their  designees,  with  vote.  It  shall  be 
responsible  for  all  matters  relating  to  the  whole 
continuum  of  medical  education,  ie,  medical  school 
and  residency  training  as  well  as  lifetime  medical 
learning  (continuing  medical  education).  In  addition, 
it  shall  be  responsible  for  liaison  with  the  medical 
schools  in  Wisconsin,  their  students,  residents,  fellows 
and  departments  of  continuing  medical  education; 
liaison  with  specialty  societies  in  the  achievement  of 
these  goals;  liaison  with  the  Commission  on  Mediation 
and  Peer  Review  and  the  Ad  Hoc  Committee  on  Health 
Planning  for  purposes  of  implementing  continuing 
medical  education  programs  related  to  responsibilities 
and  activities  of  these  two  groups;  and  the  scientific 
program  of  the  annual  meeting.  It  shall  be  responsible 
for  accreditation  of  continuing  medical  education  in 
hospitals  and  other  institutions  or  organizations  within 
the  state,  but  shall  not  be  responsible  for  accreditation 
of  continued  medical  education  within  the  state’s 
medical  schools. 

Dianne  L.  Zwicke,  MD,  Milwaukee,  1987/1988-1991 
Kenneth  I.  Gold,  MD,  Beloit,  1982/1988-1991,  chair 
Fred  A Melms,  Jr,  MD,  Madison,  1988/1988-1991 
Charles  E.  Fenlon,  MD,  Appleton,  1988/1988-1991 
Larry  D.  Bucshon,  MD,  Milwaukee,  1990/1990-1991 
Elizabeth  T.  Sanfelippo,  MD,  Fond  du  Lac,  1990/1990- 
1991 

Warren  J.  Holtey,  MD,  Marshfield,  1990/1990-1992 
L.  Cass  Terry,  MD,  Milwaukee,  1990/1990-1992 
Bradley  G.  Garber,  MD,  Fairchild,  1989/1989-1992 
J.  David  Lewis,  MD,  West  Bend,  1983/1989-1992 
Joseph  J.  Mazza,  MD,  Marshfield,  1981/1989-1992 


Kathy  P.  Belgea,  MD,  Wausau,  1984/1989-1992 
Walter  J.  Vallejo,  MD,  La  Crosse,  1988/1990-1993 
John  W.  Beasley,  MD,  Madison,  1988/1990-1993 
Charles  E.  Holmburg,  MD,  Menomonee  Falls,  1984/ 
1990-1993 

Edward  Zupanc,  MD,  Monroe,  1986/1990-1993 
George  Nemec,  Jr,  MD,  Woodruff,  1987/1990-1993 
Benson  L.  Richardson,  MD,  Green  Bay,  1984/1990- 
1993 

Medical  school  deans’  designees: 

Thomas  C.  Meyer,  MD,  UW-Madison 

Sam  Romeo,  MD,  Medical  College  of  Wisconsin 

Staff  support:  Division  of  Communications 


Mediation  and  Peer  Review 
This  commission  shall  receive,  investigate,  and  seek 
to  resolve  differences  between  physicians  and  patients 
or  other  complainants,  or  between  physicians,  on 
matters  relating  to  quality  of  care,  and  professional 
ethics.  When  necessary,  it  shall  initiate  disciplinary  or 
other  action  as  appropriate.  It  shall  serve  as  the  Society’s 
advisory  body  to  private  or  governmental  organizations 
on  matters  affecting  medical  peer  review  including 
utilization  review,  appropriateness  of  care,  and  quality 
assurance.  It  shall  advise  and  consult  with  component 
societies  on  issues  of  peer  review,  mediation,  ethics, 
and  discipline  in  concert  with  members  of  the  Board  of 
Directors.  It  shall  serve  as  the  initial  appellate  body  for 
peer  review  and  mediation  issues  that  are  appealed 
from  local  committees  of  component  societies.  It  shall 
coordinate  the  impaired  physician  program. 

Albert  H.  Adams,  MD,  Milwaukee,  1980/1988-1991, 
chair 

DomenickS.  Bruno,  MD,  Milwaukee,  1980/1988-1991 
George  A Pagels,  MD,  Marshfield,  1988/1988-1991 
Charles  S.  Geiger,  Jr,  MD,  West  Bend,  1982/1988- 
1991 

Dorothy  V.  Skye,  MD,  Rhinelander,  1985/1988-1991 
William  V.  Dovenbarger,  MD,  Marshfield,  1985/1988- 
1991 

James  P.  Long,  MD,  Beloit,  1987/1988-1991 
Margaret  V.  Nelson,  MD,  Madison,  1987/1988-1991 
John  W.  Faber,  MD,  Neenah,  1986/1989-1992 
James  E.  Gutenberger,  MD,  Madison,  1986/1989-1992 
David  R.  LeCloux,  MD,  Racine,  1986/1989-1992 
Joseph  R.  Wilczynski,  MD,  Racine,  1987/1989-1992 
Robert  T.  Cooney,  MD,  Portage,  1982/1989-1992 
Frederick  W.  Blancke,  MD,  Madison,  1987/1989-1992 
Lyle  L.  Olson,  MD,  Darlington,  1985/1989-1992 
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Robert  M.  Green,  MD,  La  Crosse,  1990/1990-1992 
Richard  C.  Zimmerman,  MD,  Milwaukee,  1984/1990- 
1993 

Michael  J.  O’Neill,  MD,  Green  Bay,  1987/1990-1993 
Gay  R.  Anderson,  MD,  Neenah,  1987/1990-1993 
Philip  J.  Dougherty,  MD,  Menomonee  Falls,  1987/ 
1990-1993 

Santiago  L.  Yllas,  MD,  Racine,  1987/1990-1993 
David  A.  Satchell,  MD,  Manitowoc,  1990/1990-1993 
Joseph  C.  Tiffany,  II,  MD,  Racine,  1990/1990-1993 
Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 
Wisconsin  Association  of  Osteopathic  Physicians  and 
Surgeons 

Coordinating  Council  on  Physician  Impairment 
Gerald  C.  Kempthome,  MD,  Spring  Green 
Roland  E.  Herrington,  MD,  Wauwatosa 
Arthur  G.  Norris,  MD,  Wauwatosa  (SMS) 

Ann  Neviaser,  Madison,  public  member 
Michael  P.  Mehr,  MD,  Marshfield 
Arlen  R.  Delp,  DO,  New  Berlin  (MEB) 

Managing  Committee,  Statewide  Impaired  Physician 
Program 

Gerald  C.  Kempthome,  MD,  Spring  Green 
Fred  H.  Koenecke,  Jr,  MD,  Madison 
Arthur  G.  Norris,  MD,  Wauwatosa 


Michael  M.  Miller,  MD,  Madison 
Wesley  E.  McNeal,  MD,  Green  Bay 
Pauline  M.  Jackson,  MD,  La  Crosse 
Co-medical  directors,  SIPP: 

Roland  E.  Herrington,  MD,  Wauwatosa,  ex  officio 
David  G.  Benzer,  DO,  Wauwatosa 

Medicaid  Medical  Audit  Committee 
R.  Marshall  Colburn,  MD,  Oregon 
John  A.  DeGiovanni,  MD,  Prairie  du  Sac 
Richard  W.  Edwards,  MD,  Richland  Center 
Charles  S.  Geiger,  Jr,  MD,  West  Bend 
John  P.  Hartwick,  MD,  Milwaukee 
Gerald  C.  Kempthome,  MD,  Spring  Green 
John  J.  Kief,  MD,  Rhinelander 
D.  Mark  Lochner,  MD,  Waupaca 
Virgil  L.  Sharp,  DO,  Waterloo 
G.  John  Weir,  Jr,  MD,  Marshfield 
Alfred  D.  Dally,  MD,  Madison 
Philip  J.  Dougherty,  MD,  Menomonee  Falls 

Staff  support:  Office  of  Legal  Services 

Physicians  Alliance 

This  commission  shall  plan,  organize,  and  implement 
programs  to  protect  and  preserve  the  legislative, 


Awarded  4 Chef  Rating 
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Italian  dining  in  a rave  review!  The  Milwaukee 
Journal ’s  food  editor  bestowed  a 4 chefs  rating 
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Dining  Out  article  on  January  25,  1987,  Voted 
Best  Italian  Restaurant  since  1985. 
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Elegant  Dining  Fine  Wines 
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Dr  Roger  von  Heimburg  (r)  is  sworn  in  as  the  new  SMS  president  by  Dr 
Richard  Ulmer  (l) , chair  of  the  SMS  Board  of  Directors. 


socioeconomic,  and  political  interests  of  the  members 
of  the  State  Medical  Society  of  Wisconsin.  The 
commission  shall  analyze  state  and  federal  legislation 
and  administrative  rules  and  policies,  and  recommend 
to  the  Board  of  Directors  specific  actions  and  positions 
designed  to  carry  out  this  responsibility.  The 
commission  shall  also  inform  the  membership  of  the 
Society  regarding  proposed  legislation  and  other  public 
policy  initiatives,  seek  the  enactment  of  legislation  for 
the  best  interests  of  the  public,  scientific  medicine,  and 
the  medical  profession,  and  promote  and  encourage 
Society  members  to  be  politically  active  individually 
and  collectively.  This  commission  shall  act  to  protect 
the  socioeconomic  interests  of  the  Society  membership 
in  public  and  private  health  care  delivery  systems  and 
recommend  to  the  Board  of  Directors  specific  strategies 
and  efforts  to  achieve  this  purpose.  This  commission 
shall  consist  of  members  appointed  by  the  Board  of 
Directors  in  a number  deemed  sufficient  to  execute 
the  responsibilities  delegated  to  the  commission. 
Membership  on  the  commission  shall  also  include  a 
representative  from  each  of  the  specialty  sections  of 
the  Society,  subject  to  approval  by  the  Board  of 
Directors.  These  representatives  shall  be  appointed 
by  the  sections  annually,  and  shall  have  the  right  to 
vote  on  all  matters  before  the  commission.  The 
president,  president-elect,  immediate  past  president, 
and  chair  of  the  Board  of  the  Society  shall  serve  as  ex 


officio  members  of  the  commission  with  vote. 

John  C.  Oujiri,  MD,  Ashland,  1982/1988-1991 
Michael  C.  Reineck,  MD,  West  Bend,  1984/1988- 
1991,  chair 

C.  Peter  Erskine,  MD,  Madison,  1988/1988-1991 
Bruce  A Kraus,  MD,  Columbus,  1988/1988-1991 
Charles  L Steidinger,  MD,  Platteville,  1983/1988-1991 
Gregory  B.  Buck,  MD,  Wauwatosa,  1990/1990-1991 
Miguel  T.  Galang,  Jr,  MD,  Milwaukee,  1987/1988- 
1991 

Michael  J.  Kryda,  MD,  Marshfield,  1989/1989-1992 
Larry  M.  Ojeda,  MD,  Beloit,  1989/1989-1992 
Joseph  E.  Trader,  MD,  Manitowoc,  1989/1989-1992 
Pauline  M.  Jackson,  MD,  La  Crosse,  1989/1989-1992 
Carl  S.  Eisenberg,  MD,  Milwaukee,  1984/1989-1992, 
vice  chair 

Michael  P.  Mehr,  MD,  Marshfield,  1985/1989-1992 
Bernard  F.  Micke,  MD,  Madison,  1986/1989-1992 
Vernon  N.  Dodson,  MD,  Madison,  1985/1990-1993 
Ronald  L.  Harms,  MD,  Shawano,  1985/1990-1993 
DeLore  Williams,  MD,  Elm  Grove,  1985/1990-1993 
Timothy  G.  McAvoy,  MD,  Waukesha,  1987/1990-1993 
Steven  K Dankle,  MD,  Milwaukee,  1990/1990-1993 
Robert  M.  Stem,  MD,  Milwaukee,  1990/1990-1993 
L.  Cass  Terry,  MD,  Milwaukee,  1990/1990-1993 
Mark  H.  Andrew,  MD,  Viroqua,  1990/1990-1993 
John  N.  Katrana,  La  Crosse,  WMGMA  representative 
Jeri  Cushman,  Racine,  Auxiliary 
Ex  officio  members: 

President  Roger  L.  von  Heimburg,  MD,  Green  Bay 
President-elect  Cyril  M.  Hetsko,  MD,  Madison 
Immediate  Past  President  William  L.  Treacy,  MD, 
Milwaukee 

Chair  of  the  SMS  Board  Richard  H.  Ulmer,  MD, 
Marshfield 

Section  representatives 

Anesthesiology:  John  F.  Kreul,  MD,  Madison 
Emergency  medicine:  C.  Peter  Erskine,  MD,  Madison 
Family  physicians:  Jack  Strong,  MD,  Mauston 
Internal  medicine:  Susan  L.  Turney,  MD,  Marshfield 
Neurology:  Gamber  F.  Tegtmeyer,  Jr,  MD,  Madison 
Neurosurgery:  Mohammed  Rafiullah,  MD,  Racine 
Ophthalmology:  Peter  J.  McCanna,  MD,  Madison 
Orthopaedic:  Robert  O.  Buss,  MD,  Brookfield 
Otolaryngology:  Richard  K.  Louden,  MD,  Sheboygan 
Pediatrics:  Ordean  L.  Torstenson,  MD,  Madison 
Physical  medicine  and  rehabilitation:  Donna  D. 
Davidoff,  MD,  Mequon 

Preventive  medicine:  Constantine  Panagis,  MD, 
Milwaukee 

Radiology:  Robert  E.  Dumin,  MD,  Madison 
(Other  section  representatives  to  be  appointed.) 

Staff  support:  Division  of  Public  Affairs  and  Division  of 
Medical  Policy  and  Practice 
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Public  Information 

This  commission  shall  be  concerned  about  the 
members  of  this  Society  and  their  image  with  the 
public.  It  shall  plan  and  execute  programs  of  effective 
public  information  and  health  education,  assist 
component  societies  in  the  conduct  of  similar  programs, 
and  develop  effective  media  relations. 

Benjamin  C.  Wedro,  MD,  La  Crosse,  1987/1988-1991 
Jefferson  F.  Ray  III,  MD,  Marshfield,  1985/1988-1991 
Irwin  J.  Bruhn,  MD,  Walworth,  1983/1989-1992,  chair 
Alan  H.  Cherkasky,  MD,  Kaukauna,  1983/1989-1992 
Timothy  T.  Flaherty,  MD,  Neenah,  1986/1989-1992 
Charles  N.  Kagen,  MD,  Appleton,  1989/1989-1992 
Fred  J.  Bartizal,  Jr,  MD,  Neenah,  1988/1990-1993 
Michael  K.  Augustson,  MD,  Beaver  Dam,  1988/1990- 
1993 

Arthur  G.  Barbier,  MD,  La  Crosse,  1984/1990-1993 
Paul  D.  Nelsen,  MD,  Green  Lake,  1984/1990-1993 
Don  Anderson,  medical  student,  UW-Madison 
Jean  Lawrence,  Fond  du  Lac,  Auxiliary 

Staff  support:  Division  of  Communications 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  shall  be  the  official 
journal  of  the  Society.  An  editorial  board  consisting  of 
the  medical  editor  as  chair  and  no  less  than  six  additional 
members  shall  be  responsible  for  all  scientific  and 
editorial  materials  in  the  journal.  An  editorial  director, 
serving  as  chair  of  a group  of  no  less  than  five  editorial 
associates,  shall  be  responsible  for  regularly  providing 
items  of  editorial  opinion  for  publication  in  the  editorial 
pages  of  the  journal. 

Richard  D.  Sautter,  MD,  Marshfield,  1990/1990-1991, 
chair  and  medical  editor 

George  W.  Kindschi,  MD,  Monroe,  1982/1988-1991 
Andrew  B.  Crummy,  Jr,  MD,  Madison,  1985/1988- 
1991 

Jeffrey  H.  Lamont,  MD,  Wausau,  1989/1989-1992 
J D Kabler,  MD,  Madison,  1989/1989-1992 
Richard  A Reinhart,  MD,  Marshfield,  1989/1989-1992 
Thomas  H.  Cogbill,  MD,  La  Crosse,  1987/1990-1993 
Fredric  L Hildebrand,  MD,  Menasha,  1987/1990-1993 
Victor  S.  Falk,  MD,  Edgerton,  medical  editor  emeritus 

Editorial  associates: 

(Appointed  annually  by  Board  of  Directors.) 

Richard  D.  Sautter,  MD,  Marshfield 
Russell  F.  Lewis,  MD,  Marshfield 
Kenneth  I.  Gold,  MD,  Beloit 
John  P.  Mullooly,  MD,  Milwaukee 
John  D.  Wegenke,  MD,  Madison 

Staff  support:  Division  of  Communications 


Committees 

Aging,  Extended  Care  Facilities,  and  Home  Health 
Care 

This  committee  shall  be  concerned  about  the  process 
of  aging  and  means  to  achieve  the  best  possible  health 
care  for  the  aged,  including  nursing  home  care  and 
home  care. 

Roland  R.  Liebenow,  MD,  Lake  Mills,  1982/1988-1991 
Edward  0.  Lukasek,  MD,  Sparta,  1988/1988-1991 
Paul  E.  Hankwitz,  MD,  Milwaukee,  1985/1988-1991 
Richard  S.  Kane,  MD,  Milwaukee,  1989/1989-1991, 
vice  chair 

Donald  R.  Beaver,  DO,  Elm  Grove,  1989/1989-1991 
Gary  A Schmidt,  MD,  Manitowoc,  1989/1989-1991 
Kay  E.  Jewell,  MD,  Madison,  1982/1989-1992,  chair 
Joseph  E.  Powell,  MD,  New  Richmond,  1987/1989- 

1992 

Ricardo  M.  Rustia,  MD,  Kenosha,  1985/1989-1992 
William  C.  Nietert,  MD,  Wausau,  1986/1989-1992 
Bruce  A Kraus,  MD,  Columbus,  1990/1990-1992 
Mark  A Sager,  MD,  Madison,  1990/1990-1993 
Robert  E.  Phillips,  MD,  Marshfield,  1982/1990-1993 
Edward  R.  Winga,  MD,  La  Crosse,  1982/1990-1993 
Thomas  H.  Williams,  MD,  Mukwonago,  1987/1990- 

1993 

John  C.  Heffelfinger,  MD,  Nekoosa,  1987/1990-1993 
Ronald  Menaker,  Marshfield,  WMGMA  representative 
Joan  Janssen,  Mequon,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Alcoholism  and  Other  Drug  Abuse 

This  committee  shall  be  concerned  about  prevention, 
treatment,  and  rehabilitation  for  persons  affected  by 
alcoholism  and  any  other  type  of  drug  abuse. 

John  R.  Gladieux,  MD,  Milwaukee,  1988/1988-1991 


The  Green  Bay  East  High  School  pep  band  entertained  at  the  annual 
meeting. 
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David  Benzer,  DO,  Wauwatosa,  1985/1988-1991,  chair 
Edward  0.  Lukasek,  MD,  Sparta,  1986/1988-1991 
David  R.  Downs,  MD,  Dodgeville,  1985/1989-1992 
Samuel  R.  McCreadie,  MD,  Milwaukee,  1986/1989- 
1992 

Thomas  H.  Peterson,  MD,  Wausau,  1989/1989-1992 
Anne  M.  G.  Schierl,  MD,  Stevens  Point,  1989/1989- 

1992 

Harry  M.  McCormick,  MD,  Wauwatosa,  1987/1990- 

1993 

Fred  H.  Koenecke,  Jr,  MD,  Madison,  1990/1990-1993, 
vice  chair 

Michael  M.  Miller,  MD,  Madison,  1990/1990-1993 
Raymond  W.  Moy,  MD,  Milwaukee,  1990/1990-1993 
Michael  G.  Deeken,  MD,  Wauwatosa,  1990/1990-1993 
Frank  P.  Furlano,  MD,  La  Crosse,  1990/1990-1993 
Sherry  Stormo,  Fond  du  Lac,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Environmental  and  Occupational  Health 

This  committee  shall  be  concerned  with  the  health 
and  safety  of  persons  in  relation  to  their  environment, 
including  matters  relating  to  occupational  and  rural 
health. 

Vernon  N.  Dodson,  MD,  Madison,  1980/1988-1991 
Larry  A.  Lindesmith,  MD,  La  Crosse,  1980/1988-1991, 
chair 

Charles  W.  Fishburn,  MD,  New  Berlin,  1981/1988- 

1991 

Paul  F.  Durkee,  MD,  Janesville,  1985/1988-1991 
James  T.  Paloucek,  MD,  Milwaukee,  1985/1988-1991 
Charles  A.  Capasso,  MD,  Neenah,  1986/1988-1991, 
vice  chair 

Samuel  Idarraga,  MD,  Marshfield,  1988/1989-1992 
Carl  Zenz,  MD,  West  Allis,  1986/1989-1992 
William  W.  Greaves,  MD,  Milwaukee,  1986/1989-1992 
Sridhar  V.  Vasudevan,  MD,  Milwaukee,  1989/1989- 

1992 

James  L.  Basiliere,  MD,  Oshkosh,  1989/1989-1992 
Jane  Sliwinski,  MD,  Green  Bay,  1990/1990-1992 
J.  Steven  Moore,  MD,  Brookfield,  1985/1990-1993 
Erwin  S.  Huston,  MD,  Milwaukee,  1982/1990-1993 
Raymond  R.  Johnson,  MD,  Wauwatosa,  1984/1990- 

1993 

Alfred  S.  Gima,  MD,  Milwaukee,  1990/1990-1993 
Robert  E.  Bonner,  MD,  Madison,  1990/1990-1993 
JohnT.  Bolger,  MD,  Waukesha,  1990/1990-1993 
Brian  D.  Wake,  MD,  Sturgeon  Bay,  1990/1990-1993 
Susan  M.  Abell,  Kenosha,  WMGMA  representative 
Betty  Kuplic,  Sheboygan,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Health  Care  Financing  and  Delivery  Committee 

This  committee  shall  be  concerned  about  all  aspects  of 
health  care  financing  and  delivery  systems,  including 
managed  health  care  plans,  and  shall  promote  an 
ongoing  dialogue  on  these  issues  with  business, 
industry,  labor  and,  when  appropriate,  government 
agencies. 

Richard  H.  Christenson,  MD,  Milwaukee,  1986/1988- 
1991 

Carleton  B.  Davis,  Jr,  MD,  Monroe,  1986/1988-1991 
Norman  J.  Schroeder,  II,  MD,  Green  Bay,  1989/1989- 
1991 

Guenther  P.  Pohlmann,  MD,  Milwaukee,  1989/1989- 
1991 

Alfred  D.  Dally,  MD,  Madison,  1989/1989-1991 
Raymond  R.  Johnson,  MD,  Wauwatosa,  1982/1988- 

1991 

Stephen  D.  Hathway,  MD,  Green  Bay,  1986/1989- 

1992 

Warren  H.  Williamson,  MD,  Racine,  1984/1989-1992 
Kermit  L.  Newcomer,  MD,  La  Crosse,  1987/1989- 
1992,  chair 

Jerry  M.  Ingalls,  MD,  Monroe,  1989/1989-1992 
Michael  J.  Brennan,  MD,  Milwaukee,  1990/1990-1992 
Paul  G.  Harkins,  MD,  Marshfield,  1990/1990-1992 
Russell  F.  Lewis,  MD,  Madison,  1982/1990-1993 
William  C.  Miller,  MD,  Wausau,  1982/1990-1993 
Richard  A.  Ellingstad,  MD,  Burlington,  1988/1988 

1993 

Kay  E.  Jewell,  MD,  Madison,  1990/1990-1993 
Michael  J.  Wempe,  MD,  Kenosha,  1990/1990-1993 
Rudolf  W.  Link,  MD,  Lodi,  1990/1990-1993 
Joan  Albian,  Milwaukee,  WMGMA  representative 
Erik  Gundersen,  medical  student,  UW 

Medical  Assistance  Technical  Advisory  Committee 
(subcommittee) 

Richard  H.  Christenson,  MD,  Milwaukee 

Russell  F.  Lewis,  MD,  Madison 

Guenther  P.  Pohlmann,  MD,  Milwaukee 

Warren  H.  Williamson,  MD,  Racine,  chair 

Jack  Strong,  MD,  Mauston 

Kevin  Hayden,  Superior,  Mariner  Medical  Clinic 

Tom  Blinn,  Madison,  Physicians-Plus  Medical  Group 

Christine  Nye,  Madison,  DHSS 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Maternal  and  Child  Health 

This  committee  shall  be  concerned  about  all  aspects  of 
health  in  pregnancy,  childbirth  and  children,  with 
special  emphasis  on  the  reduction  of  maternal  mortality 
and  the  prevention  of  disease  or  disability  in  children. 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.  ” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  vour  area.  We 
will  never  waver  from  this  commitment. 
Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


W Far  ii  cctiV  r,'  P ucy e si  ct  >■ 1 v at  r 

Seri'ing  Wisconsin  Physicians  Since  191). 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Hoad.  Elm  Grove,  WI  53122,  (414)  784-5780 


Charles  A Hammond,  MD,  Neenah,  1985/1988-1991 
Perry  A Henderson,  MD,  Madison,  1985/1988-1991 
John  D.  Kenny,  MD,  Madison,  1988/1988-1991 
James  A Meyer,  MD,  Marshfield,  1988/1988-1991 
Murray  L.  Katcher,  MD,  PhD,  Madison,  1988/1988- 

1991 

Robert  J.  Koontz,  MD,  Reedsburg,  1987/1989-1992 
Joanne  A Selkurt,  MD,  Whitehall,  1981/1989-1992 
Stephen  C.  Caselton,  MD,  Marinette,  1986/1989-1992 
Jerome  H.  Gundersen,  MD,  La  Crosse,  1989/1989- 

1992 

OrdeanLTorstenson,  MD,  Madison,  1989/1989-1992 
Robert  J.  Jaeger,  MD,  Stevens  Point,  1984/1990-1993, 
chair 

Patricia  M.  Barwig,  MD,  Milwaukee,  1990/1990-1993 
Robert  H.  Perelman,  MD,  Madison,  1990/1990-1993 
Tom  Murwin,  medical  student,  UW 
Roberta  Baldwin,  Watertown,  Auxiliary 

Study  Committee  on  Maternal  Mortality  Survey 
Gloria  M.  Halverson,  MD,  Waukesha,  chair 
Perry  A Henderson,  MD,  Madison 
Frederick  J.  Hofmeister,  MD,  Wauwatosa 
Stanley  A Korducki,  MD,  Milwaukee 
Ronald  W.  Olson,  MD,  Madison 
Herbert  F.  Sandmire,  MD,  Green  Bay 
Everett  A Beguin,  MD,  La  Crosse 
John  E.  Inman,  MD,  Monroe 
Robert  J.  Jaeger,  MD,  Stevens  Point 
Bernard  B.  Poeschel,  MD,  Eau  Claire 
E.  Howard  Theis,  MD,  Fond  du  Lac 
James  A Meyer,  MD,  Marshfield 
Dorothy  V.  Skye,  MD,  Rhinelander 
Dennis  Worthington,  MD,  Milwaukee 
Richard  C.  Brown,  MD,  Eau  Claire,  emeritus 


Dr  Paul  Wertsch  joined  in  the  debate  on  the  floor  of  the  SMS  House  of 
Delegates  1990  session. 


Staff  support:  Division  of  Medical  Policy  and  Practice 


Medical  Liability 

The  purpose  of  this  committee  shall  be  to  monitor 
current  liability  developments  and  to  examine  a series 
of  options  and  alternatives  relative  to  a long-range 
solution  of  the  medical  liability  problems,  reporting  to 
the  Board  of  Directors. 

J.  David  Lewis,  MD,  West  Bend,  1987/1988-1991 
Lucille  B.  Glicklich,  MD,  Milwaukee,  1987/1988-1991 
Thomas  M.  Kidder,  MD,  Milwaukee,  1987/1988-1991, 
chair 

Michael  C.  Reineck,  MD,  West  Bend,  1987/1988-1991 
W.  Stuart  Sykes,  MD,  Madison,  1987/1988-1991 
S.  Marshall  Cushman,  Jr,  MD,  Racine,  1988/1988- 

1991 

Luther  M.  Strayer,  III,  MD,  Neenah,  1989/1989-1991 
Charles  F.  Dungar,  MD,  Appleton,  1987/1989-1992 
C.  Robert  Jackson,  MD,  Madison,  1987/1989-1992 
Sidney  E.  Johnson,  MD,  Marshfield,  1987/1989-1992 
Matthew  A Meyer,  MD,  Pewaukee,  1987/1989-1992 
Richard  G.  Roberts,  MD,  Madison,  1987/1989-1992, 
vice  chair 

Steven  L.  Lawrence,  MD,  Milwaukee,  1989/1989-1992 
Joseph  C.  DiRaimondo,  MD,  Manitowoc,  1990/1990- 

1992 

Bruce  B.  Berry,  MD,  Milwaukee,  1989/1990-1993 
Jerome  W.  Fons,  Jr,  MD,  Greenfield,  1989/1990-1993 
William  J.  Listwan,  MD,  West  Bend,  1987/1990-1993 
James  J.  Logan,  MD,  Mauston,  1987/1990-1993 
Herbert  F.  Sandmire,  MD,  Green  Bay,  1987/1990- 

1993 

Edward  Zupanc,  MD,  Monroe,  1987/1990-1993 
Aice  Soule,  Madison,  WMGMA  representative 
Julie  Ericson,  medical  student,  UW-Madison 
Jackie  Dungar,  Appleton,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Medicine,  Religion  and  Ethics 
This  committee  shall  be  concerned  about  the  medical- 
spiritual  values  of  health  care,  the  bioethical  aspects  of 
medical  practice,  and  the  development  of  closer 
relationships  between  physicians  and  clergy  to  permit 
discussion  of  common  problems  in  the  total  treatment 
and  care  of  patients;  and  to  clarify  the  relationship 
between  ethics  and  science  in  medicine. 

Arthur  G.  Barbier,  MD,  La  Crosse,  1988/1988-1991 
James  V.  Seegers,  MD,  Elkhom,  1982/1988-1991 
John  B.  Weeth,  MD,  La  Crosse,  1982/1988-1991,  chair 
Maureen  Murphy-Greenwood,  MD,  Wisconsin  Dells, 
1985/1988-1991 
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Rodney  Sorensen,  DO,  Marshfield,  1987/1988-1991 
Scott  S.  Erickson,  MD,  Marshfield,  1987/1988-1991 
John  K Scott,  MD,  Madison,  1990/1990-1991 
Richard  J.  Thurrell,  MD,  Madison,  1990/1990-1992 
John  W.  Faber,  MD,  Neenah,  1982/1989-1992 
G.  Daniel  Miller,  MD,  Dousman,  1982/1989-1992 
Donald  P.  Davis,  MD,  Milwaukee,  1987/1989-1992 
David  J.  Matteucci,  MD,  Kenosha,  1989/1989-1992 
David  J.  Deubler,  MD,  Kiel,  1989/1989-1992 
Nancy  K.  France,  MD,  Milwaukee,  1990/1990-1992 
J D Kabler,  MD,  Madison,  1990/1990-1993 
Charles  L.  Junkerman,  MD,  Milwaukee,  1990/1990- 
1993 

John  C.  Jordan,  MD,  Richland  Center,  1985/1990-1993 
Gilbert  J.  Nock  Jr,  MD,  Milwaukee,  1985/1990-1993 
Philip  H.  Utz,  MD,  La  Crosse,  1987/1990-1993 
James  E.  Glasser,  MD,  La  Crosse,  1987/1990-1993 
John  P.  Mullooly,  MD,  Milwaukee,  1989/1990-1993 
Miep  Kempthome,  Spring  Green,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Membership  (ad  hoc) 

This  committee  shall  function  as  a sounding  board  for 
programs,  plans,  strategies  to  address  expansion  of 
SMS  membership,  as  well  as  to  evaluate  membership 
campaigns  and  existing  SMS  programs.  It  reports  to 
the  Board  of  Directors. 

Timothy  T.  Flaherty,  MD,  Neenah,  chair 

Richard  D.  Fritz,  MD,  Milwaukee 

Harry  J.  Zemel,  MD,  Fond  du  Lac 

Carlos  A.  Jaramillo,  MD,  Monroe 

John  A.  Nemec,  La  Crosse,  WMGMA  representative 


Mental  Health 

This  committee  shall  be  concerned  with  all  aspects  of 
mental  health  as  an  equal  part  of  the  patient’s  total  well- 
being. 

William  W.  Garitano,  MD,  Marshfield,  1979/1988- 
1991 

Donald  L.  Feinsilver,  MD,  Milwaukee,  1985/1988- 
1991 

Wess  R.  Vogt,  MD,  Milwaukee,  1985/1988-1991 
Kevin  J.  Fullin,  MD,  Kenosha,  1988/1988-1991 
Pauline  M.  Jackson,  MD,  La  Crosse,  1989/1989-1992 
Margaret  J.  Seay,  MD,  Oshkosh,  1985/1989-1992 
Peter  L.  Eichman,  MD,  Madison,  1982/1989-1992 
Rudolf  W.  Link,  MD,  Madison,  1983/1989-1992,  chair 
Laurens  D.  Young,  MD,  Milwaukee,  1987/1989-1992 
Christina  C.  Keppel,  MD,  Milwaukee,  1989/1990-1993 
Robert  B.  Shapiro,  MD,  Madison,  1983/1990-1993 
Robert  E.  O’Connor,  MD,  Madison,  1990/1990-1993 


Gov  Tommy  Thompson  signed  several  health  care  bills  into  law  at  the 
SMS  1990  annual  meeting.  Dr  Kenneth  Viste,  Jr,  is  seated  left  of  the 
governor.  Standing  (l  to  r)  are:  Fred  Moskol;  Kim  Hetsko,  MD;  Roger 
von  Heimburg,  MD;  Frank  Urban,  MD;  Richard  Roberts,  MD;  Thomas 
Adams;  and  William  Treacy,  MD. 


Katie  Webster,  La  Crosse,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


Safe  Transportation 

This  committee  shall  be  concerned  about  the  health 
and  safety  of  all  who  may  be  affected  by  the  use  of 
vehicles  of  transportation  on  land,  water,  or  in  the  air. 
Stephen  W.  Hargarten,  MD,  Milwaukee,  1985/1988- 
1991,  chair 

Susan  Kinast-Porter,  MD,  Monroe,  1985/1988-1991 
Raymond  E.  Skupniewicz,  MD,  Racine,  1990/1990- 
1991 

John  C.  Heffelfinger,  MD,  Nekoosa,  1983/1989-1992 
Richard  D.  Lindgren,  MD,  Madison,  1986/1989-1992 
Thomas  J.  Luetzow,  MD,  Larsen,  1986/1989-1992 
Ralph  F.  Hudson,  MD,  Eau  Claire,  1989/1990-1993 
Kathryn  P.  Nichol,  MD,  Madison,  1982/1990-1993 
Sherri  Bush,  Beaver  Dam,  Auxiliary 

Staff  support:  Division  of  Medical  Policy  and  Practice 


School  Health 

This  committee  shall  be  concerned  about  maintaining 
and  improving  the  health  of  those  attending  the  public 
or  private  schools  of  this  state,  including  matters  related 
to  athletics. 

Conrad  L.  Andringa,  MD,  Madison,  1982/1988-1991, 
chair 

Charles  H.  Miller,  III,  MD,  La  Crosse,  1988/1988-1991 
Louis  J.  Ptacek,  MD,  Marshfield,  1988/1988-1991 
James  S.  Janowiak,  MD,  Merrill,  1985/1988-1991 
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Roy  E.  Buck,  MD,  Oshkosh,  1983/1989-1992 
Natalie  L.  Gehringer,  MD,  Menasha,  1986/1989-1992 
Patricio  F.  Viemes,  MD,  Brookfield,  1987/1989-1992 
Victoria  A.  Vollrath,  MD,  Madison,  1989/1989-1992 
Rolf  L.  Simonson,  MD,  Sheboygan,  1982/1990-1993 
Jeffrey  H.  Lamont,  MD,  Wausau,  1987/1990-1993 
Paul  F.  Dvorak,  MD,  Madison,  1990/1990-1993 
Mary  Smigielski,  Milwaukee,  Auxiliary 
Sherry  Stormo,  Fond  du  Lac,  Auxiliary 

WIAA  Medical  Advisory  Committee 
Conrad  L.  Andringa,  MD,  Madison,  chair 
James  H.  DeWeerd,  Jr,  MD,  Stevens  Point 
Frederick  W.  Gissal,  MD,  Wisconsin  Dells 
Ronald  L.  Harms,  MD,  Shawano 
Kermit  L.  Newcomer,  MD,  La  Crosse 
Elizabeth  A.  Steffen,  MD,  Racine 
Phillips  T.  Bland,  MD,  Westby 
Rolf  S.  Lulloff,  MD,  Green  Bay 
John  K.  Scott,  MD,  Madison 

Staff  support:  Division  of  Medical  Policy  and  Practice 


WNA-SMS  Liaison 

In  1987  the  Nurse  Physician  Liaison  Committee  was 
renamed  the  WNA-SMS  Liaison  Committee.  This 
committee  shall  be  concerned  with  developing 
recommendations,  as  appropriate,  regarding  education, 
legislation,  practice  arrangements  and  delivery 
patterns;  shall  facilitate  understanding  and  acceptance 
by  the  professions  and  the  public  of  changing  medical 
and  nursing  relationships,  roles  and  practices;  shall 
serve  as  a consultation  resource  in  matters  that  relate 
to  joint  practice. 

SMS  members: 

Carl  S.  Eisenberg,  MD,  Milwaukee,  1987/1988-1991 
Marc  F.  Hansen,  MD,  Madison,  1987/1989-1992 
Robert  T.  Cooney,  MD,  Portage,  1987/1989-1992 
Albert  J.  Motzeljr,  MD,  Waukesha,  1987/1990-1993, 
co-chair 

Sandra  L.  Osborn,  MD,  Madison,  1990/1990-1993 
WNA  members: 

Judy  Ellington,  RN,  Baraboo,  co-chair 
Norma  Lang,  RN,  PhD,  Milwaukee 
Leona  VandeVusse,  RN,  Milwaukee 
Sherry  Quamme,  RN,  Columbus 
Susan  Bulgrin,  RN,  Portage 

Staff  support:  Office  of  Legal  Services 


Task  forces 

Task  Force  on  AIDS 

In  1987  the  Board  of  Directors  established  this  task 
force  to  advise  members  of  the  State  Medical  Society 
on  the  formulation  of  public  policy  to  address  the 
scientific,  medical,  ethical,  legal,  and  legislative  issues 
pertaining  to  AIDS. 

SMS  members: 

Cyril  M.  Hetsko,  MD,  Madison,  chair 
Edwin  L.  Overholt,  MD,  La  Crosse 
J.  Douglas  Lee,  MD,  Marshfield 
Gerald  J.  Dorff,  MD,  Milwaukee 
Raymond  G.  Bachhuber,  MD,  Green  Bay 
Ian  H.  Gilson,  MD,  Milwaukee 
Richard  M.  Reich,  MD,  Madison 
Kay  E.  Jewell,  MD,  Madison 
Patricia  M.  Barwig,  MD,  Milwaukee 
Charles  L.  Junkerman,  MD,  Milwaukee 
Michael  W.  Rytel,  MD,  Milwaukee 
Thomas  L.  Schlenker,  MD,  Milwaukee 
Stanley  L.  Inhorn,  MD,  Madison 
John  F.  Cooper,  MD,  Madison 
John  F.  Doyle,  DDS,  Madison 
Charles  E.  Gessert,  MD,  Milwaukee 
Jeffrey  E.  Taxman,  MD,  Milwaukeke 
Jerome  H.  Gundersen,  MD,  La  Crosse 
Louise  Scott,  Madison,  Auxiliary 

WHA  members: 

Jane  Olson,  WHA  Madison 
Special  advisory  members: 

Jeffrey  P.  Davis,  MD,  Madison 
James  M.  Vergeront,  MD,  Madison 

Staff  support:  Office  of  Legal  Services 

Blue  Ribbon  Task  Force  on  Alternatives  to  the 
Tort  System 

In  1987,  the  Board  of  Directors  established  the  Blue 
Ribbon  Task  Force  on  Alternatives  to  the  Tort  System 
to  evaluate  possible  alternative  dispute  resolution 
systems  to  replace  the  current  medical  liability  tort 
system.  Systems  to  be  considered  include  fault-based 
administrative  systems,  no-fault  compensation  systems, 
and  arbitration  and  contractual  arrangement  systems 
Pending  review  of  the  task  force’s  findings  by  the  SMS 
Board  and  House  of  Delegates,  a model  alternative 
may  be  presented  to  the  Wisconsin  legislature  for 
possible  enactment. 

Roger  L.  von  Heimburg,  MD,  Green  Bay,  chair 
John  P.  Mullooly,  MD,  Milwaukee 
C.  Robert  Jackson,  MD,  Madison 
William  J.  Listwan,  MD,  West  Bend 
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Richard  G.  Roberts,  MD,  Madison 

John  O.  Simenstad,  MD,  Osceola 

William  L.  Treacy,  MD,  Milwaukee 

Darold  A.  Treffert,  MD,  Fond  du  Lac 

Thomas  L.  Adams,  SMS,  Madison 

Gordon  Baldwin,  UW-Madison 

Steve  Dickmann,  Nelson  Industries,  Stoughton 

John  Duncan,  Metropolitan  Milwaukee  Association  of 

Commerce,  Milwaukee 

Robert  Haase,  insurance  commissioner,  Madison 
John  Parr,  AFCME  Council,  Milwaukee 
Rep  Peggy  Rosenzweig,  Wauwatosa 

Staff  support:  Office  of  Legal  Services 


Physician  Review  and  Discipline 

The  purpose  of  this  task  force  shall  be  to  evaluate  and 
make  recommendations  for  the  improvement  of 
physician  review  and  discipline  in  Wisconsin. 

Peter  L.  Eichman,  MD,  Madison,  chair 
Rudolf  W.  Link,  MD,  Lodi,  vice  chair 

C.  William  Freeby,  MD,  Appleton 
Richard  D.  Fritz,  MD,  Milwaukee 
Lucille  B.  Glicldich,  MD,  Milwaukee 
Cyril  M.  Hetsko,  MD,  Madison 
Timothy  T.  Flaherty,  MD,  Neenah 
Russell  F.  Lewis,  MD,  Madison 

Gerald  C.  Kempthome,  MD,  Spring  Green 
Robert  E.  Johnston,  MD,  Green  Bay 
Charles  S.  Geiger,  Jr,  MD,  West  Bend 

D.  Mark  Lochner,  MD,  Waupaca 
William  L.  Baker,  MD,  Monroe 
Adolf  L.  Gundersen,  MD,  La  Crosse 
Philip  H.  Utz,  MD,  La  Crosse 
Barry  Blackwell,  MD,  Milwaukee 

J D Kabler,  MD,  Madison 
Susan  F.  Behrens,  MD,  Beloit 
Robert  E.  Phillips,  MD,  Marshfield 
Otto  Cox,  St  Elizabeth’s  Hospital,  Appleton 

Staff  support:  Office  of  Legal  Services 


Committees  of  the  Board 

Executive 

Roger  L.  von  Heimburg,  MD,  Green  Bay,  chair 
president  of  the  Society 
Cyril  M.  Hetsko,  MD,  Madison 
president  elect  of  the  Society 
William  L.  Treacy,  MD,  Milwaukee 
immediate  past  president  of  the  Society 


Richard  H.  Ulmer,  MD,  Marshfield 
chair  of  the  Board 

Raymond  C.  Zastrow,  MD,  Milwaukee 
vice  chair  of  the  Board 
Harry  J.  Zemel,  MD,  Fond  du  Lac,  chair 
Finance  Committee 
Richard  G.  Roberts,  MD,  Madison 
speaker  of  the  House  of  Delegates 
Robert  F.  Purtell,  MD,  Milwaukee 
director  at  large 
Robert  L.  Sellers,  MD,  Superior 
director  at  large 
Ex  Officio  non-voting  members: 

Betsy  Yao,  Whitewater 
Auxiliary  president 
Sandra  Kontra,  Racine 
Auxiliary  president  elect 

Finance 

Harry  J.  Zemel,  MD,  Fond  du  Lac,  chair 
Philip  J.  Happe,  MD,  Eau  Claire 
Jack  M.  Lockhart,  MD,  La  Crosse 
Thomas  A Reminga,  MD,  Milwaukee 
Robert  L.  Sellers,  MD,  Superior 
James  J.  Tydrich,  MD,  Richland  Center 
Raymond  C.  Zastrow,  MD,  Milwaukee  □ 


YOU  CAN  HELP 
STOP  BEDWETTING 

For  a large  majority  of 
your  Enuretic  patients 

• Ethical  — prescription  only 

• Professional  — you  supervise 
treatment 

e Approximately  90  percent  effective 
e Proven  reliable  and  dependable 
bell,  pad,  and  light  system 

e Low  cost  rental  service  — $14.00 
per  week  (avg.  6-week  treatment) 
e Convenient  mall  order  service 
to  the  48  states 

For  mere  Information,  call  or  write: 

S.  A L.  SIGNAL  COMPANY 

Helping  Enuretic  Clients 
Since  1950 

3216  Burke  Ave.  Madison,  Wl  53714 

Phone:  608-241-8882 

Accepted  for  advertising  In  the  AMA  Journal 
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Expense  reimbursement  policy  and  procedure  for  physicians 
on  SMS  business 


It  is  SMS  policy  to  offer 
reimbursement  of  out-of-pocket 
expenses  incurred  by  its  officers, 
directors,  committee  chairs  and 
members,  AMA  delegates  and 
alternates  and  other  designated 
physicians  when  such  expenses  are 
incurred  in  the  course  of  the  conduct 
of  business  on  behalf  of  the  Society. 
The  Society  recognizes  that  any  such 
leadership  role  requires  a substantial 
contribution  in  personal  time  on  the 
part  of  the  physician.  Traditionally, 
this  has  been  accepted  as  a 
contribution  to  the  profession  and 
the  health  of  the  public.  Out-of-pocket 
expenses  in  the  discharge  of  official 
functions  of  the  Society  are,  however, 
reimbursable  as  set  forth  below, 
except  that  district  directors  are  not 
reimbursed  for  the  expense  of 
attending  the  annual  meeting  of  the 
Society  (Bylaws,  Chapter  V,  Sec  4). 

Officers,  directors,  commitee 
chairs  and  members,  and  other 
designated  persons 
Reimbursable  expenses  include  the 
cost  of: 

• All  meals,  including  normal  tips, 
incurred  while  away  from  the 
physician’s  home  city  on  SMS 
business. 

• All  meals  in  the  home  city  of  the 
physician  when  these  are  in  relation 
to  an  SMS  business  meeting. 

• Entertainment  expenses  where 
such  expense  is  clearly  a proper  and 
necessary  adjunct  to  the  conduct  of 
the  physician’s  business  function  for 
the  Society. 

• Valet  and  laundry  services  when 
the  physician  is  away  from  home  city 
on  SMS  business  continuously  for 
four  days  or  more. 

• Lodging  for  those  days  (nights) 
reasonably  associated  with  the  dates 


of  a meeting  for  which  expenses  are 
claimed. 

• Transportation  from  home  city  to 
meeting  site  and  return  as  follows: 
Air.  Cost  of  round  trip  coach  airfare, 
plus  necessary  ground  transportation. 
Bus  or  train.  Cost  of  round  trip  fare, 
plus  necessary  ground  transportation. 
Auto.  Mileage  at  the  current  Society 
rate  (now  $.26)  to  and  from  the 
meeting  site,  plus  necessary  parking 
fees  and  highway  tolls. 
Miscellaneous  ground  transportation. 
Local  bus  and  cab  fares  as  necessary. 
Auto  rental.  All  or  some  portion  of 
such  cost  may  be  reimbursed  as  a 
substitute  for  other  ground  transport 
when  this  is  the  most  feasible 
alternative  following  initial  air,  bus  or 
train  travel. 

• Telephone  and  telegraph 
communications  relative  to  SMS 
business. 

• Secretarial  and  copying  services, 
postage  and  stationary  used  for  SMS 
business.  (Note:  SMS  headquarters 
is  prepared  to  handle  most  official 
correspondence  and  reproduction 
work  for  officers  and  committee 
members.  Pphysicians  may  be 
reimbursed,  however,  for  personal 
or  office  costs  relating  to  secretarial, 
copying,  postage  and  stationery  used 
in  conducting  SMS  business.  Copies 
of  all  official  correspondence  should 
be  sent  to  the  appropriate  committee 
staff  person  at  SMS,  so  as  to  assure 
proper  coordination  and  record- 
keeping. 

• Expenses,  as  described  above, 
incurred  by  physicians  spouse  when 
accompanying  physicians  in  an  official 
capacity,  or  when  the  spouse  is 
expected  to  be  in  attendance,  are 
reimbursable. 

Procedure  for  claiming  expenses.  To 
obtain  reimbursement,  submit  a 


statement  of  expenses  incurred. 
Attach  copies  of  bills  or  receipts  for 
all  lodging,  travel,  and  meals  over 
$25.  Itemize  separately  costs  for  the 
eighth  item  above.  Mail  to  SMS 
Business  Services  and  Support,  PO 
Box  1109,  Madison,  WI  53701. 
Reimbursement  will  be  made  within 
two  weeks  following  receipt  and 
approval  of  the  expense  report. 

AMA  delegates  and  alternates 
AMA  delegates  and  alternates 
(including  the  young  physicians 
delegate  and  alternate)  from 
Wisconsin  receive  reimbursement  as 
follows  for  each  meeting  to  the  AMA 
House  of  Delegates  they  attend: 

• Round  trip  economy  air  fare 
(advance  booking  strongly 
suggested.) 

• Actual  cost  of  room  (mid-range) 
for  five  nights  at  the  Annual  Meeting, 
and  four  nights  at  the  Interim 
Meeting. 

• Aper  diem  (currently  $60)  forfood 
and  all  incidentals  for  six  days  at  the 
Annual  Meeting,  and  five  days  at  the 
Interim  Meeting. 

• When  AMA  delegates  and 
alternates  are  conducting  SMS 
business  not  in  conjunction  with 
meetings  of  the  AMA  House  of 
Delegates,  their  expenses  may  be 
reimbursed  in  the  same  manner  as 
outlined  for  officers  and  directors. 

Out-of-state  trips 
With  the  exception  of  travel  to  the 
AMA  House  of  Delegates  meetings 
and  meetings  and  travel  of  the  SMS 
president  and  president  elect,  all  out- 
of-state  trips  must  have  prior  approval 
by  the  Executive  Committee  to  be 
reimbursable.  Contact  the  secretary 
and  general  manager.  □ 
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SMS  financial  report 

The  following  financial  statements  of  the  State  Medical 
Society  of  Wisconsin  are  part  of  the  treasurer’s  report 
to  the  House  of  Delegates.  The  annual  certified  audit, 
prepared  by  Grant  Thornton,  independent  certified 
public  accountants,  is  on  file  at  Society  headquarters. 
Members  wishing  to  review  the  audit  may  do  so  upon 
inquiry  to  the  secretary-general  manager. 

SMS  general  fund  balance  sheet 

Dec  31,  1989 


Assets 

Current  assets 

Cash  and  cash  equivalents  $2,801,541 

Investments  $1,224,977 

Accounts  receivable 

Trade  $33,210 

Due  from  affiliates  $19,876 

Investment  revenues  receivable  $32,420 

Inventories  $10,648 

Prepaid  expenses  $41,746 

Total  current  assets  $4,164,418 


Property  and  equipment-at  cost 
Building  and  equipment  $2,469,553 

Furniture  and  equipment  $996,543 

Less  accumulated  depreciation  - $993,792 

Land  $52,875 

Total  property  and  equipment  $2,525,179 

Other  assets 

Rental  property,  net  of  accumulated 
depreciation  of  $44,129  $1,393,728 

Prepaid  pension  costs  $351,881 

Long-term  investment  $249,000 

Cash  value  of  life  insurance  $7,136 

Investment  in  subsidiary  $411,359 

Deferred  compensation  plan  assets  $85,993 

Total  other  assets  $2,499,097 

Total  assets  $9,188,694 


Liabilities 

Current  liabilities 

Current  maturities  of  long-term  debt  $57,500 

Trade  accounts  payable  $72,136 

Construction  account  payable  $5,000 

Due  to  affiliates  $17,105 

Dues  payable  to  other  organizations  $956,841 

Income  taxes  payable  $14,568 

Accrued  payroll  and  vacation  pay  $110,781 


Accrued  property,  payroll  and  sales  taxes  $122,880 


Accrued  health  insurance  costs  $23,000 

Deferred  revenues  $2,178,750 

Other  $6,123 

Total  current  liabilities  $3,564,684 

Long-term  debt  less  current  maturities  $2,528,976 

Deferred  compensation  payable  $85,993 

Membership  equity  $3,009,041 


Total  liabilities  and  membership  equity  $9,188,694 


Statement  of  income  and  expense 

Year  ended  Dec  31,  1989 


Income 

Membership  dues  $2,585,382 

Sales  and  services  $122,153 

Interest  income  $326,895 

Royalty  income  $223,253 

Seminars  $255,631 

Gain  on  sale  of  investments  $21,087 

Loss  on  disposal  of  property  and  equipment  -$40,637 
Rental  $186,698 

Advertising  $69,696 

Pension  benefit  -$7,377 

AIDS  regional  education 

and  training  center  grant  $95,426 

Other  $11,314 


Expenses 

Payroll  and  employee  benefits 
Travel  and  conference 
General  and  administrative 
Occupancy 

Professional  fees  and  outside  services 
AIDS  regional  education 
and  training  center  grant 
Interest  expense 
Total  expenses 


$1,709,571 

$494,239 

$619,701 

$399,261 

$292,926 

$95,426 

$118,643 

$3,729,767 


Excess  of  revenues 

over  expenses  before  income  tax  $1 19,754 

Income  taxes  (credits)  -$1,014 

Excess  of  revenues  over  expenses  $120,768 

Equity  at  Jan  1, 1989  $2,664,428 

Equity  in  earnings  of  subsidiary  $223,845 

Equity  at  Dec  31, 1989  $3,009,041 
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SMS  placement  service  aids  physicians 
and  communities 


ONE  OF  THE  MANY  FUNCTIONS  of  the 
SMS  is  to  assist  physicians  who 
are  seeking  a location  to  practice  in 
Wisconsin,  and  to  assist  communities 
seeking  the  services  of  physicians. 

The  Society’s  placement  service 
maintains  a list  of  names  and 
biographical  data  on  physicians  who 
wish  to  locate  in  Wisconsin.  Files  are 
also  maintained  on  communities 
desiring  physicians.  Information  is 
exchanged  with  interested  physicians 
and  communities,  the  AMA,  and 
Wisconsin’s  medical  schools.  There 
is  no  charge  for  this  service. 

A list  of  openings  is  sent  to 
physicians  who  contact  the  placement 
service,  indicating  a desire  to  move  to 
Wisconsin  or  to  relocate  within  the 
state.  A list  of  physicians  is  sent  to 
communities  requesting  assistance 
in  obtaining  a physician.  The 
physicians  and  communities  may  then 


contact  one  another.  Physicians 
seeking  associates  also  may  request 
a list  of  available  physicians. 

Experience  shows  that  physicians 
seek  locations  on  a long-range  basis- 
-some  are  available  at  once,  while 
others  are  in  residency  for  2 or  3 
years.  Please  advise  the  placement 
service  of  your  needs  as  soon  as 
possible.  Overnight  results  some- 
times occur,  but  more  time  usually 
means  better  results. 

It  should  be  noted  that  the 
placement  service  is  not  in  the 
business  of  recruiting.  It  is  supported 
by  the  membership  of  the  SMS.  The 
Society  does,  however,  cooperate  with 
the  state-supported  Office  of  Rural 
Health  in  its  New  Physicians  for 
Wisconsin  Program,  which  provides 
placement  services  to  communities 
and  physicians  on  a fee  basis 
determined  by  budgetary  funds 


available. 

Physicians  and  communities  may 
also  use  the  medical  yellow  pages 
section  of  the  Wisconsin  Medical 
Journal.  This  classified  advertising 
section  is  available  to  SMS  members, 
other  physicians,  communities, 
clinics,  hospitals,  recruitment  firms, 
and  others,  at  reasonable  rates. 

Physicians  using  the  placement 
service  have  described  it  as  one  of  the 
most  effective  in  the  United  States. 
WMJ  advertising,  too,  has  proved 
highly  successful. 

Inquiries  should  be  addressed  to: 
Placement  Service,  State  Medical 
Society  of  Wisconsin,  Box  1109, 
Madison,  WI  53701;  608-257-6781  or 
toll-free,  1-800-362-9080;  or  to  the 
Wisconsin  Medical  Journal,  Box  1109, 
Madison,  WI  53701.  o 


Charter  law  of  the  SMS 


Chapter  148 

148.01(1)  State  society.  The  State 
Medical  Society  of  Wisconsin  is 
continued  with  the  general  powers  of 
a corporation.  It  may,  from  time  to 
time  adopt,  alter  and  enforce 
constitution,  bylaws  and  regulations 
for  admission  and  expulsion  of 
members,  election  of  officers,  and 
management. 

(2)  A member  expelled  from  a 
county  medical  society  may  appeal  to 
the  state  society,  whose  decision  shall 
be  final. 

148.02(1)  County  societies.  The 
physicians  and  surgeons,  not  less  than 
five  in  number,  of  the  several  counties, 
except  those  wherein  a county 
medical  society  exists,  may  meet  at 
such  time  and  place  at  the  county  seat 
as  a majority  agree  upon  and  organize 
a county  medical  society,  and  when 
so  organized  it  shall  be  a body 
corporate  by  the  name  of  the  medical 
society  of  such  county,  shall  have  the 
general  powers  of  a corporation,  and 
may  take  by  purchase  or  gift  and  hold 
real  and  personal  property.  County 
medical  societies  now  existing  are 
continued  with  the  powers  and 
privileges  conferred  by  this  chapter. 

(2)  Physicians  and  surgeons  who, 
before  April  20,  1897,  received  a 
diploma  from  an  incorporated  medical 
college  or  society  of  any  of  the  United 
States  or  territories  or  of  any  foreign 
country,  or  who  shall  have  received  a 
license  from  the  state  board  of  medical 
examiners,  shall  be  entitled  to  meet 
for  organization  or  become  members 
of  the  county  medical  society. 

(3)  If  there  be  not  a sufficient  number 
of  physicians  and  surgeons  in  any 
county  to  form  a medical  society  they 
may  associate  with  those  of  adjoining 
counties,  and  the  physicians  and 
surgeons  of  not  more  than  fifteen 
adjoining  counties  may  organize  a 
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medical  society  under  this  chapter, 
meeting  at  such  time  and  place  as  a 
majority  agree  upon. 

(4)  A county  medical  society  may 
from  time  to  time  adopt,  alter  and 
enforce  constitution,  bylaws  and 
regulations  for  the  admission  and 
expulsion  of  members,  election  of 
officers,  and  management,  not 
inconsistent  with  the  constitution, 
bylaws  and  regulations  of  the  state 
society. 

148.03  Service  insurance 
corporations  for  health  care.  The 

state  medical  society  or,  in  a manner 
approved  by  the  state  society,  a county 
society,  may  establish  in  one  or  more 
counties  of  this  state  a service 
insurance  corporation  for  health  care 
under  ch.  613. 

Note  on  §148.03,  447.13,  449.15  and 
450.13:  Chapter  613  provides  in 
general  terms  for  the  creation, 
governance  and  regulation  of  service 
insurance  corporations  for  any  kind 
of  health  care,  as  well  as  for  other 
types  of  services.  All  that  is  needed  in 
each  authorizing  chapter  for 


professional  societies  is  a brief  section 
giving  the  appropriate  professional 
society  the  power  to  organize  a ch. 
613  corporation.  Section  148.03 
creates  that  section  for  health  care. 

One  basic  restriction  results  from 
the  repeal  of  the  old  enabling  sections: 
none  of  the  professional  societies  will 
be  able  to  organize  a service  insurance 
plan  within  its  own  corporate 
structure.  It  is  a mistake  to  permit 
such  a mixing  of  professional  and 
insurance  activities  within  the  same 
corporation.  The  society  can,  of 
course,  control  the  service  insurance 
corporation  it  creates  under  ch.  613, 
but  the  service  insurance  corporation 
will  be  legally  separate.  This  will  lead 
to  more  effective  (and  appropriate) 
control  by  the  insurance 
commissioner,  who  should  neither 
be  empowered  nor  compelled,  as 
arguably  he  was  under  the  old 
statutes,  to  have  any  concern  about 
the  purely  professional  activities  of 
the  societies,  because  of  the 
impossibility  of  disentangling  the 
insurance  and  professional  activities 
carried  on  by  a single  corporation,  o 


Hansen’s  disease  program 

The  Department  of  Health  and  Human  Services’  Regional  Hansen’s 
Disease  Program  provides  medical  services  to  Hansen’s  disease  patients 
throughout  the  United  States  and  coordinates  a network  of  900  physicians 
of  varying  specialties  and  backgrounds  who  share  a common  interest  in 
treating  Hansen’s  disease  patients. 

There  are  an  estimated  6,000  patients  with  Hansen’s  disease  in  the 
United  States,  and  the  regional  program  has  identified  3,700  of  them  as 
currently  being  under  treatment.  The  program  directors  are  asking  that 
physicians  following  Hansen’s  disease  patients  contact  Larry  Pfeifer, 
clinical  coordinator,  at  1-800-642-2477. 

Physicians  who  use  the  program’s  resources  can  obtain  medications, 
patient  education  materials,  insensitive  limb  screening  materials  and 
clinical  literature  at  no  charge.  Any  physician  with  an  interest  in  treating 
Hansen’s  disease  patients  can  be  placed  on  the  program’s  referral  list. 
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SMS  Constitution  and  Bylaws 


Constitution 

Article  I 

Name  of  the  association 
The  name  and  title  of  this  organization  shall  be  the 
State  Medical  Society  of  Wisconsin. 

Article  II 

Purpose 

The  purpose  of  the  Society  is  to  bring  together  the 
physicians  of  the  state  of  Wisconsin  to  advance  the 
science  and  art  of  medicine  and  the  better  health  of  the 
people  of  Wisconsin,  and  to  secure  the  enactment  and 
enforcement  of  just  medical  laws.  As  used  in  the 
Constitution  and  Bylaws,  “physician”  means  a doctor 
of  medicine  or  a doctor  of  osteopathy  licensed  in 
Wisconsin. 

Article  III 

Component  societies 

Component  societies  shall  consist  of  those  county 
medical  societies  chartered  by  the  House  of  Delegates 
of  this  Society. 

Article  IV 

Composition  of  the  association 
This  Society  shall  consist  of  members  who  shall  be  the 
members  of  and  certified  by  the  component  county 
medical  societies;  and  whose  dues  and  assessments 
for  the  current  year  have  been  received  by  the  Society 
secretary  in  accordance  with  the  schedule  provided  in 
the  Bylaws. 

Article  V 

House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  body  of 
the  Society  and  shall  consist  of: 

(1)  delegates  elected  by  the  component  county 
medical  societies, 

(2)  one  delegate  representing  each  specialty  sec- 
tion of  the  Society  organized  under  the  Bylaws, 

(3)  a speaker, 

(4)  a vice  speaker. 

The  officers  of  the  Society  enumerated  in  Article  IX 
of  this  Constitution,  directors,  and  past  presidents  of 
the  Society  shall  be  ex  officio  members,  but  without 
the  right  to  vote,  except  that  if  they  have  been  duly 
seated  as  delegates,  they  shall  have  the  right  to  vote. 


As  amended  by  the  House  of  Delegates,  April  27,  1990. 


The  speaker  and  vice  speaker  shall  be  elected  by  and 
from  the  House  of  Delegates  for  two-year  terms,  and 
shall  be  limited  to  three  consecutive  full  terms  in  their 
respective  offices.  While  holding  these  offices,  they 
shall  be  members  of  the  House  at  large  and  shall  not 
represent  any  component  county  society  or  specialty 
section. 

Article  VI 
Board  of  Directors 

The  Board  of  Directors,  hereinafter  referred  to  as 
“Board,”  shall  have  full  authority  and  power  of  the 
House  of  Delegates  between  sessions  of  the  House.  It 
shall  consist  of  the  directors,  immediate  past  presi- 
dent, president,  president-elect,  speaker  and  vice 
speaker  of  the  House  of  Delegates.  The  secretary  and 
the  treasurer  shall  be  ex  officio  members  of  the  Board, 
but  without  the  right  to  vote.  A majority  of  its  voting 
members  shall  constitute  a quorum.  Directors  shall  be 
elected  from  eight  geographic  districts  whose  bounda- 
ries shall  be  determined  by  the  House  of  Delegates. 
There  shall  be  elected  one  director  from  each  district. 
In  addition,  there  shall  be  elected  director(s)  from 
each  district  based  on  a formula  using  the  number  of 
members  in  each  district  as  the  numerator  and  the 
total  membership  of  the  Society  as  the  denominator, 
rounded  to  the  nearest  whole  number.  This  calcula- 
tion shall  be  made  every  third  year,  and,  as  nearly  as 
possible,  is  to  provide  for  no  more  than  31  district 
directors  and  shall  be  based  on  the  year  end  member- 
ship totals.  The  number  of  directors  established  for 
each  district  shall  be  approved  by  the  Board  and  shall 
be  reported  to  the  districts  by  the  secretary  before 
annual  elections  to  the  Board.  As  nearly  as  possible, 
one-third  of  the  members  of  the  Board  shall  be  elected 
each  year.  Each  director  shall  be  nominated  and  elected 
only  by  the  elected  delegates  of  the  county  medical 
society  or  societies  from  the  district  in  which  the 
director’s  principal  place  of  practice  is  located.  Such 
election  shall  be  subject  to  the  approval  and  confirma- 
tion of  the  House  of  Delegates.  The  terms  of  the 
directors  shall  be  for  three  years.  No  individual  shall 
be  permitted  to  serve  more  than  three  consecutive 
three-year  terms  as  director,  and  no  more  than  a total 
of  she  terms  of  service  as  director  shall  be  permitted. 

Article  VII 
Specialty  sections 

The  House  of  Delegates  shall  provide  for  a division  of 
the  Society  into  specialty  sections. 
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Article  VIII 

Meetings 

Section  1.  The  Society  shall  hold  an  annual  meeting,  at 
which  time  the  House  of  Delegates  shall  meet  to 
conduct  its  business.  The  annual  meeting  may  also 
include  scientific  sessions  as  determined  by  the  Board. 

Sec  2.  The  place  for  holding  each  annual  meeting 
shall  be  fixed  by  the  House  of  Delegates,  or  by  failure 
to  act,  such  authority  is  delegated  to  the  Board.  The 
time  and  the  place  for  holding  each  annual  meeting 
shall  be  approved  by  the  Board. 

Sec  3.  Special  meetings  of  the  House  of  Delegates 
shall  be  called  by  the  speaker  on  written  request  of 
twenty  delegates  representing  at  least  10%  of  the 
component  county  medical  societies,  or  on  request  of 
a majority  of  the  Board.  When  a special  meeting  is 
called,  the  speaker  shall  set  the  time  and  place.  The 
secretary  shall  mail  a notice  to  the  last  known  address 
of  each  member  of  the  House  of  Delegates  at  least 
twenty  days  before  the  date  of  the  special  meeting.  The 
notice  shall  specify  the  time  and  place  of  the  meeting 
and  the  purpose  for  which  the  meeting  is  called.  The 
meeting  shall  consider  no  business  except  that  for 
which  it  is  called. 

Article  IX 
Officers 

Officers  of  this  Society  shall  be  a president,  a presi- 
dent-elect, a secretary,  and  a treasurer.  The  president- 
elect and  treasurer  shall  be  elected  annually  by  the 
House  of  Delegates.  The  secretary  shall  be  elected 
annually  by  the  Board.  The  president-elect  shall  auto- 
matically succeed  to  the  office  of  president  at  the 
conclusion  of  the  term  as  president-elect.  The  treas- 
urer shall  be  limited  to  nine  consecutive  terms.  No 
person  shall  hold  more  than  one  of  the  following 
offices  concurrently:  president,  president-elect,  secre- 
tary, treasurer,  speaker,  vice  speaker,  director.  Incum- 
bents shall  serve  until  their  successors  are  elected  and 
installed. 

Article  X 

Funds  and  expenses 

Funds  may  be  raised  by  annual  dues  or  by  assessment 
on  the  members,  or  in  any  other  manner  approved  by 
the  House  of  Delegates.  The  House  may  establish 
regular  and  special  classifications  of  membership. 
Dues,  if  any,  shall  be  applied  equitably  to  all  members 
in  each  class.  All  resolutions  adopted  by  the  House  of 
Delegates  providing  for  appropriations  shall  be  re- 
ferred to  the  Board  for  implementation.  All  expendi- 
tures approved  by  the  Board  shall  be  included  in  the 
annual  budget. 


Article  XI 
Referendum 

The  House  of  Delegates  may,  by  a two-thirds  vote  of 
those  registered  at  that  session,  submit  any  question 
to  the  membership  of  the  Society  for  its  vote,  except 
amendments  to  the  Constitution.  Such  amendments 
are  governed  by  Article  XIII.  The  House  shall  deter- 
mine prior  to  submission  whether  a referendum  shall 
be  advisory  or  binding,  and  so  advise  the  membership 
at  the  time  of  submission.  A majority  vote  of  all  the 
members  of  the  Society  shall  determine  the  question 
on  a binding  referendum. 

Article  XII 
Seal 

The  Society  shall  have  a common  seal.  The  power  to 
change  or  renew  the  seal  shall  rest  with  the  House  of 
Delegates. 

Article  XIII 
Amendments 

The  House  of  Delegates  may  amend  any  article  of  this 
Constitution  by  a two-thirds  vote  of  the  members  of  the 
House  present  at  any  annual  meeting,  provided  that 
such  amendment  shall  have  been  introduced  in  the 
form  of  a constitutional  amendment  in  open  session  at 
the  previous  annual  meeting,  and  that  it  shall  have 
been  published  at  least  once  during  the  year  in  the 
Journal  of  this  Society,  or  sent  to  each  member  of  the 
Society  at  least  two  months  before  the  meeting  at 
which  final  action  is  to  be  taken. 

Bylaws 

Chapter  1 
Membership 

Section  1 . The  name  of  a physician  on  the  official  roster 
of  this  Society,  after  it  has  been  properly  reported  by 
the  secretary  of  the  county  society,  shall  be  prima  facie 
evidence  of  membership  and  of  the  right  to  benefits. 

Sec  2.  No  person  whose  name  has  been  dropped 
from  the  roll  of  members  of  a component  society  or 
this  Society  shall  be  entitled  to  any  of  the  rights  or 
benefits  of  this  Society,  except  that  such  rights  and 
benefits  shall  continue  during  the  period  of  an  appeal 
by  such  person  to  the  Board  of  Directors. 

Sec  3.  Every  physician  who  holds  a license  to  prac- 
tice medicine  and  surgery  in  Wisconsin  shall  be  eli- 
gible to  apply  for  membership.  Each  county  society 
shall  be  the  judge  of  the  initial  and  continuing  qualifi- 
cations of  its  members,  as  well  as  the  appropriate 
membership  classification,  subject  to  review  and  final 
decision  by  the  Board  of  this  Society.  Members  will 
conduct  themselves  in  a manner  which  is  not  in  con- 
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flict  with  the  purposes  for  which  the  Society  is  organ- 
ized and  is  operating. 

Sec  4.  By  provision  of  its  constitution  or  bylaws,  a 
county  society  may  require  that  an  applicant  shall  have 
practiced  within  its  jurisdiction  for  a period  of  one  year 
as  a condition  for  election  to  membership;  or  that  an 
applicant  may  first  be  elected  to  membership  for  a 
term  of  one  year  only,  then  resubmit  to  election  by  vote 
of  the  county  society  without  limitations  as  to  term. 

Sec  5.  A member  of  a component  society  whose 
license  has  been  revoked,  suspended,  non-renewed, 
or  voluntarily  surrendered,  shall  be  immediately  and 
automatically  suspended  from  membership  as  of  the 
date  of  revocation,  suspension,  non-renewal,  or  volun- 
tary surrender,  pending  definitive  action  by  the  Board. 

Sec  6.  A physician’s  county  society  membership 
must  be  held  in  that  county  in  which  the  physician’s 
principal  practice  is  located.  However,  a physician 
living  near  a county  line  may  hold  membership  in  that 
county  most  convenient  for  attending  meetings,  with 
concurrence  of  the  component  society  in  which  the 
principal  place  of  practice  is  maintained. 

Sec  7.  A member  whose  principal  practice  is  moved 
from  within  the  territorial  limits  of  a component  medi- 
cal society  to  the  territory  of  another  component  of  the 
State  Society  shall  not  be  eligible  to  continue  member- 
ship in  the  first  such  society  after  the  expiration  of  the 
calendar  year  in  which  such  move  shall  have  occurred . 
Such  member  shall,  however,  be  eligible  to  apply  for 
membership  anew,  or  by  transfer  to  the  society  into 
whose  jurisdiction  the  principal  practice  has  been 
moved.  The  member  shall  be  given  a written  certifi- 
cate of  transfer  for  transmission  to  the  secretary  of  the 
society  in  the  county  to  which  he  has  moved.  Pending 
acceptance  or  rejection  by  the  society  in  the  county  to 
which  he  has  moved,  such  member  shall  be  consid- 
ered to  be  in  good  standing  in  the  first  society  and  in 
the  State  Society  until  the  end  of  the  period  for  which 
dues  have  been  paid. 

Sec  8.  When  the  principal  practice  of  a member  in 
good  standing  in  a component  society  is  moved  out- 
side the  borders  of  this  state,  active  membership  in 
such  component  society  and  in  the  State  Society  may 
be  continued  by  fulfilling  all  requirements  of  member- 
ship except  residence  pending  acceptance  as  a new  or 
transfer  member  by  the  society  of  the  area  to  which  the 
practice  has  been  transferred.  The  period  of  such 
continuing  membership  in  this  state  shall  cease  upon 
acceptance  by  a society  in  the  new  area  of  practice,  and 
shall  in  no  event  continue  beyond  two  full  calendar 
years  after  that  in  which  the  practice  location  has  been 
transferred. 

Sec  9.  Membership  classifications.  Members  de- 
fined in  this  section,  except  affiliates,  shall  have  all  the 
rights  and  privileges  of  the  Society  and  shall  pay  dues 


and  assessments,  as  indicated,  as  a requirement  of 
continued  membership. 

A Regular.  Regular  members  of  this  Society  consist 
of  all  the  regular  members  in  good  standing  of  the 
component  county  societies. 

B.  Special.  Included  in  this  classification  are  the 
following  categories  of  members  who  by  virtue  of  their 
special  circumstances  are  entitled  to  reduced  dues  or 
waiver  thereof: 

(1)  Part-time  practice.  Any  physician,  regardless  of 
age,  who  practices  1,000  hours  or  less  during  a 
calendar  year,  but  does  not  qualify  under  sec- 
tion 9.  B.  (5) , may  upon  application,  recommen- 
dation by  the  county  medical  society,  and  ap- 
proval by  this  Society,  be  placed  in  this  special 
category. 

(2)  Resident.  Physicians  in  approved  training  pro- 
grams as  hospital  residents  or  as  research  fel- 
lows who  are  licensed  to  practice  medicine  and 
surgery  in  Wisconsin.  Such  special  member- 
ship category  can  be  maintained  for  a maxi- 
mum of  five  (5)  consecutive  years. 

(3)  Temporary  military  service.  Members  who  are 
inducted  into  the  United  States  Military  or  Public 
Health  Service  and  serve  in  such  capacity  for 
not  more  than  five  (5)  years. 

(4)  Associate.  Members  who  suffer  a disability  pre- 
venting them  from  practicing  medicine  with  re- 
sulting serious  financial  reverses  which  would 
make  the  payment  of  dues  a matter  of  personal 
hardship.  Such  membership  shall  be  on  an 
annual  basis,  upon  recommendation  of  the 
county  society  and  approval  by  the  Board  of 
this  Society. 

(5)  Retired.  Members  who  have  retired  completely 
from  the  practice  of  medicine,  or  who  practice 
240  hours  or  less  during  a calendar  year,  upon 
recommendation  of  the  county  society  and 
approval  by  this  Society. 

(6)  Life.  Those  members  of  the  State  Medical  Soci- 
ety of  Wisconsin  who  have  been  members  of 
this  or  other  state  medical  societies  for  fifty  (50) 
years,  or  are  past  presidents  of  the  State  Medi- 
cal Society  of  Wisconsin.  They  shall  receive  a 
certificate  of  Life  Membership. 

(7)  Honorary.  Members  who  have  been  elected  to 
a similar  classification  by  their  county  society 
because  of  outstanding  contributions  to  the 
medical  profession,  upon  approval  by  the  Board 
of  this  Society. 

(8)  Over  age  70.  Members  who  are  age  70  effective 
January  1 of  the  following  year. 

C.  Affiliate.  Persons  who  are  not  otherwise  eligible 
for  membership  may  become  affiliated  with  this  Soci- 
ety in  one  of  the  following  categories.  Their  dues  or 
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assessments,  as  well  as  rights  and  privileges  as  affiliate 
members,  shall  be  determined  by  the  Board. 

(1)  Candidate.  Upon  application,  a county  medical 
society  or  this  Society  may  confer  upon  any  per- 
son then  attending  a medical  school  in  Wiscon- 
sin or  fulfilling  a postgraduate  obligation  prior 
to  eligibility  for  licensure  the  status  of  candi- 
date member. 

(2)  Scientific  fellow.  The  Board  may  by  invitation 
and  unanimous  consent  confer  upon  any  per- 
son engaged  in  teaching  of  or  research  in  one 
or  more  of  the  basic  sciences  at  an  accredited 
college  or  university,  and  not  holding  the  de- 
gree of  Doctor  of  Medicine  or  Osteopathy,  the 
status  of  Scientific  Fellow. 

(3)  Emeritus.  Retired  members  who  have  chosen 
not  to  renew  their  license,  at  the  discretion  of 
the  Board. 

Sec  10.  Dues  and  assessments.  Members  shall  pay 
dues  and  assessments  as  follows: 

A.  Regular  members:  full  dues  and  assessments. 

B.  Physicians  in  part-time  practice  or  over  age  70: 
one-half  of  regular  member  dues  and  assess- 
ments. 

C.  Physicians  in  residency  or  fellowship  training: 
dues  and  assessments  are  to  be  determined  by 
the  Board  of  Directors.  Dues  and  assessments 
for  all  other  categories  shall  be  waived,  except 
as  may  be  determined  by  the  Board  for  affiliate 
members. 

Chapter  II 
House  of  Delegates 

Section  1.  Each  component  county  society  shall  be 
entitled  to  send  one  delegate  and  one  alternate  to  the 
House  of  Delegates  for  each  forty  regular  and  special 
members  or  majority  fraction  thereof  in  this  Society, 
provided,  however,  that  each  county  society  shall  be 
entitled  to  at  least  one  delegate  and  one  alternate  from 
that  county  society.  For  purposes  of  this  section,  the 
number  of  members  as  of  the  close  of  the  calendar 
year  preceding  the  first  session  of  the  House  of  Dele- 
gates at  the  annual  meeting  shall  determine  the  num- 
ber of  delegates  to  which  a county  society  shall  be 
entitled . The  secretary  of  each  county  society  will  send 
a list  of  such  delegates  and  alternates  to  the  secretary 
of  this  Society  by  the  end  of  each  calendar  year  preced- 
ing the  year  in  which  such  delegates  are  elected  to 
serve. 

Sec  2.  One-fourth  of  the  members  of  the  House  of 
Delegates  registered,  representing  one-fourth  of  the 
county  medical  societies  in  the  state,  shall  constitute  a 
quorum  of  the  House  of  Delegates.  All  meetings  of  the 
House  of  Delegates  shall  be  open  to  members  of  the 
Society. 


Sec  3.  The  speaker  shall  preside  at  the  meetings  of 
the  House  of  Delegates. 

Sec  4.  The  vice  speaker  shall  officiate  for  the  speaker 
in  the  latter’s  absence  or  at  his  request.  In  case  of 
death,  resignation,  or  removal  of  the  speaker,  the  vice 
speaker  shall  officiate  during  the  unexpired  term. 

Sec  5.  The  speaker  shall  appoint  members  of  refer- 
ence committees  from  among  the  members  of  the 
House  of  Delegates.  These  committees  shall  consider 
and  make  recommendations  to  the  House  relative  to 
resolutions,  reports  of  officers,  reports  of  commis- 
sions and  committees,  financial  and  other  matters 
germane  to  the  business  of  the  House.  The  speaker 
shall  also  appoint  a credentials  committee  and  such 
other  committees  as  deemed  necessary. 

Sec  6.  The  House  of  Delegates  shall  elect  delegates 
to  the  House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  Constitution  and 
Bylaws  of  that  body. 

Sec  7.  The  House  of  Delegates  shall  have  authority 
to  create  committees  for  special  purposes  and  to  ap- 
point members  of  the  Society  who  need  not  be  mem- 
bers of  the  House  of  Delegates.  Such  committees  shall 
report  to  the  House  of  Delegates,  and  their  members 
may  be  present  to  participate  in  the  debate  on  their 
reports. 

Sec  8.  It  shall  receive  for  appropriate  action  the 
annual  reports  of  the  treasurer,  secretary,  and  chair- 
man of  the  Board  of  Directors. 

Sec  9.  Unanimous  consent  of  the  House  of  Dele- 
gates shall  be  required  for  the  introduction  of  any  new 
resolution  or  business  not  filed  in  proper  form  with  the 
secretary’s  office  of  the  Society  two  months  before  the 
first  session  of  the  House  of  Delegates.  This  section 
shall  not  apply  to  new  business  or  resolutions  pre- 
sented by  the  Board  of  Directors  or  any  member 
thereof,  the  constitutional  officers,  committees  of  the 
Society  or  of  the  House  of  Delegates,  or  officers  of  the 
House  of  Delegates. 

Sec  10.  All  questions  of  an  ethical  nature  brought 
before  the  House  of  Delegates  shall  be  referred  to  the 
Board  of  Directors  without  discussion. 

Chapter  III 
Annual  election 

Section  1.  The  House  of  Delegates,  at  its  first  session 
of  the  annual  meeting,  shall  elect  a Committee  on 
Nominations  consisting  of  one  (1)  delegate  for  each 
district,  except  that  in  any  district  having  five  hundred 
(500)  or  more  regular  and  special  members,  there 
shall  be  elected  one  (1)  additional  delegate  for  each 
additional  five  hundred  (500)  members  or  majority 
fraction  thereof.  One  (1)  delegate  representing  the 
specialty  sections  shall  also  be  appointed.  Nominating 
committee  members  shall  be  limited  to  nine  (9)  con- 
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secutive  terms.  Those  committee  members  who  have 
served  nine  (9)  consecutive  terms  upon  adjournment 
of  the  final  session  of  the  1993  House  of  Delegates 
annual  meeting  and  following  years  shall  have  met  this 
requirement.  This  committee  shall  become  operative 
at  the  close  of  the  final  session  of  that  annual  meeting 
and  shall  function  until  the  close  of  the  final  session  of 
the  following  year’s  annual  meeting.  The  incoming 
committee  shall  meet  with  the  existent  committee  but 
without  vote  during  the  overlapping  days  of  the  annual 
meeting.  Any  vacancy  occurring  in  the  Committee  on 
Nominations  between  the  date  of  its  formation  and  the 
time  of  its  reporting  shall  be  filled  by  appointment  by 
the  director  or  directors  of  the  district  in  which  the 
vacancy  occurs,  provided  that  if  the  vacancy  occurs  in 
the  representation  from  the  specialty  sections,  such 
vacancy  shall  be  filled  by  ballot  from  among  the  sec- 
tion delegates.  The  Committee  on  Nominations  shall 
convene  at  least  two  (2)  months  prior  to  the  annual 
meeting  of  the  House  of  Delegates  to  prepare  a slate  of 
candidates.  This  meeting,  to  be  held  at  a time,  date  and 
location  published  to  the  general  membership  at  least 
two  (2)  months  before  this  meeting,  shall  include  an 
open  session  of  not  less  than  one  (1)  hour  to  allow 
individual  nomination  of  candidates.  The  Committee 
shall  report  the  result  of  its  deliberations  to  the  House 
of  Delegates  in  the  form  of  a ticket  containing  the 
names  of  one  or  more  members  for  each  of  the  posi- 
tions to  be  filled. 

Sec  2.  The  report  of  the  Committee  on  Nominations 
and  elections  shall  be  the  first  order  of  business  of  the 
House  of  Delegates  at  the  third  session  of  the  annual 
meeting. 

Sec  3.  The  House  of  Delegates  shall  elect  the  presi- 
dent-elect, the  treasurer,  the  speaker  and  vice  speaker 
of  the  House  of  Delegates,  and  the  delegates  and 
alternates  to  the  American  Medical  Association.  Where 
there  is  no  contest,  a majority  vote  without  ballot  shall 
elect.  All  other  elections  shall  be  by  separate  ballot  for 
each  individual  position,  and  a majority  of  the  votes 
cast  shall  be  necessary  to  elect.  If  no  nominee  receives 
a majority  of  the  votes  on  the  first  ballot,  the  nominee 
receiving  the  lowest  number  of  votes  shall  be  dropped, 
except  where  there  is  a tie,  and  a new  ballot  taken.  This 
procedure  shall  be  continued  until  one  of  the  nomi- 
nees receives  a majority  of  the  votes  cast  Sec  4. 
Nothing  in  this  chapter  shall  be  construed  to  prevent 
additional  nominations  being  made  from  the  floor  by 
members  of  the  House  of  Delegates. 

Chapter  IV 
Duties  of  officers 

Section  1.  The  president  is  the  chief  constitutional 
officer  of  the  Society.  Within  the  limits  of  the 
Constitution,  Bylaws,  and  policies  of  the  House  of 


Delegates  and  Board  of  Directors,  the  president  shall 
have  the  following  responsibilities  and  commensurate 
authority: 

a.  deliver  an  annual  address  to  the  House; 

b.  serve  as  a member  with  right  to  vote  on  the 
Board; 

c.  preside  at  meetings  of  the  Executive  Commit- 
tee of  the  Board; 

d.  participate,  ex  officio  and  without  the  right  to 
vote,  in  sessions  of  the  House; 

e.  initiate  and  propose  policies  and  programs  that 
will  further  the  goals  and  objectives  of  the 
Society  for  consideration  by  the  House,  Board, 
commissions  and  committees; 

f.  support  and  articulate  policies  and  programs 
adopted  by  the  Board  and  the  House. 

g.  promote  physician  interest  and  active  participa- 
tion in  the  Society. 

Sec  2.  The  president-elect  shall  act  for  the  president 
in  his  absence  or  disability.  If  the  office  of  president 
should  become  vacant,  the  president-elect  shall  suc- 
ceed to  the  presidency.  In  case  of  vacancy  in  the  office 
of  both  president  and  president-elect,  the  Board  shall 
appoint  one  of  its  members  as  acting  president  until 
the  next  meeting  of  the  House  of  Delegates. 

Sec  3.  The  treasurer  shall  be  responsible  to  the 
Board  of  Directors,  and  shall  advise  and  assist  it  in 
making  decisions  on  investment  policy  and  financial 
matters.  The  duties  of  the  treasurer  shall  include  the 
following: 

a.  Be  responsible  for  all  funds  due  the  Society, 
together  with  bequests  and  donations; 

b.  Pay  money  out  of  the  treasury  only  on  written 
order  of  the  secretary; 

c.  Subject  the  treasurer’s  accounts  to  such  exami- 
nation as  the  House  of  Delegates  may  order; 

d.  Annually  report  on  the  financial  standing  of  the 
Society,  including  a balance  sheet  and  income 
and  expense  report; 

e.  Give  bond  in  such  amount  as  the  Board  may 
provide. 

Sec  4.  The  secretary  is  the  chief  executive  officer  of 
the  Society  charged  with  the  execution  of  policy  as 
created  and  defined  by  the  House  of  Delegates  and  the 
Board  of  Directors.  The  secretary  shall  serve  as  an  ex 
officio,  nonvoting  member  of  the  Board;  be  respon- 
sible to  the  Board  and  serve  as  its  secretary;  assist  the 
Board  and  officers  in  making  decisions  and  imple- 
menting actions;  share  convictions  and  argue  their 
merits;  perform  the  functions  ordinarily  assigned  to 
the  office  of  secretary,  and  make  an  annual  report  to 
the  House  of  Delegates.  “As  chief  executive  officer  the 
secretary  shall,  within  the  limits  of  the  Constitution 
and  Bylaws  and  Board  operating  policies,  effectively 
perform  the  general  managerial  function  for  the  Soci- 
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ety  and  all  of  its  divisions,  activities,  and  personnel 
including  employment  and,  as  necessary,  termination 
of  all  employees;  be  responsible  for  and  have  the 
necessary  authority  to  direct,  supervise,  and  coordi- 
nate all  programs,  projects  and  major  activities  of  the 
Society  and  all  wholly  owned  subsidiaries;  formulate 
and  recommend  for  approval  of  the  Board  basic  poli- 
cies and  programs  which  will  seek  to  achieve  the 
objectives  and  goals  of  the  Society;  fully  inform  the 
Board  on  the  condition  and  operation  of  the  associa- 
tion; cooperate  with  the  Board  and  Treasurer  in  estab- 
lishing a program  of  fiscal  responsibility  for  the  Soci- 
ety including  development,  recommendation  and  upon 
approval,  operation  within  an  annual  budget;  act  to 
insure  that  all  funds,  physical  assets,  and  other  prop- 
erty of  the  Society  are  appropriately  safeguarded  and 
administered;  develop  and  maintain  effective  internal 
and  external  communications  with  the  membership 
and  other  organizations  and  agencies,  both  public  and 
private,  so  as  to  enhance  the  positions  of  the  Society 
and  the  objectives  of  its  membership;  and  through 
effective  management  and  leadership,  achieve  eco- 
nomic, productive  performance,  forward-looking  pro- 
gramming, and  constructive  growth  of  the  Society.  “ 

Note:  Following  adoption  of  this  Bylaw  change  (Sec  4 
above),  in  1987,  the  Board  agreed  to  develop  and 
maintain  a set  of  current  “operating  policies ” between 
itself  and  the  secretary  to  detail  the  more  specific  duties 
and  expectations  important  to  a good  working  relation- 
ship between  the  Board  and  the  secretary. 

Chapter  V 
Board  of  Directors 

Section  1.  The  Board  of  Directors  shall  be  the  execu- 
tive body  of  the  Society.  Between  meetings  of  the 
House  of  Delegates  it  shall  exercise  the  power  con- 
ferred on  the  House  of  Delegates  by  the  Constitution 
and  Bylaws. 

Sec  2.  The  Board  shall  meet  during  the  annual 
meeting  and  at  such  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  chairman  or  on 
petition  of  three  directors.  It  shall  hold  an  annual 
meeting  for  purposes  of  organization  and  other  busi- 
ness. 

Sec  3.  The  Board  shall  elect  a chairman  and  a vice 
chairman  from  among  its  voting  members.  It  may 
create  such  further  offices  or  combine  or  abolish  them 
as  it  sees  fit  in  the  management  of  its  affairs  and  in  the 
discharge  of  its  responsibilities.  Its  chairman  shall 
submit  an  annual  report  to  the  House  of  Delegates 
including  all  major  actions  and  policy  decisions  of  the 
preceding  year. 

Sec  4.  Each  director  shall  be  the  organizer  and 
mediator  for  the  district.  Directors  shall  visit  each 


county  in  their  district  as  needed  for  the  purpose  of 
organizing  component  societies  where  none  exist,  for 
inquiring  into  the  condition  of  the  profession,  and  to 
keep  informed  of  the  activities  of  the  component  socie- 
ties in  the  district  Each  director  shall  arrange  for  an 
annual  conference  or  caucus  with  the  societies  or  their 
delegates  within  the  district,  at  which  time  information 
shall  be  disseminated  concerning  the  activities  of  the 
State  Medical  Society  and  component  societies  within 
the  district.  Each  director  shall  report  as  necessary  to 
the  Board.  The  necessary  traveling  expenses  incurred 
by  each  director  in  the  line  of  duties  herein  imposed 
may  be  allowed  on  a proper  itemized  statement,  but 
this  shall  not  be  construed  to  include  the  expense  of 
attending  the  annual  meeting  of  the  Society. 

Sec  5.  The  Board  of  Directors  shall  be  the  judicial 
body  of  the  Society.  It  may  decide  any  questions  of 
conduct  or  discipline  of  members,  or  any  questions 
involving  the  rights  and  standing  of  members,  whether 
in  relation  to  other  members,  to  the  component  socie- 
ties, or  to  this  Society.  It  shall  develop  and  publish 
procedures  for  discipline,  including  denial  of  initial  or 
continuing  membership,  for  those  physicians  who  fail 
to  provide  quality  health  care,  failure  to  pay  dues,  loss 
of  license  to  practice,  or  other  cause.  Its  decisions  in  all 
cases  shall  be  final,  including  the  right  to  expel  a 
member  should  a component  society  fail  to  do  so  after 
being  so  requested  by  the  Board.  The  Board’s  right  to 
original  jurisdiction  includes  but  is  not  limited  to  the 
right  to  decide  cases  when: 

a.  the  affected  parties  reside  within  the  bounda- 
ries of  a single  county  medical  society  and  that 
society  does  not  wish  to  assume  jurisdiction; 

b.  the  affected  parties  reside  in  two  or  more  com- 
ponent medical  society  jurisdictions.  The  Board 
also  has  within  its  authority  the  right  to  appoint 
a commission  or  commissions  to  which  any  or 
all  such  matters  may  be  referred  for  investiga- 
tion, evaluation  and  decision  to  acquit,  admon- 
ish, or  otherwise  discipline  as  appropriate.  A 
member  may  appeal  to  the  Board  the  decision 
of  such  commission  or  the  action  of  a county 
society  as  provided  in  Chapter  X,  Section  3.  If 
the  recommendation  is  for  suspension  or  ex- 
pulsion of  a physician  from  Society  member- 
ship, final  action  must  be  taken  by  the  Board. 

Sec  6.  Charters  shall  be  issued  to  county  societies 
only  on  approval  of  the  Board,  with  ratification  by  the 
House  of  Delegates,  and  shall  be  signed  by  the  presi- 
dent and  secretary  of  this  Society.  Upon  the  recom- 
mendation of  the  Board,  the  House  of  Delegates  may 
revoke  the  charter  of  any  component  society  whose 
actions  are  in  conflict  with  the  letter  or  spirit  of  this 
Constitution  and  Bylaws. 

Sec  7.  In  sparsely  settled  sections,  the  Board  shall 
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have  authority  to  organize  the  physicians  of  two  or 
more  counties  into  societies.  These  societies,  when 
organized  and  chartered,  shall  be  entitled  to  all  rights 
and  privileges  provided  for  component  societies  until 
such  counties  shall  be  organized  separately. 

Sec  8.  The  Board  shall  provide  for  and  superintend 
the  issuance  of  all  publications  of  the  Society  including 
proceedings,  transactions  and  memoirs,  and  shall  have 
the  authority  to  appoint  an  editor  of  the  Journal  and 
such  assistants  as  it  deems  necessary. 

Sec  9.  The  Board  shall  select  a qualified  independ- 
ent accounting  firm  and  receive  an  annual  audit  of  all 
accounts  of  this  Society.  With  the  treasurer,  it  shall 
supervise  the  investment  of  funds.  The  Board  shall 
adopt  an  annual  budget  providing  for  the  necessary 
expenses  of  the  Society. 

Sec  10.  The  Board  may,  by  interim  appointment,  fill 
any  vacancy  in  office  not  otherwise  provided  for  which 
may  occur  during  the  interval  between  annual  meet- 
ings of  the  House  of  Delegates.  The  appointee  shall 
serve  until  a successor  has  been  elected  and  has 
qualified.  When  a district  initially  qualifies  for  an  addi- 
tional director,  such  position  shall  be  considered  new 
and  not  a vacancy  to  which  the  Board  is  authorized  to 
make  an  interim  appointment.  Such  new  position  shall 
be  filled  by  election  at  the  next  meeting  of  the  House 
of  Delegates  in  the  manner  provided  by  Article  VI  of 
the  Constitution.  The  initial  term  shall  be  so  estab- 
lished as  to  maintain  the  election  of  substantially  one- 
third  of  the  directors  each  year. 

Sec  11.  The  Board  may  elect  as  secretary  one  who 
need  not  be  a physician  or  a member  of  the  Society. 

Sec  12.  The  Board  shall  provide  such  facilities  for 
the  Society  as  may  be  required  to  properly  conduct  its 
business. 

Chapter  VI 

Commissions  and  committees 
Section  1.  The  Board  shall  appoint  such  commissions 
and  committees,  either  permanent  or  ad  hoc,  as  it 
deems  necessary  to  properly  conduct  the  affairs  of  the 
Society.  Membership  on  such  committees  and  com- 
missions shall  be  limited  to  members  of  the  Society 
and  its  Auxiliary.  Nonmembers  of  the  Society  or  its 
Auxiliary  may  be  appointed  as  special  representatives 
should  their  expertise  and  knowledge  be  of  benefit  to 
the  goals  of  such  commissions  or  committees.  Such 
individuals  shall  not  have  the  right  to  vote  or  hold 
office.  Each  commission  and  committee  shall  have  the 
duty  of  being  informed  on  matters  within  the  area  of  its 
special  interest.  They  shall  represent  the  Society’s 
interests  by  continual  contacts  with  voluntary  and 
governmental  agencies  having  related  concerns  with 
the  intention  of  coordinating  efforts  to  serve  the  health 
interests  of  the  people  of  Wisconsin.  They  shall  de- 


velop recommendations  from  their  studies  and  activi- 
ties for  action  by  the  Board  or  House  of  Delegates. 

Sec  2.  Specialty  sections  shall  be  regarded  as  spe- 
cial committees  of  the  Society  from  which  the  Board  or 
any  commission  or  committee  may  seek  advice  and 
assistance  on  matters  of  special  or  general  concern  to 
the  profession  and  the  health  of  the  people  of  Wiscon- 
sin. The  specialty  sections  will  be  expected  to  give 
special  requests  prompt  consideration  and  response 
so  as  to  enable  the  Society  to  make  maximum  use  of 
their  resources. 

Chapter  VII 
Dues  and  assessments 

Section  1.  The  annual  dues  and  assessments  of  this 
Society  shall  be  determined  by  the  House  of  Delegates 
and  shall  be  levied  per  capita  on  the  members.  Dues 
and  assessments  shall  be  payable  as  determined  by 
the  Board  of  Directors.  Any  member  whose  current 
year’s  dues  have  not  been  received  by  the  secretary  on 
or  before  the  dues  payment  deadline,  as  established  by 
the  Board  of  Directors,  shall  be  deemed  in  arrears  and 
shall  be  removed  from  the  membership  rolls  of  the 
county  society  and  this  Society  until  such  time  as  full 
dues  for  the  current  year  have  been  received. 

Sec  2.  The  record  of  payment  of  dues  and  assess- 
ments on  file  in  the  offices  of  this  Society  shall  be  final 
as  to  the  fact  of  payment  by  a member  and  to  the  right 
to  participate  in  the  business  and  proceedings  of  the 
Society  or  the  House  of  Delegates  and  to  any  other 
benefits  and  privileges  of  membership. 

Chapter  VIII 

The  Board  of  Directors  shall  adopt  ethical  guidelines 
for  the  members  of  this  Society. 

Comment:  On  July  18,  1981,  the  Board  of  Directors 
adopted  the  Principles  of  Medical  Ethics  oftheAMAas 
the  ethical  guidelines  of  the  Society. 

Chapter  IX 

The  current  edition  of  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure  governs  this  organization  in  all 
parliamentary  situations  that  are  not  provided  for  in 
the  law  or  in  its  charter,  constitution,  bylaws,  or  adopted 
rules. 

Chapter  X 
County  societies 

Section  1.  All  present  county  societies  or  those  that 
may  hereafter  be  organized  in  this  state  shall,  upon 
application  to  the  Board  of  Directors,  receive  charters 
from  this  Society,  provided  that  their  constitutions  and 
bylaws  have  been  submitted  to  the  Board  and  found  in 
conformity  with  the  Constitution  and  Bylaws  of  the 
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State  Medical  Society.  All  revisions  shall  be  submitted 
to  the  Society,  approved  by  the  Board,  and  filed  with 
the  secretary.  Where  a county  society  has  lost  or 
misplaced  its  constitution  and  bylaws,  the  model 
constitution  and  bylaws  for  county  medical  societies, 
as  last  approved  by  the  Board,  shall  be  deemed  to 
apply. 

Sec  2.  Only  one  component  medical  society  shall  be 
chartered  in  each  county. 

Sec  3.  Any  physician  who  may  feel  aggrieved  by  the 
action  of  the  society  of  his  county  in  suspending  or 
expelling  him  shall  have  the  right  to  appeal  to  the 
Board  of  Directors  of  the  State  Society.  Its  decision 
shall  be  final.  A county  society  shall  at  all  times  be 
permitted  to  appeal  or  refer  questions  involving 
membership  to  the  Board  of  the  State  Society  for  final 
determination.  The  mechanisms  and  procedures  which 
apply  to  the  appeal  process  shall  be  those  adopted  by 
the  Board. 

Sec  4.  Each  component  county  society  shall  elect 
one  or  more  delegates  and  may  elect  an  equal  number 
of  alternates  to  substitute  for  any  absent  delegates 
from  that  component  society,  for  a term  of  two  calen- 
dar years,  to  represent  it  in  the  House  of  Delegates  of 
this  Society,  in  accordance  with  Chapter  II,  Section  1, 
of  these  Bylaws.  The  term  of  office  shall  begin  on 
January  1 of  the  year  succeeding  the  election  of  such 
delegates  and  alternates. 

Sec  5.  The  secretary  of  each  county  society  shall 
keep  a roster  of  its  members. 

Chapter  XI 
Specialty  sections 

Section  1.  The  House  of  Delegates  shall  establish 
specialty  and  special  sections  within  the  Society.  It 
shall  have  the  power  to  combine,  enlarge,  or  discon- 
tinue any  or  all  of  such  sections  so  established  using 
the  following  guidelines: 

a.  For  specialty  section  to  be  designated  it  must 
represent  a specialty  which  is  represented  in 
the  American  Medical  Association  House  of 
Delegates  and 

b.  Have  at  least  twenty  (20)  members  of  the  spe- 
cialty who  are  members  of  this  Society. 


c.  If  no  representative  from  the  specialty  section 
registers  as  a representative  of  that  section  for 
three  (3)  consecutive  annual  meetings,  the 
specialty  section  will  be  dropped  with  the  op- 
tion of  reapplying  after  one  year,  provided  the 
above  criteria  are  met. 

d.  From  time  to  time  special  sections  not  meeting 
the  above  criteria  may  be  established  by  the 
House  of  Delegates. 

Sec  2.  Such  sections  so  established  shall  be  based 
upon  those  divisions  of  medicine  in  which  the  various 
members  possess  a special  interest.  Qualifications  for 
membership  in  any  section  shall  be  established  by  the 
members  of  such  section,  subject  to  approval  of  the 
Board  of  Directors,  Scientific  meetings  of  a section 
shall  be  open  to  all  members  in  good  standing  of  the 
State  Medical  Society. 

Sec  3.  The  officers  of  each  section  shall  be  elected 
by  and  from  its  membership.  The  terms  of  such  offi- 
cers shall  be  for  one  year,  but  any  officer  may  be 
reelected. 

Sec  4.  No  section  shall  have  the  power  to  bind  the 
State  Medical  Society  by  any  resolution  or  other  ac- 
tion. No  such  resolution  or  action  shall  be  publicized 
unless  it  shall  first  have  been  approved  by  the  House 
of  Delegates,  or  by  a majority  of  the  Board  when  the 
House  is  not  in  session.  No  resolution  adopted  by  any 
section  shall  be  effective  until  likewise  so  approved. 

Sec  5.  Each  section  shall  elect  a delegate  and  an 
alternate  to  the  House  of  Delegates.  The  term  shall  be 
for  two  calendar  years  without  limitation  on  number  of 
terms. 

Sec  6.  The  specialty  sections  of  the  Society  shall  be 
considered  an  integral  part  of  the  working  committee 
structure  of  the  Society  as  outlined  in  Chapter  VI  of 
these  Bylaws. 

Chapter  XII 
Amendments 

These  Bylaws  may  be  amended  at  any  annual  meeting 
by  a majority  vote  of  the  delegates  present,  if  the 
proposed  amendment  has  been  properly  submitted  to 
the  House  of  Delegates  and  has  laid  over  for  one 
session  of  that  annual  meeting,  o 
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Officers  of  Wisconsin's  county  medical  societies 


Key:  President  (P),  Co-president  (CP), 
President-elect  (PE),  Vice  President 
(VP),  Secretary  (S),  Treasurer  (T), 
Executive  Secretary  (ES) , Executive 
Vice  President  (EVP),  Executive 
Director  (ED),  Executive  Assistant 
(EA) , Assistant  Secretary  (AS) . 

Ashland-Bayfield-Iron 

P-Scott  H.  Warren,  MD 
2101  Beaser  Ave 
Ashland  54806 
715-682-8183 
S-Clair  M.  Morud,  MD 
Route  2,  Box  46 
Ashland  54806 
715-682-2358 

Barron-Washbum-Bumett 

P-Frederick  M.  Bannister,  MD 
220  Douglas  Street 
Chetek  54728 
715-9244811 
S-John  A.  Cragg,  MD 
1020  Lakeshore  Drive 
Rice  Lake  54868 
715-234-9031 

Brown 

P-Bruce  C.  Bressler,  MD 
720  S Van  Buren 
Green  Bay  54301 
PE-Jeremy  R.  Green,  MD 
900  South  Webster  Avenue 
Green  Bay  54301 
414437-0431 

S-Harold  J.  Reinhard,  MD 
501  Beilin  Bldg 
130  E Walnut  St 
Green  Bay  54301 
414435-8920 
T-Roger  C.  Wargin,  MD 
613  Ridgeview  Court 
Green  Bay  54301-1439 
414499-8859 

Calumet 

P-Ricarte  E.  Lozada,  MD 
W 2143  Debra  Court 
Chilton  53014 
414-849-9448 


VP-Badri  N.  Ganju,  MD 
451  E Brooklyn  St 
Chilton  53014 
414-849-2888 

S-William  E.  Hannon,  MD 
614  Memorial  Dr 
Chilton  53014 
414-849-2386 

Chippewa 

P-Jeffrey  F.  Brown,  MD 
610  W Columbia  St 
Chippewa  Falls  54729 
715-723-9375 

S-Bemard  F.  Herzog,  MD 
2661  County  Trunk  RM  438 
Chippewa  Falls  54729 
715-723-8886 

Clark 

P-Paul  L.  Wirtz,  MD 
903  East  Spruce 
Abbotsford  54405 
715-223-2364 
S-Alfred  R.  Talens,  MD 
216  Sunset  Place 
Neillsville  54456 

Columbia-Marquette-Adams 
P-Stewart  F.  Taylor,  Jr,  MD 
PO  Box  320 
Portage  53901 
PE-PaulJ.  Slavik,  MD 
916  Silver  Lake 
Portage  53901 
608-742-7161 

S-Raymundo  M.  Verzosa,  MD 

2315  Hamilton  St 

Portage  53901 

ES-Elayne  Hanson 

PO  Box  352 

Portage  53901-0352 

608-7424131 

Crawford 

P-Michael  S.  Garrity,  MD 
610  East  Taylor  Street 
Prairie  du  Chien  53821 
S-Randall  J.  Kieser,  MD 
610  E Taylor  St 
Prairie  du  Chien  53821 
608-326-6466 


Dane 

P-Thomas  H.  Browning,  MD 
20  S Park  St,  #355 
Madison  53715-1348 
608-257-3008 
PE-Paul  A Wertsch,  MD 
4221  Venetian  Lane 
Madison  53704 
608-221-1501 

VP-Gary  R.  Bridgwater,  MD 

3713  Milwaukee  Street 

Madison  53714 

608-249-8288 

S-Kay  E.  Jewell,  MD 

1717  West  Broadway 

PO  Box  1787 

Madison  53701 

608-221-5146 

ES-Lanny  L.  Hardy 

PO  Box  1109 

Madison  53701-1109 

608-257-6781 

Dodge 

P-Michael  K.  Augustson,  MD 
1200  North  Center  St 
Beaver  Dam  53916 
414-887-7101 

S-Timothy  J.  Rentmeester,  MD 
1200  North  Center  St 
Beaver  Dam  53916 
414-887-7101 
ES-Shirley  Dinsch 
1008  W Burnett  St 
Beaver  Dam  53916 
414-8854726 

Door- Kewaunee 
P-Brian  D.  Wake,  MD 
1116  North  Third  Avenue 
Sturgeon  Bay  54235 
414-743-2174 
S-John  L.  Herlache,  MD 
345  S 18th  Ave 
Sturgeon  Bay  54235 
414-743-7261 
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Douglas 

P-Lawrence  J.  Jaeger,  MD 
69  N 28th  St 
Superior  54880 
715-392-2273 
S-Brian  C.  Swanson,  MD 
Rt  2,  Box  401,  Station  Road 
Superior  54880 
715-392-8111 

Eau  Claire-Dunn-Pepin 
P-Edgar  O.  Hicks,  MD 
836  Richard  Dr 
Eau  Claire  54701 
715-834-2701 
S-Robert  J.  Fabiny,  MD 
733  W Clairemont  Ave 
PO  Box  1510 
Eau  Claire  54702-1510 
715-839-5222 

Fond  du  Lac 

P-Gary  F.  Steele,  MD 
PO  Box  157 
Brownsville  53006 
414-5834511 

PE-Karl  L.  Pennau,  Jr,  MD 
525  E Division  St 
Fond  du  Lac  54935 
S-William  J.  Brusky,  MD 
Route  4 

Fond  du  Lac  54935 
T-Robert  H.  House,  MD 
PO  Box  208 
Ripon  54971-0208 
414-748-6400 
ES-Margaret  Sperbeck 
430  E Division  St 
Fond  du  Lac  54935 
414-929-2300 

Forest 

P-E.  Frank  Castaldo,  MD 
Box  98 
Laona  54541 
715-674-3581 
S-Burton  S.  Rathert,  MD 
101 W Washington  St 
PO  Box  278 
Crandon  54520-0278 
715478-2413 


Grant 

P-Ann  R.  Berlage,  MD 
1370  N Water  St 
Platteville  53818 
608-348-2455 

PE-Robert  M.  Railey,  MD 
235  N Madison  St 
Lancaster  53813 
608-723-2134 
S- William  P.  Fast,  MD 
208  Parker  St 
Boscobel  53805 
608-3754144 

Green 

P-Daniel  M.  Stormont,  MD 
1905  Fifth  Street 
Monroe  53566 
608-325-1900 

VP-David  M.  Johnson,  MD 
W4633  Richland  Road 
Monroe  53566 
608-328-7000 
S-Vasudev  M.  Patel,  MD 
3015  - 16th  Street 
Monroe  53566 
608-325-7422 

T-George  W.  Kindschi,  MD 
1515  10th  St 
Monroe  53566 
608-328-7000 

Green  Lake-Waushara 
P-Alan  L.  Taber,  MD 
147  N State 
Berlin  54923 
414-361-0460 
S-Barry  L.  Rogers,  MD 
PO  Box  20 
Berlin  54923-0020 
414-3614306 

Iowa 

P-Young  I.  Kim,  MD 
829  S Iowa  St 
Dodgeville  53533 
608-935-9336 

S-Harald  P.  L.  Breier,  MD 
PO  Box  185 
Montfort  53569-0185 
608-943-6308 


Jefferson 

P-Michael  A Grajewski,  MD 
1507  Doctors  Court 
Watertown  53094 
414-2614265 

VP-Ann  M.  Tousignant,  MD 
123  Hospital  Dr,  #106 
Watertown  53094 
414-262-9717 

S-Michael  A Nemeth,  MD 
123  Hospital  Dr,  #202 
Watertown  53094 
414-262-9310 

Juneau 

P-D.  Keith  Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 
S-Nancy  E.  B.  Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

Kenosha 

P-Emesto  E.  Buencamino,  MD 
3734  Seventh  Ave,  #11 
Kenosha  53140 
414-658-1678 

PE-Michael  J.  Wempe,  MD 
3509  - 100th  Street 
Kenosha  53142 
414-259-9700 
S-Ricardo  M.  Rustia,  MD 
3200  Sheridan  Rd 
Kenosha  53140 
414-654-2455 
ES-James  Splitek 
4109  67th  St 
Kenosha  53142 
414-654-9166 

La  Crosse 

P-Robert  S.  Witte,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

PE-Kermit  L.  Newcomer,  MD 
1836  South  Avenue 
La  Crosse  54601 
608-782-7300 
S-Wayne  A Bottner,  MD 
1836  South  Avenue 
La  Crosse  54601 
608-782-9700 
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Lafayette 

P-Lyle  L Olson,  MD 
517  Park  PI 
Darlington  53530 
608-7764497 
S-Vacant 

Langlade 

P-Robert  W.  Cromer,  MD 
1111  Langlade  Rd 
Antigo  54409 
715-623-3761 
S-Vacant 

Lincoln 

P-Muhammad  Y.  Ahmad,  MD 
716  East  Second  Street 
Merrill  54452 
715-536-2463 

VP-Jacob  H.  Martens,  MD 
601  Center  Avenue  South 
Merrill  54452 
715-536-5511 
S-Jeffrey  L.  Moore,  MD 
1205  O’Day  Street 
Merrill  54452 
715-536-9511 

Manitowoc 
P-Paul  A.  Caviale,  MD 
PO  Box  907 
Manitowoc  54221-0907 
414-682-6376 

S-Laurence  J.  Verlinden,  MD 
601  Buffalo  St 
Manitowoc  54220 

Marathon 

P-David  D.  Jenkins,  MD 
2005  Hemlock  Ave 
Schofield  54476 
715-847-2004 
PE-Mark  J.  Mirick,  MD 
333  Pine  Ridge  Blvd 
Wausau  54401 
715-847-2160 

S-Richard  S.  Engelmeier,  MD 
520  North  28th  Avenue 
Wausau  54401 
ES-Lorraine  W.  Kordus 
PO  Box  6190 
Wausau  54402-6190 
715-845-6231 


Marinette-Florence 
P-Kenneth  H.  Yuska,  MD 
1424  Newberry  Ave 
Marinette  54143-2498 
715-732-1745 
S-Calvin  D.  Nogler,  MD 
Hwy  141,  Box  18 
Pound  54161 
414-897-2331 

Milwaukee 

P-Marcia  J.  S.  Richards,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-6420 

PE-Sanford  R.  Mallin,  MD 
788  North  Jefferson  Street 
Milwaukee  53202 
414-276-1906 

VP-James  H.  Woods,  MD 
Suite  845 

2300  North  Mayfair  Road 
Wauwatosa  53226 
414453-2121 

S-John  E.  Ridley,  III,  MD 
2315  N Lake  Dr,  #1001 
Milwaukee  53211 
414-278-7500 
ES-William  B.  Harlan 
1020  N Broadway,  #200 
Milwaukee  53202-3171 
414-271-9870 

Monroe 

P-Kevin  A.  Jessen,  MD 
1112  Charles  Dr 
Tomah  54660 
608-3724111 
S-Michael  T.  Pace,  MD 
315  W Oak  St 
PO  Box  250 
Sparta  54656-0250 
608-269-6731 

Oconto 

P-John  S.  Honish,  MD 
PO  Box  260 
Oconto  54153-0260 
414-8344110 
S-Richard  Samwick,  DO 
119  Main  St 
PO  Box  676 
Gillett  54124-0676 
414-855-2126 
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Oneida-Vilas 
P-Lee  A.  Swank,  MD 
1020  Kabel  Ave 
Rhinelander  54501 
715-362-6160 
ES-Nancy  Thompson 
1020  Kabel  Ave 
Rhinelander  54501 
715-369-7758 

Outagamie 

P-Charles  N.  Kagen,  MD 
100  W Lawrence  St,  #409 
Appleton  54911 
414-733-5138 

VP-Peter  V.  Podlusky,  MD 
1506  South  Oneida  Street 
Appleton  54915 
S-Jan  C.  Bax,  MD 
506  East  Longview  Drive 
Appleton  54911 
414-730-8833 
ES-Dolores  A.  Ebben 
211  E Franklin  St 
Appleton  54911 
414-734-5951 

Ozaukee 

P-Thomas  Wall,  MD 
326  W Pierre  Lane 
Port  Washington  53074 
414-2844345 

S-M.  Thomas  Chemotti,  MD 
N69  W5289  Columbia  Rd 
PO  Box  503 
Cedarburg  53012-0503 
414-377-8118 

Pierce-St  Croix 
P-Bruce  G.  Hanson,  MD 
661  Parkview  Dr 
New  Richmond  54017 
715-246-6911 
S-Joseph  E.  Powell,  MD 
441  E Seventh  St 
New  Richmond  54017 
715-246-6911 
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Polk 

P-Thomas  E.  Hinck,  MD 
208  Adams  St 
St  Croix  Falls  54024 
715483-3221 

S-James  S.  Moore,  Jr,  MD 
Route  2,  Box  124B 
St  Croix  Falls  54024 
715483-9875 

Portage 

P-Edwin  G.  May,  MD 
2501  Main  St 
Stevens  Point  54481 
715-3444120 
S-Joseph  F.  Jarabek.  MD 
2501  Main  St 
Stevens  Point  54481 
715-3444120 

Price-Taylor 
P-Michael  A.  Haase,  MD 
101  N Gibson  Ave 
Medford  54451 
715-748-2121 

S-WaltherW.  Meyer,  MD 
612  E Perkins  St 
Medford  54451 
715-748-2121 

Racine 

P-S.  Marshall  Cushman,  Jr,  MD 
3831  Lighthouse  Dr 
Racine  53402 
414-637-6106 

PE-Barry  M.  Altenberg,  MD 
Suite  201 

1244  Wisconsin  Avenue 
Racine  53403 
414-633-8245 
S-Carol  W.  Potts,  MD 
2405  Northwestern  Ave 
Racine  53404 
414-632-7521 

T-Peter  J.  Bartzen,  Jr,  MD 
P.O.  Box  085001 
Racine  53408-5001 
414-631-8204 
ES-John  Bjelajac 
PO  Box  592 
Racine  53401-0592 
414-634-0702 


Richland 

P-Kay  M.  Balink,  MD 
1313  West  Seminary 
P.O.  Box  649 

Richland  Center  53581-0649 
608-647-6161 
VP-Neil  N.  Bard,  MD 
1313  West  Seminary 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 

S-Richard  W.  Edwards,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 

Rock 

P-Leland  J.  From,  MD 
1905  Huebbe  Parkway 
Beloit  53511 
608-364-2240 
S-Larry  M.  Ojeda,  MD 
1905  Huebbe  Parkway 
Beloit  53511 
608-364-2200 

Rusk 

P-Thomas  P.  Paulsen,  MD 
906  College  Ave  West 
Ladysmith  54848 
715-532-6651 
S-Rebecca  J.  Allen,  MD 
906  West  College 
Ladysmith  54848 
715-532-6651 

Sauk 

P-Edward  Bueno,  MD 
703  - 14th  Street 
Baraboo  53913 
608-356-6656 

S-Robert  H.  Mortimore,  MD 
1900  N Dewey  Ave 
Reedsburg  53959 
608-524-6477 

Sawyer 

P-Lloyd  M.  Baertsch,  MD 
Route  3,  Box  3998 
Hayward  54843 
715-634-2681 
S-Paul  Strapon,  III,  MD 
PO  Box  764 
Hayward  54843 
715-634-8911 


Shawano 

P-Ralph  D.  Petty,  MD 
117  E Green  Bay  St 
Shawano  54166 
715-524-2161 
S-Kevin  J.  Weber,  MD 
117  E Green  Bay  St 
Shawano  54166 
715-524-2161 

Sheboygan 
P-Robert  J.  Scott,  MD 
2017  N Sixth  St 
Sheboygan  53081 
414457-5033 
S-Dennis  A Wood,  MD 
4401  North  Evergreen  Drive 
Sheboygan  53081 

Trempealeau-Jackson-Buffalo 
P-Kenyon  R.  Gilbert,  MD 
Rt  1,  Box  329 
Blair  54616 
608-989-2167 

S-Geoffrey  C.  Kloster,  MD 
219  South  Main  Street 
Galesville  54630 
608-582-2286 

Vernon 

P-Mark  H.  Andrew,  MD 
PO  Box  72 
Viroqua  54665 
608-637-3195 

PE-Timothy  J.  Devitt,  MD 
RFD  1 

Soldiers  Grove  54655 
S-Rolando  A Macasaet,  MD 
318  West  Decker  Street 
Viroqua  54665 

Walworth 

P-Nestor  C.  Alabarca,  MD 
255  Havenwood  Dr 
Lake  Geneva  53147 
414-248-8527 
VP-David  C.  Thies,  MD 
100  S Washington 
PO  Box  547 
Elkhom  53121-0547 
S-Joy  Zerrudo-Seldera,  MD 
255  Havenwood  Dr 
Lake  Geneva  53147 
414-248-8527 
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Washington 

P-MarkT.  O’Meara,  Jr,  MD 
1201  Oak  St 
West  Bend  53095 
414-338-6641 
VP-Peter  C.  Joosse,  MD 
120  N Main 

West  Bend  53095-3353 
S-Gary  M.  Herdrich,  MD 
5484  Road  Four 
West  Bend  53095 
414-677-3661 

Waukesha 

P-Michael  G.  O’Mara,  MD 
888  Thackeray  Trail 
Oconomowoc  53066 
414-567-8326 

VP-Timothy  G.  McAvoy,  MD 
1751  East  Main 
Waukesha  53186 
414-547-0000 

S-Charles  E.  Holmburg,  MD 
W180  N7950  Town  Hall  Road 
P.O.  Box  427 
Menomonee  Falls  53051 
414-255-2500 


T-Gwendolyn  Tanel,  MD 
W236  S5572  Maple  Hill 
Waukesha  53186 
414-544-5791 
ES-Robert  Herzog 
850  Elm  Grove  Rd,  #11 
Elm  Grove  53122 
414-784-3747 

Waupaca 

P-Charles  J.  Rathjen,  MD 
710  Riverside  Drive 
Waupaca  54981 
715-258-1160 

VP-Robert  D.  Heinen,  MD 
725  West  Ramsdell 
P.O.  Box  236 
Marion  54950-0236 
715-754-5267 

S-Donn  D.  Fuhrmann,  MD 
1420  Algoma  St 
New  London  54961 
414-982-7240 


Winnebago 

P-William  A Crawford,  MD 
400  Ceape  Ave 
Oshkosh  54901 
414-236-3280 
PE-Gerald  A Gehl,  MD 
1215  Doctors  Drive 
Neenah  54956 
414-725-8285 
S-James  E.  Cauley,  MD 
400  Ceape  Ave 
Oshkosh  54901 
414-236-3238 

Wood 

P-Louis  C.  Hacker,  MD 
1000  North  Oak  Avenue 
Marshfield  54449-5777 
715-387-5457 

VP-Theodore  A Praxel,  MD 
1041  Hill  Street 
Wisconsin  Rapids  54494 
715423-0122 
S-Michael  J.  Kryda,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5319 


Officers  of  the  SMS  special  sections 


As  of  June  1,  1990 

Anesthesiology 

Dermatology 

(September  1990) 

(October  1990) 

Key:  Chair  (C),  Chair  Elect  (CE),  Vice 

C-Jay  J.  Kuritz,  MD 

C-John  S.  Cantieri,  MD 

Chair  (VC),  Secretary-Treasurer  (ST), 

2412  Sandy  Lane 

17030  West  North  Avenue 

Delegate  (D),  Alternate  Delegate 

Green  Bay  54302 

Brookfield  53005 

(AD) , AMA  Delegate  (AMA  D) , AMA 

414432-6373 

414-784-7820 

Alternate  Delegate  (AMA  AD). 

ST-W.  Stuart  Sykes,  MD 

ST-David  K Falk,  MD 

Expiration  of  term  appears  in 

1005  Columbia  Rd 

1313  Fish  Hatchery  Rd 

parentheses. 

Madison  53705 

Madison  53715 

D-Warren  J.  Holtey,  MD 

D-Joel  E.  Taxman,  MD 

1000  North  Oak  Ave 

1622  W Wisconsin  Ave 

Allergy  and  Clinical  Immunology 

Marshfield  54449 

Milwaukee  53233 

(November  1990) 

AD-Gregory  A Felsheim 

414-933-2552 

C-Marshall  E.  Cusic,  MD 

18920  Alta  "Vista  Drive 

AD-Nyles  R.  Eskritt,  MD 

1000  North  Oak  Avenue 

Brookfield  53005 

3508  E Maria  Dr 

Marshfield  54449 

Stevens  Point  54481 

D-Marshall  E.  Cusic,  MD 

Cardiology 

AD-Robert  J.  Kriz,  MD 

D-Robert  M.  Green,  MD 

1 S Park  St 

1836  South  Ave 

Madison  53715 

La  Crosse  54601 
608-782-7300 
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Emergency  Medicine 
(April  1991) 

C-Mark  J.  Mirick,  MD 
333  Pine  Ridge  Blvd 
Wausau  54401 
715-847-2160 
ST-John  J.  Maher,  MD 
1969  W Hart  Rd 
Beloit  53511 
608-364-5682 

D-Premal  M.  Joshipura,  MD 
1609  Virginia 
Libertyville,  IL  60048 

Family  Physicians 

Qune  1990) 

C-Richard  G.  Roberts,  MD 
777  South  Mills  Street 
Madison  53715 
D-Terry  L.  Hankey,  MD 
900  Riverside  Drive 
Waupaca  54981 
715-258-0200 

AD-Thomas  H.  Peterson,  MD 
995  Campus  Dr 
Wausau  54401 
715-675-3391 

Foreign  Medical  Graduates 
(Will  be  organized  during  1990) 

Hospital  Medical  Staff 
C-John  J.  Beck,  MD 
345  South  18th  Avenue 
Sturgeon  Bay  54235 
414-743-7261 

D-Stephen  R.  Peters,  MD 
17780  Mierow  Court 
Brookfield  53005 
414-257-6269 

AD-Louis  R.  Pfeiffer,  MD 
515  Prospect  Ave 
Nekoosa  54457 

Internal  Medicine 

(September  1990) 

C- William  J.  Listwan,  MD 
205  Valley  Avenue 
West  Bend  53095 
414-338-1123 
S-Robert  E.  Phillips,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5852 


D-Richard  A Dart,  MD 
1000  N Oak  Ave 
Marshfield  54449 
AD-Susan  L.  Turney,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5435 

Medical  Faculties 
AD-Manucher  J.  Javid,  MD 
H4/346  CSC 
600  Highland  Ave 
Madison  53792 
608-263-1410 

Medical  Students 

C-Donald  J.  Anderson 
6810  Schroeder  Rd,  #2 
Madison  53711 
608-2734103 

C-Katherine  M.  Hegmann 
7115  North  86th  Street 
Milwaukee  53224 
D-Rita  F.  Huspen 
3055  N.  Humboldt  Blvd 
Milwaukee  53212 
414-545-6096 
AD-Daniel  R.  Vig 
1706  Jefferson  Street 
Madison  53711 
608-255-6427 

Neurology 

(September  1989) 

C-Michael  F.  Finkel,  MD 
733  W Clairemont  Ave 
PO  Box  1510 
Eau  Claire  54702-1510 
715-839-5203 

D-Gamber  F.  Tegtmeyer,  Jr,  MD 
20  S Park  St,  #202 
Madison  53715 
608-2554826 

Neurosurgery 
(October  1990) 

D-Glenn  A Meyer,  MD 
16475  Shoreline  Dr 
Brookfield  53005 
414-257-6465 

AD-S.  Marshall  Cushman,  Jr,  MD 
3831  Lighthouse  Dr 
Racine  53402 
414-637-6106 


Obstetrics-Gynecology 
(July  1990) 

C-William  E.  Martens,  MD 
10425  W North  Ave,  Suite  226 
Wauwatosa  53226 
ST-Robert  J.  Jaeger,  MD 
3291  Thompson  Ct 
Stevens  Point  54481 
715-3444120 

D-Charles  A.  Hammond,  MD 
411  Lincoln  St 
Neenah  54956 
414-7274304 

AD-Michael  A Schellpfeffer,  MD 
1400  75th  St 
Kenosha  53140 
414-658-2133 

Ophthalmology 

(September  1990) 

C-Peter  J.  McCanna,  MD 
1025  Regent  Street 
Madison  53715 
608-2584520 
ST-Jack  L.  Hughes,  MD 
2500  N Mayfair  Rd,  Suite  200 
Wauwatosa  53226 
414-259-1930 

D-M.  Thomas  Chemotti,  MD 
N69W5289  Columbia  Rd 
PO  Box  503 
Cedarburg  53012-0503 
414-377-8118 

AD-Gregory  P.  Kwasny,  MD 
2300  N Mayfair  Rd,  Suite  1030 
Wauwatosa  53226 

Orthopaedics 
(May  1991) 

C-Joseph  C.  DiRaimondo,  MD 
1636  Miriam  Road 
Manitowoc  54220 
414-682-6376 

ST-William  R.  Niedermeier,  MD 
Two  West  Gorham  St 
Madison  53703 
608-255-9414 
PE-Paul  A.  Jacobs,  MD 
1218  W Kilboum  Ave 
Milwaukee  53233 
414-276-6000 

D-James  A Rydlewicz,  MD 
5233  W Morgan  Ave 
Milwaukee  53220 
414-771-5080 
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AD-James  H.  Langenkamp,  MD 
2040  Wisconsin  Ave 
Milwaukee  53233 
414-933-8158 

Otolaryngology 
(April  1991) 

C-Roy  J.  Dunlap  II,  MD 
508  Vincent  Street 
Stevens  Point  54481 
715-341-8001 

ST-Terrence  W.  Frank,  MD 
Dept  of  Otolaryngology 
600  Highland  Ave 
Madison  53792 
608-263-7064 
D-Glenn  M.  Seager,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

AD-Thomas  W.  Grossman,  MD 
11945  W Pioneer  Rd 
Mequon  53092 
414-375-1577 

Pathology 

(November  1990) 

C-Richard  A.  Komorowski,  MD 
8700  W.  Wisconsin  Avenue 
Milwaukee  53226 
414-257-6201 

ST-Gerald  A.  Hanson,  MD 
Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  53226 
D-Raymond  C.  Zastrow,  MD 
2400  WVillard  Ave 
Milwaukee  53209 
414-527-8404 

AD-Ronald  R.  Martins,  MD 
1855  Hollyhock  Lane 
Elm  Grove  53122 
414-554-2285 

Pediatrics 

(May  1991) 

C-Ordean  L.  Torstenson,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8181 

ST-Joanne  A.  Selkurt,  MD 
1933  Park  St 
Whitehall  54773 


D-Carl  S.  L.  Eisenberg,  MD 
3003  W Good  Hope  Rd 
PO  Box  17300 
Milwaukee  53217-0300 
414-352-3100 

Physical  Medicine  and 
Rehabilitation 

(November  1990) 

C-Sridhar  V.  Vasudevan,  MD 
5000  W Chambers  St 
Milwaukee  53210 
414447-2089 

ST-Keith  B.  Sperlins,  MD 
505  Isle  Royal 
Madison  53705 
608-263-8635 

D-Ram  Parvesh  Bhala,  MD 
3033  South  27th  Street 
Milwaukee  53215 
414-649-9998 

Plastic  Surgery 
(April  1991) 

C-Ruedi  P.  Gingrass,  MD 
9800  West  Bluemound  Road 
Milwaukee  53226 
414476-7240 

S-Paul  W.  Loewenstein,  MD 
2300  N Mayfair  Rd,  Suite  950 
Wauwatosa  53226 
414-259-9000 
D-Harvey  M.  Bock,  MD 
2315  North  Lake  Drive 
Milwaukee  53211 
414-271-8283 

AD-Terrence  J.  Wilkins,  MD 
2015  East  Newport  Avenue 
Milwaukee  53211 
414-963-1700 

Preventive  Medicine 
(March  1992) 

C-Peter  J.  Parthum  MPH,  MD 
S63  W14899  Garden  Terr 
Muskego  53150 
414-278-3637 

ST-Jane  K.  Sliwinski,  MD 
720  S Van  Buren 
Green  Bay  54301 
414436-7100 

AD-Jane  K.  Sliwinski,  MD 


Psychiatry 

(May  1991) 

C-Donald  P.  Hay,  MD 
7040  N Green  Bay  Ave 
Glendale  53209 
414-351-2688 
S-Laurens  Young,  MD 
8700  West  Wisconsin 
Milwaukee  53226 
T-Kenneth  I.  Robbins,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
D-Rudolf  W.  Link,  MD 
562  Grand  Canyon  Dr 
Madison  53719 
608-8334365 

AD-Pauline  M.  Jackson,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

Radiation  Oncology 
(July  1990) 

C-Homer  H.  Russ,  MD 
611  St.  Joseph  Ave 
Marshfield  54449 
715-387-7637 

ST-Richard  A.  Steeves,  MD 
K4/B100  CSC 
600  Highland  Ave 
Madison  53792 
608-263-8500 
D-Sally  M.  Schlise,  MD 
916  South  Monroe 
Green  Bay  54301 
414433-8184 

AD-Robert  H.  Greenlaw,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-7637 

Radiology 
(October  1990) 

C-Eric  B.  Wilson,  MD 
4397  Country  Club  Rd 
Oshkosh  54901 
414-233-6241 
ST-Paul  R.  Bolich,  MD 
1586  Arapahoe  Ct 
Green  Bay  54303 
414494-1600 

D-Timothy  T.  Flaherty,  MD 
547  E.  Wisconsin  Ave 
Neenah  54956 
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Residents 

C-Elisa  G.  Triffleman,  MD 
B6/210 

600  Highland  Avenue 
Madison  53792 
608-263-6114 

Surgery 
(April  1991) 

C-George  M.  Kroncke,  MD 
H4/364  CSC 
600  Highland  Ave 
Madison  53792 
608-263-5215 
ST-J.  David  Lewis,  MD 
205  Valley  Avenue 
West  Bend  53095 
414-338-1123 
D-Dean  B.  Pratt,  MD 
332  Park  Ave 
Sheboygan  53081 
414-457-4461 


AD-Louis  C.  Bernhardt,  MD 
1313  Fish  Hatchery  Road 
Madison  53715 
608-252-8066 


Urology 
(April  1991) 

D-Stuart  W.  Fine,  MD 
2040  W Wisconsin  Ave 
Milwaukee  53233 
AD-Charles  W.  Troup,  MD 
720  S Van  Buren  St,  Suite  102 
Green  Bay  54301 
414433-6054 

Young  Physicians 
(April  1991) 

C-Daniel  M.  Stormont,  MD 
1905  Fifth  Street 
Monroe  53566 
608-325-1900 


C E-Mark  H.  Andrew,  MD 
PO  Box  72 
Viroqua  54665 
608-637-3195 
D- William  A.  Wood,  MD 
3009  Harwood  Dr 
Madison  53705 
608-263-1367 

AD-T.  Bayard  Frederick,  MD 
80  Sheboygan  Street 
Fond  du  Lac  54935 
414-923-7400 

AMA  D-Kevin  T.  Flaherty,  MD 
614  First  St 
PO  Box  689 
Wausau  54401 
715-845-8201 

AMA  AD-Kay  E.  Jewell,  MD 
PO  Box  1787 
Madison  53701 
608-221-5146 


Presidents  and  secretaries,  Wisconsin  specialty  societies 

As  of  June  1,  1990 


Key:  President  (P),  President-elect 
(PE) , Vice  President  (VP) , Chair  (C) , 
Vice  Chair  (VC),  Secretary-treasurer 
(ST),  Secretary  (S),  Treasurer  (T), 
Executive  Director  (ED),  Executive 
Secretary  (ES),  Chapter  Adminis- 
trator (CA) 

Wisconsin  Allergy  Society 
P-Martin  J.  Voss,  MD 
733  W Clairemont  Ave 
PO  Box  1510 
Eau  Claire  54702-1510 
715-839-5286 


ST-M arcus  Cohen,  MD 
2 West  Gorham  St 
Madison  53703 
608-255-7414 
PE-Martin  L.  Lobel,  MD 
324  E Wisconsin  Ave,  #900 
Milwaukee  53202 
414-2714204 

Wisconsin  Society  of 
Ane  sthesiologi  sts 
P-Jay  J.  Kuritz,  MD 
2412  Sandy  Lane 
Green  Bay  54302 
414432-6373 


PE-Anne  M.  Fagan,  MD 
1300  Lake  Drive 
South  Milwaukee  53172 
ST-W.  Stuart  Sykes,  MD 
1005  Columbia  Ave 
Madison  53705 

Wisconsin  Chapter:  American 
College  of  Cardiology 
P-A  James  Liedtke,  MD 
600  Highland  Ave 
Madison  53792 
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Dr  Clinton  Hoffman  and  his  wife  Billie  (left)  enjoyed  a free  moment  at  the  1990  annual  meeting  with 
Dr  John  Thompson  and  his  wife  Germaine. 


Wisconsin  Dermatology  Society 
P-John  S.  Cantieri,  MD 
17030  W North  Ave 
Brookfield  53005 
414-784-7820 

PE-Michael  J.  Smullen,  MD 
1239  W Mason  St 
Green  Bay  54304-2047 
414-499-0696 
ST-David  K.  Falk,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 

Wisconsin  Chapter:  American 
College  of  Emergency  Physicians 
P-John  E.  Whitcomb,  MD 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7299 

VP-Thomas  J.  Luetzow,  MD 
5157  N.  Loop  Road 
Larsen  54947 

S-Carol  M.  Kiekhaefer,  MD 

PO  Box  1458 

Fond  du  Lac  54935 

414-921-5330 

T-C.  Peter  Erskine,  MD 

718  Oneida  PI 

Madison  53711 

ED-Karen  Teske-Osbome 

999  S Park  St 

Madison  53715 

608-255-2122 
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Wisconsin  Academy  of  Family 
Physicians 

P-Richard  G.  Roberts,  MD 
777  S Mills  St 
Madison  53715 
608-263-3598 

PE-Terry  L.  Hankey,  MD 
900  Riverside  Drive 
Waupaca  54981 
715-258-0200 

ST-Lowell  H.  Keppel,  MD 
180  W Grange  Rd 
Milwaukee  53207 
414-7444304 
ES-Robert  H.  Herzog 
850  Elm  Grove  Road 
Elm  Grove  53122 
414-784-3656 

Wisconsin  Society  of  Internal 
Medicine 

P-William  J.  Listwan,  MD 
205  Valley  Ave 
West  Bend  53095 
414-338-1123 

PE-Robert  E.  Phillips,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5852 
ST-Richard  A Dart,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5345 
ED-Sandy  Koehler 
611  East  Wells  St 
Milwaukee  53202 
414-276-6445 


Wisconsin  Neurological  Society 

P-Benjamin  Brooks,  MD 

600  Highland  Ave 

Madison  53792 

608-263-5442 

PE-Robert  T.  Schmidt,  Jr,  MD 
720  S Van  Buren 
Green  Bay  54301 
414-436-7100 

VP-Arthur  J.  Turner,  MD 
2040  W Wisconsin  Ave,  #668 
Milwaukee  53233 
4143449494 

ST-Thomas  J.  Zweifel,  MD 
1440  N 25th  St 
Sheboygan  53081 
414457-3737 

Wisconsin  Neurosurgical  Society 
P-Donald  B.  Kelman,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5297 

PE-Lincoln  F.  Ramirez,  MD 
H4/334  CSC 
600  Highland  Ave 
Madison  53792 
608-256-1901 

VP-Robert  A Narotzky,  MD 
PO  Box  1510 
Eau  Claire  54702-1510 
715-839-5270 

ST-Mohammed  Rafiullah,  MD 
3001  Michigan  Blvd 
Racine  53402 
414637-6106 

Wisconsin  Section:  American 
College  of  Obstetrics  and 
Gynecology 

C-William  J.  O’Leary,  MD 
815  S Tenth  St 
La  Crosse  54601 
608-782-9760 

VC-Charles  A Hammond,  MD 
411  Lincoln  St 
Neenah  54956 
4147274304 

Wisconsin  Society  of  Obstetrics 
and  Gynecology 
P-William  E.  Martens,  MD 
10425  W North  Ave,  #226 
Wauwatosa  53226 
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PE-Paul  G.  Harkins,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5206 
ST-Robert  J.  Jaeger,  MD 
3291  Thompson  Ct 
Stevens  Point  54481 
715-344-4120 

Wisconsin  Academy  of 
Ophthalmology 

P-Peter  J.  Me  Canna,  MD 
1025  Regent  St 
Madison  53715 
608-2584520 
ST-Jack  L.  Hughes,  MD 
2500  N Mayfair  Rd,  #200 
Wauwatosa  53226 
414-259-1930 
ES-Robert  H.  Herzog 
850  Elm  Grove  Road,  #11 
Elm  Grove  53122 
414-784-3747 

Wisconsin  Orthopaedic  Society 
P-Joseph  C.  DiRaimondo,  MD 
1636  Miriam  Road 
Manitowoc  54220 
414-682-6376 

ST-William  R.  Niedermeier,  MD 
Two  West  Gorham  St 
Madison  53703 
608-255-9414 

Wisconsin  Society  of 
Otolaryngology-Head  and  Neck 
Surgery 

P-Roy  J.  Dunlap,  II,  MD 
508  Vincent  St 
Stevens  Point  54481 
715-341-8001 

ST-Terrence  W.  Frank,  MD 
Dept  of  Otolaryngology 
600  Highland  Ave 
Madison  53792 
608-263-7064 

Wisconsin  Society  of  Pathologists 
P-Richard  A Komorowski,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-6201 


S-Gerald  A Hanson,  MD 
Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  53226 
T-Ronald  R.  Martins,  MD 
1855  Hollyhock  Lane 
Elm  Grove  53122 
414-554-2285 

Pakistani  Physicians  Society  of 
Wisconsin 

P-Ayaz  M.  Samadani,  MD 
148  Warren  St 
PO  Box  678 
Beaver  Dam  53916 
414-887-7731 

VP-Mohammad  Shafi,  MD 
2000  W Kilboum  Ave,  #C312 
Milwaukee  53233 
414-342-3000 
S-Magbool  Arshad,  MD 
2040  W Wisconsin  Ave 
Milwaukee  53233 
414-933-8999 
T-Saleem  Bakhtiar,  MD 
1004  E Sumner  St 
Hartford  53027 
414-673-5050 

Wisconsin  Chapter:  American 
Academy  of  Pediatrics 
P-Ordean  L Torstenson,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8181 

PE-Kathryn  P.  Nichol,  MD 
2753  Marshall  Pkwy 
Madison  53713 
ST-Joanne  A Selkurt,  MD 
1933  Park  St 
Whitehall  54773 
CA-Beth  A Johnson 
7500  N Range  Line  Rd 
Milwaukee  53209 

Philippine  Medical  Association- 
Wisconsin 

P-Juanito  P.  Singson,  MD 
5311  S Howell  Ave 
Milwakuee  53207-6105 
414-481-5881 

PE-Jeremia  B.  Vinluan,  MD 
756  N 35th  St 
Milwaukee  53208 
414-342-2606 


S-Violeta  A Singson,  MD 
2040  W Wisconsin  Ave,  #778 
Milwaukee  53233 
414-344-3080 
T-Romeo  C.  Lo,  MD 
6815  W Capitol  Dr 
Milwaukee  53216 

Wisconsin  Society  of  Physical 
Medicine  and  Rehabilitation 
P-Donna  D.  Davidoff,  MD 
N10132  W23  Gettysburg 
Mequon  53092-5456 
414-225-8133 

PE-Sridhar  V.  Vuoudevan,  MD 
5000  W Chambers  St 
Milwaukee  53210 
414-447-2089 

ST-Keith  B.  Sperling,  MD 
505  Isle  Royal 
Madison  53705 
608-263-8635 

Wisconsin  Chapter:  American 

College  of  Physicians 

P-Joseph  J.  Mazza,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

S-Kenneth  I.  Gold,  MD 

1905  Huebbe  Parkway 

Beloit  53511 

608-364-2240 

T-Susan  L.  Turney,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

715-387-5435 

Wisconsin  Society  of  Plastic 
Surgeons 

P-Ruedi  P.  Gingrass,  MD 
9800  W Bluemound  Road 
Milwaukee  53226 
414-476-7240 

VP-Harvey  M.  Bock,  MD 
2315  N Lake  Dr,  Suite  807 
Milwaukee  53211 
414-271-8283 

ST-Paul  W.  Loewenstein,  MD 
2300  N Mayfair  Rd,  #950 
Wauwatosa  53226 
414-259-9000 
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Wisconsin  Society  for 
Preventive  Medicine 
P-Henry  A.  Anderson  III,  MD 
1W  Wilson  St 
PO  Box  309 
Madison  53701-0309 
608-266-1253 

ST-Constantine  Panagis,  MD 
9609  W Hadley  St 
Milwaukee  53222 
414-453-9067 

Wisconsin  Psychiatric 
Association 
P-Donald  P.  Hay,  MD 
7040  N Green  Bay  Ave 
Glendale  53209 
414-351-2688 

PE-William  T.  McKinney,  MD 
600  Highland  Ave 
Madison  53792 
608-263-6127 
S-Laurens  Young,  MD 
8700  W Wisconsin  Ave,  #175 
Milwaukee  53226 
T-Kenneth  I.  Robbins,  MD 
6001  Research  Park  Blvd 
Madison  53719-1179 

Wisconsin  Council  of  Child  and 

Adolescent  Psychiatry 

P-Larry  S.  Goodlund,  MD 

1836  South  Ave 

La  Crosse  54601 

PE-Guy  R.  Lord,  MD 

409  E Silver  Spring  Dr 

Milwaukee  53217 

414-258-0741 

T-Mary  Pearlman,  MD 

236  Lakewood  Blvd 

Madison  53704 

S-WilliamJ.  Swift,  Jr,  MD 

600  Highland  Ave,  B6/262  UW  CSC 

Madison  53792 

608-263-6099 


Wisconsin  Society  of  Radiation 

Oncologists 

P-Homer  H.  Russ,  MD 

611  St  Joseph  Ave 

Marshfield  54449 

715-387-7637 

VP-Sally  M.  Schlise,  MD 

916  S Monroe 

Green  Bay  54301 

414-433-8184 

S-Richard  A Steeves,  PhD,  MD 
K4/B100  UW  CSC 
600  Highland  Ave 
Madison  53792 
608-263-8500 
T-J.  Frank  Wilson,  MD 
Dept  of  Radiation  Therapy 
8700  W Wisconsin  Ave 
Milwaukee  53226 

Wisconsin  Radiological  Society 
P-James  E.  Youker,  MD 
8700  W Wisconsin  Ave 
Milwaukee  53226 
414-257-6110 

PE-Thomas  E.  Hinck,  MD 
208  Adams  St 
St  Croix  Falls  54024 
715483-3221 
VP-Paul  R.  Bolich,  MD 
1586  Arapahoe  Ct 
Green  Bay  54303 
414494-1600 

ST-Marcia  J.S.  Richards,  MD 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-6420 

Wisconsin  Surgical  Society 
P-George  M.  Kroncke,  MD 
H4/364  CSC 
600  Highland  Ave 
Madison  53792 
608-263-5215 


PE-Sigurd  B.  Gundersen,  Jr,  MD 

1836  South  Ave 

La  Crosse  54601 

608-782-7300 

ST-J.  David  Lewis,  MD 

205  Valley  Ave 

West  Bend  53095 

414-338-1123 

Wisconsin  Chapter:  American 

College  of  Surgeons 

P-Roger  L.  von  Heimburg,  MD 

900  S Webster  Ave 

Green  Bay  54301 

414437-0431 

PE-Paul  S.  Fox,  MD 

1111  Delafield  St 

Waukesha  53188 

414-542-0444 

VP-James  H.  Woods,  MD 
2300  N Mayfair  Rd,  Suite  845 
Wauwatosa  53226 
414453-2121 

ST-Ronald  D.  Wenger,  MD 
1912  Atwood  Ave 
Madison  53704 
608-2414611 

Wisconsin  Urological  Society 
P-Clyde  C.  Lawnicki,  MD 
1836  South  Ave 
La  Crosse  54601 
PE-John  W.  Kearns,  MD 
2015  E Newport  Ave,  Suite  207 
Milwaukee  53211 
414-961-7323 
ST-Frank  P.  Begun,  MD 
9200  W Wisconsin  Ave 
Milwaukee  53226 
414-259-2795  □ 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


CAPT  STACY  RUPERT 
COLLECT 
414-291-9475 


SMS  physicians’  support  group 


The  SMS’s  Medical  Liability 
Committee  in  1987  created  the 
Physicians’  Support  Program  to  help 
physicians  and  their  families  cope 
with  the  stress  of  being  sued  for 
malpractice.  The  program  provides 
emotional  support,  practical 
information,  and  an  opportunity  for 
the  physician  and  spouse  to  share 
their  feelings  with  sympathetic 
listeners. 

How  the  program  works 

When  a physician  is  sued  for  medical 
malpractice,  the  SMS  sends  him  or 
her  a packet  of  materials  that  includes 
a letter  explaining  the  Physicians’ 
Support  Program,  practical  advice  on 
coping  with  the  experience,  and  a list 
of  physicians  and  spouses  who  have 
volunteered  to  serve  as  members  of  a 
special  support  group.  A similar 
packet  is  sent  to  the  physician’s 
spouse  about  a week  later.  The 
program  was  recently  expanded,  and 
this  year  a second  packet  that  contains 
material  offering  practical  tips  on 
preparing  for  litigation  and  a 
description  of  the  workings  of  the 
Medical  Mediation  Panels  and  a 
resource  bibliography  is  also  mailed 
to  these  physicians. 

The  Physician’s  support  group 

The  purpose  of  the  support  group  is 
to  offer  emotional  support  and 
practical  advice  for  dealing  with  a 
medical  malpractice  suit.  The 
emphasis  is  on  personal  contact  and 
communication  between  the 
physician  or  spouse  requesting  help 
and  the  panel  member.  The  setting  of 
meetings  is  left  entirely  to  the  parties 
involved,  and  may  be  limited  to 
telephone  calls,  if  so  desired.  Topics 
covered  during  meetings  are 
expected  to  be  wide  ranging,  eg 
feelings  of  hostility,  fear,  loss  of 
confidence,  difficulty  in  making 
decisions,  and  withdrawal  from  the 
family,  but  discussions  of  the  specific 


merits  of  the  case  are  avoided.  The 
emphasis  is  on  individual  interaction 
and  open  and  frank  discussions.  There 
are  no  group  sessions.  Confidentiality 
is  assured  in  all  cases. 

Any  practicing  physician  who  has 
been  a respondent  in  a malpractice 
action  and  feels  he  or  she  can  offer 
emotional  support  to  a colleague  in  a 
similar  situation  is  encouraged  to 
volunteer  as  a support  group  member. 


Spouses  who  can  provide  support  for 
their  counterparts  are  also  invited  to 
participate.  Each  panelist  receives 
basic  information  about  the  program 
and  advice  on  how  to  be  an  effective 
participant. 

Physicians  interested  in  partici- 
pating in  the  Physicians’  Support 
Group  should  contact  Kay  Hutchison 
in  the  Division  of  Medical  Policy  and 
Practice  at  the  SMS.  □ 


Letter  to  physician  named  in  a medical 
mediation  case 

Items  mentioned  in  this  letter  as  “enclosed”  are  available  from  the  Division  of 
Medical  Policy  and  Practice  at  SMS. 

Dear  Doctor: 

According  to  our  records,  you  have  been  named  in  a medical  mediation  case. 
Feelings  such  as  anger,  frustration  and  depression  are  common  for  physicians 
involved  in  a malpractice  action.  I am  writing  this  letter  to  inform  you  that  there 
are  other  physicians  and  spouses  who  have  been  through  similar  experiences  and 
are  willing  to  discuss  those  feelings. 

As  part  of  the  work  of  the  Medical  Liability  Committee,  we  have  looked  at  the 
effect  of  the  medical  malpractice  action  on  the  physician  and  his/her  family.  It  was 
the  recommendation  of  the  Medical  Liability  Committee  to  the  Board  of  Directors 
that  the  State  Medical  Society  establish  a support  structure  for  physicians  and 
their  families  involved  in  medical  malpractice  actions.  Part  of  our  proposal 
recommended  the  establishment  of  a group  of  physicians  and  spouses  who  could 
serve  as  “sympathetic  listeners”  for  the  physicians  and  their  families  involved  in 
a liability  action. 

I invite  you  and  your  spouse  or  significant  other  to  use  the  program.  The  SMS 
Auxiliary  strongly  supported  the  creation  of  the  support  group,  because  it  would 
be  very  beneficial  to  family  members.  We  will  be  sending  a letter  to  your  spouse 
describing  the  program  in  approximately  one  week.  Enclosed  is  a list  of  physicians 
and  spouses  who  have  volunteered  to  serve.  Please  feel  free  to  contact  any 
physician  or  spouse  on  the  list.  He  or  she  will  assure  you  of  maintaining 
confidentiality. 

Also,  enclosed  is  a brief  description  of  the  program  and  helpful  materials  to 
cope  with  the  stress  associated  with  medical  litigation.  Specific  information 
concerning  the  Wisconsin  Medical  Mediation  Panels  and  the  litigation  process 
will  be  sent  to  you  within  the  next  two  weeks.  Remember,  talking  to  an  experienced, 
knowledgeable  peer  about  your  frustrations  is  important.  If  you  have  further 
questions  about  the  program  or  would  like  additional  information,  please  feel  free 
to  contact  Kay  Hutchison  at  SMS,  1-800-362-9080. 

Sincerely, 

William  J.  Listwan,  MD 

Chair,  Medical  Liability  Committee 
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Impaired  Physician  Program 


The  Statewide  Impaired  Physician 
Program  functions  under  the 
purview  of  the  Commission  on 
Mediation  and  Peer  Review,  although 
its  activities  are  managed  by  a six- 
member  managing  committee.  The 
program  protocol  guides  the  general 
handling  of  inquiries  or  concerns 
regarding  identified  impaired 
physicians.  Available  to  Wisconsin 
licensed  physicians,  the  program 
offers  education,  identification, 
assessment,  and  compassionate 
intervention.  The  program  refers 
patients  to  acceptable  facilities  for 
evaluation  or  treatment,  and  monitors 
a two-year  follow-up  after  completion 
of  initial  therapy. 

Through  the  program,  a number 
of  physicians  have  been  encouraged 


by  compassionate  colleagues  to  enter 
structured  rehabilitation.  Most  of  the 
literature  on  the  subject  contends  that 
from  10%  to  14%  of  practicing 
physicians  have  difficulty  with  alcohol 
and  drugs.  Some  research  suggests 
that,  during  a lifetime,  one  in  ten 
physicians  will  abuse  alcohol  in 
professional  circumstances,  so  as  to 
be  identified  as  impaired. 

Unfortunately,  many  people  in  a 
position  to  observe  and  identify 
impaired  physicians  do  not  know  what 
to  do  when  they  perceive  a problem, 
nor  do  they  realize  that  help  is 
available  from  organized  programs. 
Furthermore,  individuals  such  as 
medical  staff  members,  hospital 
administrators,  and  others  are 
reluctant  to  report  a physician  to  an 


organized  program.  Their  initial 
reaction  is  to  not  get  involved,  or  to 
conclude  that  the  problem  can  be 
handled  by  someone  else  in  some 
other  manner.  This  attitude  often 
results  in  delayed  intervention  and 
treatment,  or  in  passive  action  which 
ultimately  fails.  Still  others,  who  might 
otherwise  report  an  impaired 
physician  may  seek  legal  advic,  only 
to  be  told  by  their  lawyers  to  be 
noncommittal,  and  to  respond  only  to 
a subpoena.  Such  advice  could  be  a 
deterrent  to  early  intervention. 

Current  techniques  of  identifica- 
tion, intervention,  assessment,  treat- 
ment, and  follow-up  of  impaired 
physicians  are  not  well  known  in  the 
medical  community.  Physicians  are 
Continued  on  next  page 
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Prestigious  national  group  specializing  in  the 
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Physical  Therapy 
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• Knee  Rehabilitation 

• Hand  and  Arm  Rehabilitation 

well  as  practice  our  state-of-the-art  treatment  tech- 
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proprietary  techniques  of  treating  venous  disorders. 
We  offer  an  outstanding  compensation  package  in  the 
sue  figure  area  along  with  malpractice  insurance  and 
health  benefits.  Additionally,  we  offer  a 40  hour  work 
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a rewarding  practice  with  the  leader  in  the  treatment  of 

Glendale,  WI  53217 
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Vein  Clinics  of  America 
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Oakbrook  Tferrace,  IL  60181 
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FOR  APPOINTMENTS  OR  CONSULTATION 

Wisconsin  Medical  Journal  • July  1990 


353 


Continued  from  preceding  page 
not  generally  adequately  trained  or 
skilled  in  identification,  diagnosis,  and 
treatment  of  patients  with  chemical 
dependency.  As  a result,  few  are  able 
to  respond  adequately  when  they 
accept  an  impaired  physician  as  a 
patient. 

Through  efforts  of  the  Managing 
Committee,  the  SMS  Board  of 
Directors  approved  the  concept  of 
contracting  with  a part-time  medical 
director  to  provide  continuous 
program  leadership  and  activity.  At 
the  1988  Annual  Meeting,  the  SMS 
House  of  Delegates  adopted  the 
Board’s  recommendation  and 
approved  a $15  dues  increase  for  1989 
to  fund  the  position. 

Phase  I:  Education  and  pre- 
vention 

Target  individuals  and  groups  are 
educated  to  understand  chemical 
dependency  among  physicians.  They 
learn  symptoms  of  impairment; 
techniques  of  early  identification  and 
prevention;  and  resources  available 
for  identification,  assessment, 
intervention,  and  treatment;  and 
social,  financial,  legal  and  other 
problems  associated  with  impairment 

Primary  target  groups. 

• Physicians:  Meetings  of  hospital 
medical  staffs,  county  medical 
societies,  regional  or  statewide 
continuing  medical  education,  and 
accredited  seminars,  (eg.,  at  the  SMS 
Annual  Meeting). 

• Hospital  Personnel:  Hospital 

administrators  and  medical  directors, 
chiefs  of  medical  staffs,  hospital 
boards  of  trustees,  directors  of 
nursing  and  pharmacy,  and  others 
(eg,  anesthetists  and  technicians). 
Consultation  for  medical  staff  officers 
on  establishing  effective  impaired 
physician  committees  or  programs 
in  hospitals. 

• Pharmacists,  Nurses,  and  Nursing 


Home  Administrators:  Lectures  at 
association  meetings,  or  in 
combination  with  physician  and 
hospital  personnel  meetings. 

• Spouses  and  Families  of 

Physicians:  Educational  material 

available  at  state  and  county  medical 
society  and  auxiliary  meetings. 

• Legal  Profession:  Urge  lawyers, 
whose  state  association  has  its  own 
impaired  lawyers  program,  to 
encourage  their  physician  clients  to 
use  organized  medicine’s  voluntary 
impaired  physicians  programs,  when 
perceived  needs  arise. 

• Teaching  staff.  Teaching  staff 
presents  educational  and  prevention 
programs  to  the  various  target  groups. 
The  physician  team  approach  is 
employed,  with  at  least  one  team 
member  being  in  the  process  of 
recovering  from  alcohol  or  other 
chemical  dependency. 

Literature  is  available  to  assist  in 
an  understanding  of  the  disease  of 
chemical  dependency,  and  to  explain 
intervention,  treatment  and  follow-up 
resources. 

Phase  II:  Intervention  and 

treatment 

Successful  programs  include  the 
availability  of  physician  interveners 
to  perform  compassionate  colleague- 
to-colleague  contact  with  those 
physicians  identified  as  impaired. 

Approximately  35  trained 
physicians  throughout  Wisconsin  are 
available  to  meet  with  and  urge 
impaired  colleagues  to  leave  the 
medical  practice  to  enter  suitable 
programs  for  evaluation  and 
treatment.  Interveners  act  as  teams. 
At  least  one  intervener  is  either  expert 
in  or  recovering  from  the  impairment 
of  concern.  The  initial  intervention  is 
always  a compassionate  encounter. 
The  Wisconsin  program  has  no 
interest  in  the  punitive  or  coercive 
approach  until  all  benevolent 


measures  have  been  exhausted.  An 
intervener’s  interests  are  the  personal 
well-being  of  a colleague,  and  the 
quality  of  health  care  for  patients. 

The  Impaired  Physician  Program 
adheres  to  the  policy  that  satisfactory 
recovery  from  chemical  dependency 
can  only  be  realized  through  a 
monitored  two-year  recovery  period. 
It  considers  the  two-year  after 
hospitalization  component  to  be  vital 
to  assuring  continued  recovery. 

Phase  III:  Benevolent  assistance 
In  addition  to  the  burdens  of 
impairment,  some  physicians  are 
financially  unable  to  pay  the  cost  of 
in-patient  care.  By  estimate,  at  least 
10%  of  Wisconsin  impaired  physicians 
have  either  no  or  inadequate  health 
insurance.  Some  have  been  ill  for  so 
long  that  their  financial  resources 
essentially  have  been  depleted.  About 
10%  of  the  charges  for  rehabilitation 
of  such  physicians  go  unpaid.  For 
20%  of  impaired  physicians,  residence 
and  treatment  in  recovery  homes 
(average  of  three  months  stay,  at  a 
cost  of  $1,800  per  month)  is  essential 
for  completion  of  the  two-year 
recovery  program.  Unfortunately,  no 
long-term  provision  has  been 
established  to  allow  realization  of  the 
program  commitment  to  a two-year 
recovery  program. 

With  approval  of  the  SMS  and  CES 
Foundation  Board  of  Directors,  the 
Impaired  Physician  Program 
established  a Physicians  Benevolent 
Assistance  Fund,  accomplished 
through  pledges  to  the  CES 
Foundation,  earmarked  for  the 
Benevolent  Assistance  Fund.  The 
fund  appeal  among  members  of  the 
SMS  and  Wisconsin  hospitals  was 
designed  to  develop  a fund  of  $150,000 
for  low-interest  loans  to  impaired 
physicians,  who  can  potentially  repay 
the  loan(s)  after  returning  to  medical 
practice.  □ 
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Mediation  and  peer  review  services 


WHEN  MISUNDERSTANDINGS  arise 
about  what  the  physician  hopes 
to  accomplish  and  what  the  patient 
expects  it  is  important  that  the  patient 
discuss  with  the  physician  any 
questions  about  the  medical  care 
received.  If  they  are  not  resolved, 
however,  the  SMS  provides  a means 
for  resolving  these  differences. 

The  SMS  Commission  on 
Mediation  and  Peer  Review  receives, 
investigates,  and  resolves  complaints 
and  inquiries  from  patients  and  others, 
concerning  Wisconsin  physicians. 
The  commission’s  standard  of 
judgment  is  what  constitutes  good 
medical  care.  Physicians,  too,  may 
benefit  from  commission  efforts  to 
mediate  differences  between 
themselves. 

Many  complaints  and  questions 
received  by  SMS  staff  are  resolved  by 
telephone.  By  protocol,  however,  only 
written  complaints  will  be  considered 
by  the  commission.  If  all  affected 
parties  reside  within  the  boundaries 
of  a single  county  medical  society, 
that  society  may  assume  jurisdiction 
of  the  complaint.  If  it  does,  the 
complaint  will  be  transferred  to  the 
county  medical  society  for 
investigation  and  resolution. 

A protocol  manual  was  developed 
by  the  Commission  on  Mediation  and 
Peer  Review  and  approved  by  the 
Board  of  Directors  for  conducting 
resolution  of  patient  complaints, 
employing  peer  review  mechanisms 
to  test  physician  practice  patterns, 
and  responding  to  inquiries  or 
requests  for  action  regarding 
impaired  physicians.  The  manual  was 
designed  to  accommodate  informal 
disposition  of  minor  and 
uncomplicated  complaints,  as  well  as 
complex  and  serious  matters  which 
may  involve  due  process,  patient  or 
physician  appeals,  proposed 
disciplinary  actions,  and  Board  of 
Directors  consideration  of  a 
physician’s  SMS  membership.  The 


manual  is  available  upon  request. 

Certain  complaints  received  by  the 
commission  are  evaluated  by 
subcommittees,  members  of  which 
submit  reports  and  recommended 
resolutions  to  the  commission  chair. 
Frequently,  these  subcommittee 
conclusions  are  transmitted  to  the 
subject  physicians,  and  as  appropriate, 
to  complainants.  All  subcommittee 
activities  are  reported  to  the 
commission.  Matters  of  a more 
serious  nature  require  additional  use 
of  the  manual,  as  necessary. 

The  Commission  on  Mediation  and 
Peer  Review  offers  peer  review 
services  to  private  and  governmental 
organizations  and  to  physicians, 
including  utilization  review, 
appropriateness  of  patient  care,  and 
quality  assurance.  Although  it  is 
empowered  to  initiate  disciplinary 
action,  the  commission’s  most 
valuable  peer  review  benefits  have 
been  educational,  judging  from 
physician’s  expressed  appreciation  for 


the  commission’s  consultation  in 
matters  of  proper  patient  care. 

The  commission  maintains 
purview  over  the  Statewide  Impaired 
Physician  Program  and  continues  its 
interest  in  the  Coordinating  Council 
on  Physician  Impairment  of  the  SMS 
and  the  Medical  Examining  Board. 
The  commission  participates  in  the 
Medicaid  Medical  Audit  Committee, 
under  contract  between  the  SMS  and 
the  Wisconsin  Department  of  Health 
and  Social  Services. 

Commission  members  will  also 
review  cases  submitted  by  physicians 
who  are  the  subject  of  Medicare  or 
Medicaid  reviews,  to  provide  an 
independent  assessment  of  the 
appropriateness  of  care  provided.  In 
those  instances  where  the 
commission  disagrees  with  a WIPRO 
or  other  review  organization  finding, 
the  commission  will  provide  the 
physician  with  independent  medical 
opinion  in  any  further  action  taken  by 
the  review  agencies.  □ 


A little  after-hours  musical  interlude  at  the  1990  annual  meeting. 
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A guide  to  the  W1PR0  review  process 


Many  physicians  in  Wisconsin 
have  experienced  a 
Wisconsin  Peer  Review  Organization 
(WIPRO)  audit.  To  assist  physicians 
in  the  event  they  are  reviewed,  the 
SMS  developed  A Guide  to  Medicare 
Audits:  The  WIPRO  Review  Process. 
This  article  is  a brief  summary  of  the 
guide,  which  may  be  ordered  by 


contacting  the  SMS  Division  of 
Medical  Policy  and  Practice. 

WIPRO  reviews  are  primarily 
concerned  with  care  provided  to 
Medicare  patients  while  hospitalized. 
WIPRO  performs  two  types  of 
utilization  reviews:  pre-admission 
reviews,  reviews  performed  prior  to 
admitting  the  patient;  and 


WISPAC  and  Physicians  for  Better 
Government 

The  Wisconsin  Physicians  Political  Action  Committee  (WSPAC)  is  a voluntary, 
nonprofit  organization  open  to  physicians  and  their  spouses.  Restricted  from 
making  political  contributions,  the  SMS  created  WISPAC  to  provide  the 
medical  profession  an  opportunity  to  become  more  politically  active  and 
effective.  WISPAC  is  governed  by  a board  of  directors,  traditionally  concentrates 
on  state  legislative  races,  and  cooperates  with  the  Amercan  Medical  Political 
Action  Committee  (AMPAC)  on  federal  issues. 

Physicians  for  Better  Government  is  a direct  giver  program,  or  political 
conduit,  established  in  1987  by  the  SMS.  Political  conduits  differ  from  political 
action  committees  in  that  the  members  retain  the  right  to  decide  who  receives 
their  individual  contributions.  Physicians  for  Better  Government  contributions 
are  deposited  in  a special  account  in  each  member’s  name.  No  contribution  is 
made  to  a candidate  without  the  member’s  authorization. 

WISPAC  and  Physicians  for  Better  Government  are  administered  by  the 
SMS  Division  of  Public  Affairs,  pursuant  to  state  statutes  and  administrative 
rules  authorizing  and  regulating  these  programs.  For  additional  information 
call  608-257-6781  or  1-800-362-9080. 

Contributions  may  be  sent  to:  Physicians  for  Better  Govemment/WISPAC, 
PO  Box  2595,  Madison,  WI  53701. 

Suggested  membership  categories  include: 

• $200  Sustaining 

($100  Physicians  for  Better  Government,  $50  WISPAC,  $50  AMPAC) 

• $100  Sponsor 

($50  Physicians  for  Better  Government,  $30  WISPAC,  $20  AMPAC) 

Contributions  at  the  above  levels  authorize  PFBG  to  transfer  the  amounts 
shown  to  WISPAC  and  AMPAC.  If  you  wish  to  contribute  differently,  you  may 
allocate  amounts  of  your  choice  below. 

• $50  Physicians  for  Better  Government  only 

• $50  WISPAC/AMPAC  ($30  WISPAC,  $20  AMPAC) 

• $30  WISPAC  only  □ 


retrospective  reviews,  reviews  of  the 
services  provided  performed  after 
discharge  of  the  patient. 

WIPRO  also  performs  quality  or 
integrity  reviews.  These  are 
conducted  during  a retrospective 
review.  A generic  quality  screen  is 
used  to  identify  possible  quality  of 
care  problems.  If  a case  fails  to  pass  a 
screen,  it  is  sent  to  a WIPRO  physician 
advisor  who  relies  on  his  or  her  own 
medical  judgment  of  the  case.  These 
screens  are  mandated  by  HCFA 

WIPRO  also  has  the  ability  to  apply 
sanctions.  Sanctions  may  be  in  the 
form  of  a monetary  fine  or  exclusion 
from  the  Medicare  program. 
Sanctions  result  from  the  violation  of 
an  obligation  placed  on  physicians  to 
assure  that  services  provided  are: 

• economical  and  only  done  when 
and  to  the  extent  medically  necessary; 

• of  a quality  that  meets 
professionally  recognized  standards 
of  health  care;  and 

• supported  by  the  appropriate 
evidence  of  medical  necessity  and 
quality  in  the  form  and  fashion  that 
the  reviewing  PRO  may  reasonably 
require. 

If  you  are  audited,  or  you  disagree 
with  a review  decision,  the  following 
steps  should  be  taken: 

• Contact  the  Division  of  Medical 
Policy  and  Practice  at  1-800-257-9080 
for  assistance  in  understanding  the 
process  and  your  rights  and 
responsibilities. 

• Review  the  material  originally 
submitted  to  WIPRO.  Submit  any 
additional  information  that  they 
request  or  that  you  believe  may  aid  in 
the  review. 

• Discuss  the  case  with  the  WIPRO 
physician  advisor.  This  physician’s 
name  is  included  in  the  initial  letter  of 
pending  denial,  and  he  or  she  makes 
the  initial  decision  on  whether  to  deny 
payment  or  pursue  a violation. 

• It  may  be  helpful  to  get  an  impartial 
review  by  the  SMS  Commission  on 
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Mediation  and  Peer  Review.  In  cases 
where  the  commission  agrees  with 
the  physician,  it  will  support  and  assist 
the  physician  in  his  or  her  interactions 
with  WIPRO. 

The  guide  describes  the  WIPRO 
review  process,  the  procedures  used 
and  the  situations  that  trigger  review. 
This  information  is  valuable  to 
physicians  in  avoiding  unnecessary 
involvement  with  WIPRO,  and  help 
in  dealing  effectively  in  those 
instances  where  WIPRO  involvement 
is  unavoidable. 

WIPRO  board  of  directors 

Irwin  J.  Bruhn,  MD 

Walworth  Medical  Group,  Walworth, 

WI  53184 

general  practice 

414-275-2101 

Conan  Edwards,  PhD 

224  Highland  Ave,  Madison,  WI  53705 

Medicare  beneficiary  representative 

608-238-8409 

George  L Gay,  MD 

PO  Box  28,  Cambridge,  WI  53523 

family  practice 

608-423-3251 

James  E.  Glasser,  MD 

1836  South  Ave,  La  Crosse,  WI  54601 

internal  medicine 

608-782-7300 

John  J.  Kief,  MD 

1020  Kabel  Ave,  Rhinelander,  WI 
54501 

internal  medicine 
715-362-5650 
Maurice  Kiley 

804  McBride  Rd,  Madison,  WI  53705 
insurance  industry  representative 
608-249-5918 
Craig  Larson,  MD 

509  W Wisconsin  Ave,  Milwaukee, 

WI 53203 

psychiatry 

414-226-4116 

J.  David  Lewis,  MD 

Medical  College  of  Wisconsin,  279  S 

17th  Ave,  West  Bend,  WI  53095 

general  surgery 

414-338-1123 

H.B.  Maroney 

PO  Box  5474,  Madison,  WI  53705 
SMS  representative 
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608-257-1410 

Donald  H.  McDonald,  MD 

19  S Third  St,  Winneconne,  WI  54986 

family  practice 

414-5824481 

Jonathan  V Moulton,  MD 

2414  Kohler  Memorial  Dr, 

Sheboygan,  WI  53081 

gastroenterology 

4144574461 

Toya  M.  Nelson 

901  Waban  Hill,  Madison,  WI  53711 

public  sector  representative 

608-266-1379 

Jane  L Neumann,  MD 

Waukesha  Memorial  Hospital,  725 

American  Ave,  Waukesha,  WI  53186 

internal  medicine 

414-544-2391 

Lyle  L Olson,  MD 

517  Park  Place,  Darlington,  WI  53530 

internal  medicine 

608-7764497 

Marshall  F.  Purdy,  MD 

4115  Wilshire  Lane,  Janesville,  WI 

53545 

internal  medicine 
608-752-2782 


Peter  Sigmann,  MD 

8700  W Wisconsin  Ave,  Milwaukee, 

WI  53226 

internal  medicine 

414-259-2963 

Donald  Smith 

La  Crosse  Lutheran  Hospital,  1910 

South  St,  La  Crosse,  WI  54601 

hospital  administration  representative 

608-785-0530 

William  G.  Smith,  DO 

1706  E Capitol  Dr,  Milwaukee,  WI 

53211 

general  practice 
414-964-0870 

Leonard  B.  Torkelson,  MD 

1380  Franklin  St,  Baldwin,  WI  54002 

family  practice 

715-684-3326 

Charles  E.  Yale,  MD 

G5/357  CSC,  600  Highland  Ave, 

Madison,  WI  53792 

general  surgery 

608-263-1383 

Officers 

John  J.  Kief,  MD,  president 

Jane  L Neumann,  MD,  vice  president 

Maurice  Kiley,  secretary-treasurer  □ 


Rep  Brad  Zweck  (D-Mosinee)  (l)  received  the  1990  Presidential  Citation  Award  for  outstanding 
contributions  to  medicine  and  the  public  health  from  outgoing  SMS  President  William  Treacy,  MD  (r). 
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Accreditation  program  for  continuing  medical  education 


he  SMS’s  accreditation  program 
functions  under  the  authority 
of  the  AMA’s  Accreditation  Council 
for  Continuing  Medical  Education 
(ACCME).  Representatives  from  state 
medical  societies,  national  medical 
specialty  societies,  the  AMA  Section 
on  Medical  Schools  and  Resident 
Physician’s  Section,  the  National 
Medical  Association,  the  American 
Hospital  Association,  the  Association 
for  Hospital  Medical  Education,  the 
Federation  of  State  Medical  Boards, 
and  medical  specialty  boards 
comprise  the  ACCME. 

The  SMS  Commission  on 
Continuing  Medical  Education 
currently  reviews  and  accredits  55 
hospitals,  23  specialty  societies,  and 
one  county  medical  society  in 
Wisconsin.  Information  is  available 
from  Kristin  Bjurstrom  Krueger  or 
Lisa  Lawry  at  the  SMS. 

Category  1 

CME  activities  with  accredited 
sponsorship.  Education  activities  that 
are  a part  of  a planned  program  of 
continuing  medical  education  and 
sponsored  by  an  accredited 
organization. 

Category  2 

CME  activities  with  an  accredited  or 
non-accredited  organization. 

• CME  lectures  and  seminars  not 
designated  as  Category  I by  an 
accredited  sponsor; 

• medical  teaching; 

• articles,  publications,  books,  and 
exhibits; 

• non-supervised  individual  CME, 
including  self-instruction,  consulta- 
tion, patient  care  review,  and  self 
assessment;  and 

• other  meritorious  learning 
experiences. 

The  following  Wisconsin 
organizations  were  accredited  by 
SMSW  and  ACCME  for  continuing 
medical  education  programming  as 
of  Jan  1, 1990: 


Accredited  hospitals 
Appleton  Memorial  and  St 
Elizabeth  Hospitals,  Appleton 
Beilin  Memorial  Hospital,  Green 
Bay 

Beloit  Memorial  Hospital,  Beloit 
Berlin  Memorial  Hospital,  Berlin 
Columbia  Hospital,  Milwaukee 
Community  Memorial  Hospital, 
Menomonee  Falls 
Fort  Atkinson  Memorial  Hospital, 
Fort  Atkinson 

Gundersen  Medical  Foundation, 

Ltd  and  La  Crosse  Lutheran 
Hospital,  La  Crosse 
Hartford  Memorial  Hospital, 
Hartford 

Howard  Young  Medical  Center, 
Woodruff 

Kenosha  Memorial  Hospital, 
Kenosha 

Lakeland  Hospital,  Elkhom 
Langlade  County  Memorial 
Hospital,  Antigo 
Luther  Hospital,  Eau  Claire 
Memorial  Hospital  of  Iowa  County, 
Dodgeville 
Memorial  Hospital  at 
Oconomowoc,  Oconomowoc 
Mendota  Mental  Health  Institution, 
Madison 

Mercy  Hospital,  Janesville 
Mercy  Medical  Center,  Oshkosh 
Meriter  Hospital,  Madison 
Reedsburg  Memorial  Hospital, 
Reedsburg 

Riverside  Community  Hospital, 
Waupaca 

Sacred  Heart  Hospital,  Eau  Claire 
Sacred  Heart-St  Mary’s  Hospital, 
Inc,  Rhinelander 
Sauk  Prairie  Memorial  Hospital, 
Prairie  du  Sac 

Shawano  Community  Hospital, 
Shawano 

Sheboygan  Memorial-St  Nicholas 
Hospitals,  Sheboygan 
Sinai  Samaritan  Medical  Center, 
Milwaukee 

St  Agnes  Hospital,  Fond  du  Lac 
St  Anthony’s  Family  Medical 
Center,  Milwaukee 


St  Catherine’s  Hospital,  Kenosha 
St  Clare  Hospital,  Baraboo 
St  Clare  Hospital,  Monroe 
St  Francis  Medical  Center,  La 
Crosse 

St  Francis  Hospital,  Milwaukee 
St  Joseph’s  Hospital,  Chippewa 
Falls 

St  Joseph’s  Hospital  & Marshfield 
Clinic,  Marshfield 
St  Joseph’s  Hospital,  Milwaukee 
St  Joseph’s  Community  Hospital, 
West  Bend 

St  Luke’s  Hospital,  Milwaukee 
St  Mary’s  Hospital  Medical  Center, 
Madison 

St  Mary’s  Hospital,  Milwaukee 
St  Mary’s  Hospital-Ozaukee,  Port 
Washington 

St  Michael  Hospital,  Milwaukee 
St  Michael’s  Hospital,  Stevens  Point 
St  Vincent  Hospital,  Green  Bay 
Stoughton  Hospital  Association, 
Stoughton 

Theda  Clark  Regional  Medical 
Center,  Neenah 

Trinity  Memorial  Hospital,  Cudahy 
Veterans  Administration  Medical 
Center,  Tomah 

Watertown  Memorial  Hospital, 
Watertown 

Waukesha  Memorial  Hospital, 
Waukesha 

Wausau  Hospital  Center,  Wausau 
West  Allis  Memorial  Hospital,  West 
Allis 

Winnebago  Mental  Health  Institute, 
Winnebago 

Accredited  specialties 
American  Cancer  Society, 

Wisconsin  Affiliate,  Madison 
American  Heart  Association  of 
Wisconsin,  Milwaukee 
Arthritis  Foundation,  Wisconsin 
Chapter 

Blount  and  Schmidt  Spinal  Study 
Group 

Fox  Valley  Academy  of  Medicine 
Milwaukee  Academy  of  Medicine 
Milwaukee  Gynecological  Society 
Continued  on  page  360 
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ways, 

here  for  you 
to  depend  on... 

A volvement  and  acci 


A lot  of  professional  liability  insurance  companies 
have  come  and  gone  over  the  years,  so  you  need 
a company  that  you  can  depend  on.  One  that  has 
a long-term  commitment  to 
you.  One  that  cares  about 
your  reputation  and  knows 
how  to  defend  it.  One  that 
encourages  physician  in- 
accepts  responsibility  for  the 
future.  Physicians  Insurance  Company  of  Wiscon- 
sin is  your  only  choice. 


• Reliable  coverage 

• Group  practice  policy 

• Vigorous  claims  defense 

• Loss-free  credit  program 

• Risk  management  services 

• Sponsored  by  the  State  Medical  Society 

For  more  information,  please  contact 
our  office  or  one  of  our  agents. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


328  East  Lakeside  Street 
Madison,  Wisconsin  53715 
608-256-6677  (local) 
1-800-362-2433  (toll-free) 


Continued  from  page  358 
Milwaukee  Ophthalmological 
Society 

Milwaukee  Orthopaedic  Society 
Racine  Academy  of  Medicine 
Wisconsin  Academy  of  Family 
Physicians 

Wisconsin  Academy  of 
Ophthalmology 
Wisconsin  Allergy  Society 
Wisconsin  Association  for  Perinatal 
Care 

Wisconsin  Neurological  Society 


Wisconsin  Psychiatric  Association 
Wisconsin  Surgical  Society 
Wisconsin  Society  of  Obstetrics  and 
Gynecology 
Wisconsin  Society  of 
Otolaryngology-Head  and  Neck 
Surgery 

Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Plastic 
Surgeons 

Wisconsin  Society  of  Radiation 
Oncologists 

Wisconsin  Urological  Society 


Accredited  county  medical  societies 
Marinette-Florence  County  Medical 
Society 

ACCME  accredited 
Medical  College  of  Wisconsin 
UW  Center  for  Health  Sciences 
Interstate  Postgraduate  Medical 
Association 

State  Medical  Society  of  Wisconsin 
Wisconsin  Society  of 
Anesthesiologists  □ 


Membership  facts 


Whether  you  are  just  starting  medical  school,  engaged 
in  postgraduate  training,  maintaining  a full-time 
practice,  or  retired,  the  SMS  has  a membership 
classification  to  fit  your  needs.  Election  to  membership 
by  the  county  medical  society  in  which  your  principal 
place  of  practice  is  located  carries  with  it  membership 
in  the  SMS  and,  if  you  wish,  the  American  Medical 
Association.  If  you  qualify  for  resident  membership  at 
the  time  of  your  election,  your  membership  dues  are 
greatly  reduced.  You  may  also  qualify  for  reduced 
dues  during  the  first  two  years  of  your  practice.  In 
addition,  two-physician  families  may  be  eligible  for  a 
$50  discount  on  total  SMS  membership  dues.  Regular 
member-ship  dues  in  1991  are  $580  for  the  SMS  and 
$400  for  the  AMA;  county  society  dues  vary. 

Dues  for  regular,  part-time  practice,  or  over-age-70 
membership  classifications  may  be  paid  in  one  lump 
sum  or  in  two  equal  installments,  with  the  first  half  due 
by  Oct  1, 1990,  and  the  second  half  by  Jan  1, 1991. 

An  incentive  plan  is  available  for  early  payment  of 
county  and  state  dues:  5%  off  state  dues  for  those  who 
pay  state  and  county  dues  in  full  by  Oct  1, 1990. 

A more  detailed  list  of  SMS  membership  classifications 
and  their  corresponding  dues  follow. 

SMS  Membership  classifications 

Regular:  Member  in  active  practice.  Regular  members 
who  are  in  their  first  or  second  year  out  of  residency, 
fellowship,  or  military  obligation  may  qualify  for 
reduced  dues  for  the  SMS,  the  AMA,  or  both. 


Part-time  practice:  Physician  regardless  of  age  who 
practices  1,000  hours  or  less  during  the  calendar  year 
but  does  not  qualify  for  retired  membership. 
Resident:  Member  who  as  of  Jan  1 of  the  dues  year  is  in 
an  approved  training  program  as  a hospital  resident  or 
research  fellow  and  is  licensed  to  practice  medicine 
and  surgery  in  Wisconsin. 

Military  service:  Member  who  is  serving  in  the  US 
armed  forces  or  US  Public  Health  Service  (generally 
not  to  exceed  5 years) . 

Associate:  Member  whose  dues  are  waived  because  of 
financial  hardship  due  to  illness  or  disability.  This 
classification  is  temporary  and  is  reviewed  on  an  annual 
basis. 

Retired:  Member  who  has  completely  retired  from 
practice  (works  less  than  240  hours  each  year).  All 
dues  are  waived  unless  county  society  indicates  it 
wishes  to  charge  county  dues.  (Retired  and  life 
members  who  wish  to  receive  Medigram  and  the 
Wisconsin  Medical  Journal  must  pay  a $40  publications 
fee.) 

Life:  Member  who  has  held  membership  in  a state 
medical  society  for  50  years.  Past  presidents  of  the 
SMS  are  also  included  in  this  category. 

Honorary:  Physician  named  an  honorary  member  by 
the  Board  of  Directors  for  outstanding  contributions 
to  the  medical  profession. 

Over  age  70:  Member  in  active  practice  who  is  over  70 
years  of  age. 

Scientific  fellow:  Person  engaged  in  teaching  or  research 
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in  the  basic  sciences  at  an  accredited  college  or 
university-but  not  holding  a degree  in  medicine  or 
osteopathy-by  invitation  and  consent  of  the  Board  of 
Directors. 

Emeritus:  Retired  member  who  has  chosen  not  to 
renew  his  or  her  license. 

Candidate:  Member  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obligation  prior 


to  eligibility  for  licensure. 


1991  Dues 

SMS 

Regular 

$580 

First  year 

in  practice 

$290 

Second  year 

in  practice 

$435 

Two  physician 

family 

$530 

Part-time 

practice 

$290 

Part-time 

over  age  70 

$290 

Resident 

$ 67 

Military  service 

-0- 

Associate 

-0- 

Retired 

-0- 

Retired, 

over  age  70 

-0- 

*1990  dues. 

AMA * 

County 

$400 

Normal  county  dues 

$200 

Normal  county  dues 

$300 

Normal  county  dues 

$400 

Normal  county  dues 

$400 

Normal  county  dues 

$200*  Normal  county  dues 

$ 45  Varies 

$264/$45  -0- 

-0-  -0- 

$400/$80/-0-*  -0- 

-0- 

-O- 

life 

-0- 

$400/-0-* 

-0- 

Honorary 

-0- 

$400/4)-* 

4> 

Over  age  70 

$290 

$400/-0-* 

Normal  county  dues 

Candidate: 

Student 

$ 20‘ 

$ 202 

-0- 

Postgraduate- 

one 

$ 10 

$ 45 

Varies 

Scientific  Fellow 

-0- 

-0- 

-0- 

Emeritus 

-0- 

-0- 

-0- 

‘students’  SMS  and  county  dues  for  four  academic  years 
Students’  AMA  dues  for  the  calendar  year  1991 

'Physicians  in  these  categories  may  be  eligible  for  exemption  from 
AMA  dues  under  the  grandfather  clause.  (AMA  dues-exempt 
members  who  were  granted  exemption  before  1986  based  on 
previously  established  criteria,  with  the  exception  of  financial  hardship 
or  disability,  will  automatically  be  exempt  from  dues  in  1986  and  the 
years  following.) 

Current  AMA  policy  provides  for  only  two  categories  of 
exemptions:  financial  hardship  or  disability  and  70  years  of  age  or 
older  and  fully  retired.  AMA  dues  for  under-age-70  and  fully  retired 
members  may  be  reduced  to  $80. 

State  Society  dues  are  prorated  on  a monthly  basis 
for  those  elected  to  membership  July  1 through  Aug 
31.  Those  elected  after  Aug  31  are  exempt  from  dues 
for  the  balance  of  the  year  in  which  they  are  elected. 
AMA  dues  follow  the  same  pattern  except  that  prorating 
is  on  a semiannual,  rather  than  monthly,  basis. 

To  begin  the  membership  process,  contact  your 
county  medical  society  or  call  the  Communications 
Division  of  the  SMS  at  1-800-362-9080  or  608-257- 
6781.o 


SMS  officers  and  directors  by  district 


Officers  of  the  Society 
President  (1990-1991) 

Roger  L.  von  Heimburg,  MD 
900  S Webster  Ave 
Green  Bay  54301 

President  elect  (1990-1991) 

Cyril  M.  Hetsko,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 

Secretary-general  manager  (1990-1991) 
Thomas  L.  Adams 
330  E Lakeside  St,  PO  Box  1109 
Madison  53701 
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Treasurer  (1990-1991) 

Pauline  M.  Jackson,  MD 
1836  South  Ave 
La  Crosse  54601 

Board  of  Directors 

Chair:  Richard  H.  Ulmer,  MD 

Vice  chair:  Raymond  C.  Zastrow,  MD 

District  1 

Kenosha,  Milwaukee,  Ozaukee,  Racine,  Walworth, 
Washington,  and  Waukesha  counties 

Richard  H.  Strassburger,  MD  (1988/1988-1991) 

161 W Wisconsin  Ave,  Ste  4016,  Milwaukee  53203 

Continued  on  next  page 
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George  R.  Schneider,  MD  (1989/1989-1991) 

9330  W Lincoln  Ave,  West  Allis  53227 

Thomas  A.  Reminga,  MD  (1986/1989-1992) 

2025  E Newport  Ave,  Milwaukee  53211 

Raymond  C.  Zastrow,  MD  (1987/1989-1992) 

2400  W Villard  Ave,  Milwaukee  53209 

Robert  F.  Purtell,  Jr,  MD  (1989/1989-1992) 

3316  W Wisconsin  Ave,  Milwaukee  53208 

Marcia  J.S.  Richards,  MD  (1988/1990-1993) 

2900  W Oklahoma  Ave,  PO  Box  2901,  Milwaukee 
53201-2901 

Frank  H.  Urban,  MD  (1987/1990-1993) 

10425  W North  Ave,  Wauwatosa  53226 

William  J.  Listwan,  MD  (1984/1990-1993) 

205  Valley  Ave,  West  Bend  53095 

Huron  L.  Ericson,  MD  (1986/1990-1993) 

2405  Northwestern  Ave,  Racine  53404 

Timothy  G.  McAvoy,  MD  (1990/1990-1993) 

1751  E Main,  Waukesha  53186 

John  E.  Ridley,  III,  MD  (1990/1990-1993) 

2315  N Lake  Dr,  Ste  1001,  Milwaukee  53211 

Charles  E.  Pechous,  Jr,  MD  (1990/1990-1993) 

6530  Sheridan  Rd,  Kenosha  53140 

District  2 

Adams,  Columbia,  Dane,  Dodge,  Grant,  Green,  Iowa, 
Jefferson,  Lafayette,  Marquette,  Richland,  Rock,  and 
Sauk  counties 

Sandra  L.  Osborn,  MD  (1987/1988-1991) 

1912  Atwood  Ave,  Madison  53704 

James  J.  Tydrich,  MD  (1981/1988-1991) 

1313  W Seminary  St,  Richland  Center  53581 

William  L.  Kopp,  MD  (1989/1989-1991) 

1313  Fish  Hatchery  Rd,  Madison  53715 

Jan  E.  Erlandson,  MD  (1990/1990-1991) 

2630  20th  Ave,  Monroe  53566 

John  D.  Wegenke,  MD  (1986/1989-1992) 

345  W Washington  Ave,  Madison  53703 


Peter  L.  Eichman,  MD  (1987/1990-1993) 

600  Highland  Ave,  Madison  53792 

District  3 

Buffalo,  Crawford,  Jackson,  Juneau,  La  Crosse,  Monroe, 
Trempealeau,  and  Vernon  counties 

Jack  M.  Lockhart,  MD,  (1989/1989-1992) 

1836  South  Ave,  La  Crosse  54601 

District  4 

Clark,  Florence,  Forest,  Langlade,  Lincoln,  Marathon, 
Oneida,  Portage,  Price,  Taylor,  Vilas,  and  Wood  counties 

Robert  J.  Jaeger,  MD  (1988/1988-1991) 

3291  Thompson  Court,  Stevens  Point  54481 

William  E.  Raduege,  MD  (1986/1989-1992) 

PO  Box  1387,  1112  E 3rd  St,  Woodruff  54568 

Richard  H.  Ulmer,  MD  (1986/1989-1992) 

1000  North  Oak  Ave,  Marshfield  54449 

District  5 

Calumet,  Fond  du  Lac,  Green  Lake,  Outagamie, 
Waupaca,  Waushara,  and  Winnebago  counties 

Harry  J.  Zemel,  MD  (1987/1988-1991) 

430  E Division  St,  Fond  du  Lac  54935 

James  L.  Basiliere,  MD  (1986/1989-1992) 

414  Doctors  Court,  Oshkosh  54901 

Donn  D.  Fuhrmann,  MD  (1988/1990-1993) 

1420  Algoma  St,  New  London  54961 

District  6 

Brown,  Door,  Kewaunee,  Manitowoc,  Marinette, 
Menominee,  Oconto,  Shawano,  and  Sheboygan  counties 

Joseph  C.  DiRaimondo,  MD  (1985/1988-1991) 

1636  Miriam  Rd,  Manitowoc  54220 

John  E.  Kraus,  MD  (1986/1989-1992) 

1510  Main  St,  Marinette  54143 

Stephen  D.  Hathway,  MD  (1989/1989-1992) 

PO  Box  1700,  Green  Bay  54305-5000 

District  7 

Barron,  Chippewa,  Dunn,  Eau  Claire,  Pepin,  Pierce, 
Polk,  Rusk,  St  Croix,  Burnett,  and  Washburn  counties 

Philip  J.  Happe,  MD  (1985/1988-1991) 

733  E Clairemont  Ave,  Eau  Claire  54701 
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Marwood  E.  Wegner,  MD  (1983/1989-1992) 
208  Adams  St  S,  St  Croix  Falls  54024 


District  8 

Ashland,  Bayfield,  Douglas,  Iron,  and  Sawyer  counties 

Robert  L.  Sellers,  MD  (1987/1990-1993) 

69  N 28th  St,  Superior  54880 

Officers  of  the  Society 

President:  Roger  L.  von  Heimburg,  MD  (1990-1991) 

900  S Webster  Ave,  Green  Bay  54301 

President  elect:  Cyril  M.  Hetsko,  MD  (1990-1991) 

1313  Fish  Hatchery  Rd,  Madison  53715 

Immediate  past  president:  William  L.  Treacy,  MD 

(1990-1991) 

2222  N Mayfair  Rd,  Milwaukee  53226 
Speaker:  Richard  G.  Roberts,  MD  (1989-1991) 

777  S Mills  St,  Madison  53715 

Vice  speaker:  Kenneth  I.  Gold,  MD  (1990-1992) 

1905  Huebbe  Parkway,  Beloit  53511 

ex  officio,  without  vote:  Secretary  Adams,  Treasurer 

Jackson 

and  David  Dries,  medical  student,  UW-Madison 

Delegates  to  the  AMA 

Richard  W.  Edwards,  MD  (1989/1990  & 1991) 

1313  W Seminary  St,  Richland  Center  53581 

John  D.  Riesch,  MD  (1989/1990  & 1991) 

W180  N7950Town  Hall  Rd,  Menomonee  Falls  53051 

Timothy  T.  Flaherty,  MD  (1989/1990  & 1991) 

547  E Wisconsin  Ave,  Neenah  54956 

Patricia  J.  Stuff,  MD  (1990/1991  & 1992) 

PO  Box  366,  Bonduel  54107 

John  K.  Scott,  MD  (1990/1991  & 1992) 

20  S Park  St,  #350,  Madison  53715 

DeLore  Williams,  MD  (1988/1989  & 1990) 

15190  Mariland  Dr,  Elm  Grove  53122 

Alternate  delegates  to  the  AMA 
J D Kabler,  MD  (1989/1990  & 1991) 

1552  University  Ave,  Madison  53705 

Kenneth  M.  Viste,  Jr,  MD  (1989/1990  & 1991) 

100  Stoney  Beach  Rd,  Oshkosh  54901 

Richard  H.  Ulmer,  MD  (1989/1990  & 1991) 

1000  N Oak  Ave,  Marshfield  54449 


Cyril  M.  Hetsko,  MD  (1990/1991  & 1992) 

1313  Fish  Hatchery  Rd,  Madison  53715 

Jerome  W.  Fons,  Jr,  MD  (1990/1991  & 1992) 

3734  W Coldspring  Rd,  Greenfield  53221 

John  P.  Mullooly,  MD  (1988/1989  & 1990) 

(Delegate  in  1991  - 1990/1991  & 1992) 

8430  W Capitol  Dr,  Milwaukee  53222 

Robert  F.  Purtell,  Jr,  MD 
(Alternate  in  1991  - 1990/1991  & 1992) 

3316  W Wisconsin  Ave,  Milwaukee  53208 

Young  Physicians  Section  to  the  AMA 

Delegate:  Kevin  T.  Flaherty,  MD  (1990-1992) 

PO  Box  689,  Wausau  54402 

Alternate  delegate:  Kay  E.  Jewell,  MD  (1990-1991) 
PO  Box  1787,  Madison  53701 

Officers,  directors,  delegates,  alternate  delegates, 
and  members  of  commissions  and  committees  are 
elected  at  the  SMS  annual  meeting  (April  1990) . Dates 
in  parentheses  indicate  year  of  appointment  and 
beginning  and  expiration  of  terms  of  office.  AMA 
delegates  and  alternate  delegates’  terms  of  office  are 
on  a calendar  basis,  although  elected  at  the  annual 
meeting,  o 
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Publications  and  reprints  available 


A number  of  brochures  are  available  from  the  SMS.  Most  are 
intended  as  patient-education  materials  on  scientific  and 
socioeconomic  issues;  others  are  useful  as  physician-education  tools 
on  socioeconomic  and  legislative  topics.  Some  are  available  free  of 
charge,  while  others  require  a nominal  charge.  Call  the  SMS  Division 
of  Communications  for  more  information:  1-800-362-9080,  or  in 
Madison,  257-6781. 

Child  Abuse:  The  Family  Killer 

Prepared  under  the  direction  of  the  SMS  Ad  Hoc  Committee  on  Child 
Abuse  and  Neglect,  this  booklet  covers  signs  of  physical  and  sexual, 
and  emotional  abuse;  neglect;  medical  intervention;  interviewing 
techniques  for  talking  to  children  and  adults;  and  treatment  programs. 
Limited  quantities  available.  Published  in  1986. 

Facts  About  Malignant  Melanoma 

Part  of  the  revived  Health  Watch  series,  this  patient  education 
brochure  explains  who  is  most  at  risk,  how  to  detect  and  prevent 
melanoma,  and  how  to  conduct  a self-examination. 

If  You  Have  a Complaint  About  Medical  Care 

This  brochure  explains  the  SMS's  grievance  and  peer  review  system. 
Published  in  1983. 

The  Liability  Crisis  in  Wisconsin 

A patient  education  brochure  that  explains  why  your  patients  should 
care  about  your  medical  liability  costs,  what  the  problem  is,  and  what 
they  can  do  about  it.  The  emphasis  of  the  brochure  is  on  the  value  of 
a cap  on  non-economic  awards.  Published  in  1989. 

Make  Yours  a Smokeless  Pregnancy 

This  important  brochure  drives  home  the  very  real  dangers  to,  and 
effects  on,  the  fetus  of  smoking  during  pregnancy.  Published  in  1980. 

Medical  Professional  Liability  Insurance:  Claims  Made 
or  Occurrence? 

This  brochure  explains  for  physicians  how  the  policies  work,  how 
premiums  are  established,  how  coverage  is  terminated,  the  limits  of 
liability  and  how  to  decide  between  the  types  of  coverage.  The 
brochure  was  produced  by  the  Young  Physicians  Section  and  is 
particularly  useful  for  physicians  just  beginning  their  practice. 
Published  in  1989. 

Occupational  Health  Guide 

This  3-ring  binder  contains  information  for  medical  and  nursing 
personnel  in  the  commercial  and  industrial  setting.  One  to  five 
copies,  $45  each;  more  than  five,  $40  each,  including  postage. 
Wisconsin  residents  add  5%  sales  tax.  Make  checks  payable  to:  CES 
Foundation,  PO  Box  1109,  Madison,  WI  53701.  Payment  must 
accompany  the  order.  Published  in  1985. 

PartnerCare 

A poster  and  brochure  aimed  at  educating  elderly  low-income  patients 
about  this  important  SMS  voluntary  Medicare  assignment  program. 
Published  in  1990. 

A Practical  Guide  to  Public  Relations 

This  booklet  is  designed  to  assist  Wisconsin’s  county  medical  societies 
to  enhance  their  public  relations  efforts  in  their  own  communities. 
Published  in  1988. 


Putting  the  UCR  Fee  Puzzle  Together 

Explains  what  “usual,  customary  and  reasonable”  means,  how 
misunderstandings  concerning  it  can  be  avoided  and  how  problems 
can  be  resolved  when  they  occur.  The  small  size  of  this  brochure 
makes  it  suitable  for  enclosure  in  office  statements  or  for  placement 
in  patient  reception  areas.  Published  in  1990. 

Questions  and  Answers  on  Smokeless  Tobacco 

Part  of  the  revived  Health  Watch  series,  this  patient  education 
brochure  explains  smokeless  tobacco  and  its  dangers  in  very  plain 
language.  Published  in  1988. 

Rubella-Red  Measles 

This  brochure,  which  alerts  women  of  the  need  for  pre-pregnancy 
Rubella  immunizations  and  reminds  parents  to  have  their  children 
immunized  for  red  measles,  is  small  enough  to  include  with  billing 
statements  as  well  as  distribute  in  waiting  rooms.  Published  in  1977. 

School  Health  Examination 

A guide  for  physicians  and  school  authorities  in  establishing  a 
program  of  school  health  examinations.  Single  copy  $2.00  plus  5% 
sales  tax  with  order.  Checks  to  be  made  payable  to:  CES  Foundation, 
PO  Box  1109,  Madison,  Wl  53701. 

Some  Straight  “Dope”  on  Marijuana 

What  marijuana  is,  who  uses  it,  and  the  hazards-psychological  and 
physiological-associated  with  its  use.  Published  in  1981. 

Speakers  Bureau:  Committee  on  Alcoholism  and 

Other  Drug  Abuse 

How  to  contact  Wisconsin  physicians  willing  and  able  to  speak  on 
alcoholism  and  drug  abuse,  and  the  topics  they  cover,  as  well  as  what 
physicians  can  and  cannot  do  for  actively  drinking  alcoholics  and 
chemically  dependent  patients.  Published  in  1988. 

Update  REACH:  Resource  for  Education  Awareness  of 
Community  Health 

Examining  the  changing  nature  of  the  public’s  image  of  physicians 
and  explaining  SMS  media  policies  and  programs  on  current  medical 
issues.  Published  in  1985. 

What’s  Wrong  with  Medicare? 

Subtitled:  “What  Every  Senior  Citizen  Needs  to  Know  About  Medicare 
and  Mandatory  Assignment,"  this  is  an  important  new  brochure  for 
physicians’  senior  patients.  In  easy-to-read  type  in  an  easy-to- 
understand  question-and-answer  format,  the  brochure  is  designed  to 
dispel  the  current  Medicare  confusion  and  mandatory  assignment 
mythology.  Published  in  1989. 

Worker’s  Compensation 

The  SMS  makes  available  to  physicians  several  brochures  and 
booklets  designed  to  ease  the  burden  of  worker’s  compensation 
cases.  Titles  include:  “How  to  Evaluate  Permanent  Disability," 

Published  in  1987;  “Wisconsin  Doctors  and  Worker’s  Compensation," 
Published  in  1987;  and  “Using  the  WC-16B  for  Worker’s 
Compensation,"  Published  in  1986.  □ 
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SMS  resource  directory 


Timely,  accurate  information  is  essential  in  our  complex,  rapidly  changing  medical  environment.  Information-when  you  need  it-on 
scientific  issues,  legislative  issues,  and  socioeconomic  issues  is  available  from  the  SMS  headquarters  in  Madison. 

This  SMS  resource  directory  is  provided  as  a brief  reference  guide  to  assist  you  in  locating  the  resource  person  on  the  SMS  staff 
who  is  best  able  to  answer  your  questions  on  a wide  variety  of  topics. 

Simply  call  1-800-362-9080  for  immediate  access  to  this  valuable  membership  resource. 


A 

Complaints  about  medical  care- 

Accounting  

Jim  Esselman/ 

Dane  County  

Marcella  Herfel 

Computers 

Accounts  payable 

Daryl  Linke 

SMS  Holdings,  Corp 

Kris  Hensen 

Consent  forms 

SMS/WMJ 

Rick  Koffamus 

Consumer  relations  

TflVpmpRartp]/ 

Accounts  receivable 

Deborah  Wilke 

SMS  Holdings,  Corp 

Marcella  Herfel/ 

Continuing  medical  education  ... 

Kristin  Krueger 

Kris  Henson 

Contract  analysis  

SMS/WMJ 

Marcella  Herfel/ 

Legal  counsel  

Sally  Wencel 

Kris  Hensen 

Cost  containment  activities 

Mary  Barham 

Membership  dues 

County  societies/ 

County  medical  society  affairs 

Jim  Lundberg/Joyce  Pease 

including  Constitution 

Insurance  premiums 

Heidi  Schmiedlin 

and  Bylaws 

Sally  Wencel/ 

Accreditation  for  CME 

Kristin  Krueger 

Michael  Eaton 

Address  changes  

Joyce  Pease 

Administrative  rules  (state)  ....  Michael  Kirby/Don  Lord/ 

D 

Sally  Wencel 

Data  collection  

Aesculapian  Society 

Julie  Hein 

Data  systems 

Aging  and  extended  care  facilities 

Discmline  of  nhvsicians 

Sallv  Wencel 

AIDS. 

Sara  Schwartz 

Donations  (monetary,  real  property, 

Alcoholism  and  other  drug  abuse 

Trish  Ramsay 

in-kind  

Allied  health  personnel  

Sally  Wencel 

DRGs  

Alternative  delivery  systems 

Mary  Barham 

AMA-delegates,  policies  and 

activities 

Deborah  Wilke/ 

E 

Jim  Paxton/Tom  Adams 

Economic  information  

Annual  meeting  

Editorial  Board  

Deborah  Wilke/ 

Audits  (T-18,  T-19,  WIPRO)  

Trish  Ramsay 

Russell  King 

Audio-visual  services  

Deborah  Wilke 

Emergency  medical  services 

Sally  Wencel 

Auxiliary  

LaVeme  Bartel 

Environmental  health 

Cecilia  Geis 

Ethics 

B 

Mary  Barham 

Beaumont  500 

Julie  Hein 

Board  of  Directors  

F 

Jim  Paxton 

Fees  for  medical  care  or 

Bylaws:  state  and  county  medical. 

Sally  Wencel/ 

other  physician  services 

Sally  Wencel 

Michael  Eaton 

Fort  Crawford  Medical  Museum 

Julie  Hein 

Foods  and  nutrition  

LaVeme  Bartel 

C 

Foundation  (CESF)  

Julie  Hein 

Capitol  Update  

Terry  Hottenroth/ 

Don  Lord 

G 

CHAMPUS  

General  management  of  SMS 

. Tom  Adams/Jim  Paxton 

Charitable,  Educational  and 

Governmental  affairs  

Terry  Hottenroth/ 

Scientific  Foundation 

Michael  Kirby /Don  Lord 

Child  abuse 

Grants  for  special  projects 

Julie  Hein 

Claim  forms  (HCFA  1500)  

Bill  Guerten 

Great  America  coupons 

Barbara  Kopenski 

Communications  

Russell  King 

H 

Community  health  programs  

LaVeme  Bartel 

HSS-124  Hospital  Code  

Sally  Wencel 

Complaints  about  medical  care  ... 

Sally  Wencel 

Health  care  costs  

Wisconsin  Medical  Journal  • July  1990 


367 


Health  care  data Mary  Barham 

Health  care  for  the  uninsured Cecilia  Geis 

Health  careers  Deborah  Wilke 

Health  education  Deborah  Wilke 

Health  information Mary  Barham 

Health  insurance 

third-party  carriers  Trish  Ramsay 

for  SMS  members Jan  McChesney 

Health  manpower Trish  Ramsay 

HMOs  Mary  Barham 

Hospital  bylaws Sally  Wencel 

Hospital  medical  staff  section Deborah  Wilke 

Hospital-physician  relations  and 

due  process  Sally  Wencel 

Hospitals  and  health  facilities Sally  Wencel 

House  of  Delegates  Tom  Adams/ 

Jim  Paxton 


I 

Impaired  physicians Sally  Wencel 

Insurance  and  membership  programs 

Insurance Jan  McChesney/ 

Barbara  Kalupa 


‘Annuities 

*Auto 

‘Dental  Protection  Plan 
‘Overhead  expense 
‘Funding  of  claims 
made  tail  coverage 
‘Professional  liability 

Membership  programs  

‘Auto  leasing  plan 
‘Avis  or  Hertz  rental  plan 
‘Collection  service 
‘Credit  cards 

Interns  and  residents 

IPAs  


‘Life 

‘Office 

‘Disability 

‘Personal  property 

‘Personal  umbrella 

‘Health 

‘Retirement  plans 

Noreen  Krueger/ 

Lee  Johnson 

‘Medical  equipment 
leasing 
‘Worker’s 
compensation 

Deborah  Wilke 

Mary  Barham 


J 

OCAHO)  Joint  Commission  on 

Accreditation  of  Health  Organizations  Sally  Wencel 

L 

Legal  information Sally  Wencel 

Legislation  and  regulations 

state  Terry  Hottenroth/ 

Michael  Kirby/Don  Lord/field  consultants 

Federal Michael  Kirby/ 

Terry  Hottenroth 

Liability  insurance  coverage Barbara  Kalupa/ 

Charlie  Sitkiewitz 

Liability  insurance  regulation Mark  Adams/ 

Terry  Hottenroth 

Library Marjorie  Stafford/ 

Marlene  Scott 


Licensure  of  physicians  and  others  Sally  Wencel 

Living  wills Don  Lord/ 

Sally  Wencel 

Long-term  care  LaVeme  Bartel 

Long-term  care  insurance  Charles  Sitkiewitz/ 

Lori  McDowell 


M 

Mailing  labels  Jim  Lundberg/ 

Joyce  Pease 

Marketing  in  medical  care Deborah  Wilke 

Maternal  and  child  health  Trish  Ramsay 

Maternal  mortality  study Trish  Ramsay 

Media  relations Deborah  Wilke/ 

Russell  King 

Mediation  panels  Mark  Adams 

Mediation  and  peer  review  Sally  Wencel 

Medicaid  (T-19)  Trish  Ramsay 

Medicaid  audits Trish  Ramsay 

Medical  assistants  LaVeme  Bartel 

Medical  history Julie  Hein 

Medicolegal  issues Mark  Adams/ 

Sally  Wencel 

Medical  liability Mark  Adams 

Medical  liability  Oegislative 

information  and  related  matters) Terry  Hottenroth/ 

Mark  Adams 

Medical  museum,  Prairie  du  Chien  Bill  Wendle/ 

Julie  Hein 

Medical  Policy  and  Practice  Division Mary  Barham 

Medical  records  Sally  Wencel 

Medical  student  loans 

Applications Julie  Hein 

Repayments Norma  Swenson/ 

Noreen  Krueger 

Medical  student  section Deborah  Wilke 

Medicare  (T-18)  Trish  Ramsay 

Medicare  audits  Trish  Ramsay 

Medicine,  religion  and  ethics  LaVeme  Bartel 

Medigram  Marlene  Scott/ 

Russell  King/Deborah  Wilke 

Membership  

County  societies  Jim  Lundberg/ 

Joyce  Pease/Mike  Eaton 

Membership  Committee Deborah  Wilke 

Membership  recruitment  and 

retention Jim  Lundberg/ 

Deborah  Wilke 

Mental  health  Cecelia  Geis 

Minority  health  issues Mary  Barham 


N 

Negotiations  Tom  Adams 

Newspapers-news  releases Deborah  Wilke/ 

Russell  King 

Nursing  Sally  Wencel 

Nursing  homes LaVeme  Bartel/ 


Terry  Hottenroth 
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Occupational  health Cecilia  Geis 

Occupational  Health  Guide Julie  Hein 

P 

Pamphlets  on  health  care  Deborah  Wilke 

PartnerCare Trish  Ramsay 

Patient  Compensation  Fund  Mark  Adams 

Peer  review Sally  Wencel 

Personnel  Barbara  Kopenski/ 

Deborah  Swenson 

Physicians  for  Better  Government  ....Terry  Hottenroth/ 


field  consultants 

Physician  information 

biographical Jim  Lundberg/ 

Joyce  Pease 

Physician  placement  service Marjorie  Stafford 

Physician  recognition  award Kristin  Krueger 

Physician  referrals 

Dane  County  Dana  Gunderson 

other  counties Jim  Lundberg/ 

Joyce  Pease 

Political  action Terry  Hottenroth/ 

field  consultants 

Practice  management  seminars Karen  Garrett 

Printing  Dave  Conner 

Professional  liability  (legislative 

information  and  related  matters) Terry  Hottenroth/ 

Mark  Adams 

Professional  liability  insurance Charlie  Sitkiewitz/ 

Barbara  Kalupa 

Property  management-SMS Bill  Wendle/ 

Lee  Johnson 

PRO  Trish  Ramsay 

Public  affairs Terry  Hottenroth/ 

Michael  Kirby 

Public  health Terry  Hottenroth/ 

Mary  Barham 

Public  information  Deborah  Wilke/ 

Russell  King 

Public  relations Deborah  Wilke/ 

Russell  King 

R 

Radio  Deborah  Wilke/ 

Russell  King 

Resident  physicians Deborah  Wilke 

Risk  management Mark  Adams 

Rural  health Trish  Ramsay 

S 

Safe  Transportation  Trish  Ramsey 

Savant  syndrome  information Julie  Hein 

School  health  Deborah  Wilke/ 

Mary  Barham 

Scientific  affairs  Kristin  Krueger 

Second  opinions Trish  Ramsay 

Seminars  Karen  Garrett 

Speakers  Deborah  Wilke 

Specialty  society  services  Lanny  Hardy 


Student  loans  and  scholarships 

applications  Julie  Hein 

repayments Norma  Swenson/ 

Noreen  Krueger 


SMS  Holdings  Corp 

accounts  receivable Marcella  Herfel/ 

Kris  Hensen 

accounts  payable Kris  Hensen 

Lakeside  Association  Services,  Inc 

Lanny  Hardy/  Jackie  Millar/Kathy  Mohelnitzky 

Lakeside  Administrators  Jeanette  Edwards 

claim  forms Bill  Guerten 

printing Dave  Conner 

endorsed  programs Noreen  Krueger/ 

Lee  Johnson 

general  Lee  Johnson 

insurance  plans  Jan  McChesney 

premiums Jan  McChesney 

SMS  Realty  & Development  Bill  Wendle 

SMS  Services  Insurance  Plans  Jan  McChesney/ 

Heidi  Schmiedlin 

Super  rule  update Trish  Ramsay 

T 

Tax  problems  Sally  Wencel 

Television  Deborah  Wilke/ 

Russell  King 

Title  18  (Medicare)  Trish  Ramsay 

Title  19  (Medicaid) Trish  Ramsay 

Tourette  Syndrome  Physician  Guides  Julie  Hein 


U 

Utilization  review  Mary  Barham 

W 

WHCLIP  (Wisconsin  Health  Care  Liability 


Insurance  Plan)  Mark  Adams 

Wisconsin  Ambulatory  Medical  Care 

Survey Trish  Ramsay 

Wisconsin  Association  of 

Senior  Physicians  (WASP) Julie  Hein 

Wisconsin  Medical  Journal Russell  King/ 

Marlene  Scott 

Wisconsin  Workshop  on  Health LaVeme  Bartel 

Wisconsin  Peer  Review  Organization 

(WIPRO)  Trish  Ramsay 

WPRO  audits Trish  Ramsay 

WSPAC Terry  Hottenroth/ 

field  consultants 

Women’s  health  issues  Mary  Barham 


Y 

Young  Physicians  Section Deborah  Wilke 


Wisconsin  Medical  Journal  • July  1990 


369 


SMS  Public  Affairs  Division 

Field  consultants 

District  1 

Steven  Whittow:  414-271-4328  or  608-257-6781 
Kenosha 
Milwaukee 
Ozaukee 
Racine 
Walworth 
Washington 
Waukesha 

District  2 

Michael  Eaton:  608-257-6781 
Calumet 

Columbia-Marquette-Adams 

Dane 

Dodge 

Fond  du  Lac 

Grant 

Green 

Green  Lake-Waushara 

Iowa 

Jefferson 

Lafayette 

Richland 

Rock 

Sauk 

Waupaca 

Winnebago 


La  Crosse 

Monroe 

Pierce-St  Croix 

Polk 

Rusk 

Sawyer 

Trempealeau-Jackson-Buffalo 

Vernon 


Lanny  Hardy 


Mary  Thompson 
...  Steve  Whittow 

SMS  Services,  Inc 
Insurance  services 

• Dale  Petretti 
Home  office,  Madison 
608-257-6781 

District  managers 

• Charlie  Sitkiewitz 
Madison,  608-257-6781 

• Don  Mulock 
Milwaukee,  414-321-8008 


County  society  services 
Dane  County  Medical  Society 

Madison  office 

608-283-5410 

Medical  Society  of  Milwaukee  County 
Milwaukee  office 
414-271-4328 

Mediation  and  membership  

Physicians  Alliance 


District  3 

Martin  Mulcahey:  608-257-6781 
Brown 
Clark 

Door-Kewaunee 

Forest 

Langlade 

Lincoln 

Manitowoc 

Marathon 

Marinette-Florence 

Oconto 

Oneida-Vilas 

Outagamie 

Portage 

Price-Taylor 

Shawano 

Sheboygan 

Wood 


District  4 

Mark  Meyer  608-257-6781 
Ashland-Bayfield-Iron 
Barron-Washbum-Bumett 
Chippewa 
Crawford 
Douglas 

Eau  Claire-Dunn-Pepin 
Juneau 


Lakeside  Association  Services,  Inc. 

Lanny  Hardy 
Madison,  608-283-5410 
Services  to  other  organizations 

Jackie  Millar/Kathy  Mohelnitsky/Dana  Gunderson/Julie 
Piotraschke 

608-283-5410;  or  toll  free,  1-800-362-9080 

Dane  County  Medical  Society 

Dane  County  Sports  Medicine  Council 

Wisconsin  Academy  of  Physician  Assistants 

Wisconsin  Association  of  Medical  Directors 

Wisconsin  Chapter-American  College  of  Cardiology 

Wisconsin  Chapter-American  College  of  Surgeons 

Wisconsin  Council  of  Child  and  Adolescent  Psychiatry 

Wisconsin  Dietetic  Association 

Wisconsin  Medical  Group  Management  Association 

Wisconsin  Medical  Records  Association 

Wisconsin  Neurological  Society 

Wisconsin  Neurosurgical  Society 

Wisconsin  Psychiatric  Association 

Wisconsin  Society  of  Oral  and  Maxillofacial  Surgery 

Wisconsin  Software  Publishers  Association 

SMS-affiliated  organizations 
608-257-6781;  or  toll  free,  1-800-362-9080 

Auxiliary  of  SMS LaVeme  Bartel 

CES  Foundation  Julie  Hein 

SMS  Holdings,  Inc Lee  Johnson 

WISPAC  (Wisconsin  Physicians  Political 

Action  Committee) Terry  Hottenroth  □ 
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County  society  news 


Brown.  Thirty-seven  members  were 
present  at  the  society  meeting  held  in 
May.  Guest  speaker  was  Ralph 
Leonard,  MD,  PhD,  of  the  Bowman 
Gray  Medical  School  in  Wake  Forest, 
NC.  Dr  Leonard  spoke  on  toxic 
hazardous  spills.  New  members 
accepted  to  membership  are:  Thomas 
M.  Farley,  MD;  Mark  D.  Osterloh, 
MD;  Eric  M.  Schreier,  DO;  Daniel  F. 
Wendelbom,  MD;  Steven  D.  L’Marro, 
MD;  and  David  A Stampfl,  MD. 

Columbia-Marquette-Adams. 

Keith  M.  Williams,  MD,  has  been 
accepted  to  membership  in  the 
society. 

Dane.  New  members  of  the  society 
are  Eric  R.  Berg,  MD,  and  Norman  R. 
Richards  II,  MD. 

Fond  du  Lac.  David  Kirchmann, 
executive  director,  and  Betty 
Brunelle,  a member  of  the  board  of 
directors,  of  Big  Brothers/Big  Sisters, 
were  the  guest  speakers  at  the  April 
meeting  of  the  society. 

Green.  Margaret  R.  Draeger,  MD, 
was  accepted  to  membership  in  the 
society. 


Obituaries 


Milton  C.  Borman,  MD,  91,  of 
Milwaukee,  died  April  23,  1990,  in 
Milwaukee.  Dr  Borman  was  bom  July 
2,  1898,  in  Oshkosh.  He  graduated 
from  the  University  of  Pennsylvania 
Medical  School  and  served  his 
internship  at  Philadelphia  General 
Hospital.  Dr  Borman  had  practiced  in 
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Kenosha.  Kaushalya  Beniwal,  MD, 
and  James  A Snyder,  MD,  were 
accepted  to  membership. 

La  Crosse.  At  the  May  meeting  of 
the  society,  Jack  M.  Lockhart,  MD, 
reported  on  the  SMS  annual  meeting 
held  in  Green  Bay.  New  members 
accepted  to  membership  in  the  society 
are:  Charles  H.  Hayden,  MD;  Sheila 
L.  Momont,  MD;  John  E.  Morrissey, 
MD;  Stephan  D.  Trocme,  MD;  Peter 
A Valen,  MD;  and  Dean  E.  Whiteway, 
MD. 

Milwaukee.  The  following 
physicians  and  candidates  were 
recently  accepted  to  membership  in 
the  society.  They  are  Maria  M.  Byrne, 
MD;  Maria  R.  Coe,  MD;  Maelynn  D. 
Colinco;  Walter  T.  Davison,  MD;  John 
J.  De  Guire,  MD;  Linda  F.  Drake, 
MD;  Aphonse  H.  Harding,  MD; 
Sandra  B.  Kalnins,  DO;  Kevin  J.  Kass, 
MD;  Lowell  H.  Keppel,  MD;  JacekM. 
Kowalski,  MD;  Marvin  E.  Lauwasser, 
MD;  Julie  C.  O’Reilly,  MD;  William  J. 
Pao,  MD;  Tracy  A Park,  MD;  A Hilton 
Parmentier,  MD;  Melanie  K.  Schultz, 
MD;  Krishna  Chintamaneni,  MD; 
Mustafa  K.  Diktas,  MD;  Mark  A 
Nelson,  MD;  David  A Rein,  MD; 
Richard  E.  Rieselbach,  MD;  and 


the  Milwaukee  area  since  1930.  He 
was  a fellow  of  the  American  College 
of  Physicians.  He  was  a founder  and 
president  of  the  Wisconsin 
Rheumatism  Association  and  the 
Wisconsin  Chapter  of  the  Arthritis 
Foundation.  He  was  a member  of  the 
Medical  Society  of  Milwaukee 


Richard  E.  Silberman,  MD. 

Racine.  New  members  of  the  society 
are  David  L.  Taylor,  MD,  and  Charles 
A Wideburg,  MD. 

Vernon.  At  the  April  meeting  of  the 
society,  Michele  Metrick,  MD,  and 
David  Guggenbuehl,  MD,  of  La 
Crosse,  presented  video  monitoring 
of  nonepileptic  events  in  children. 
Mike  Eaton,  director  of  SMS  field 
operations,  discussed  legislative, 
social,  medical,  and  legal  issues 
pertaining  to  the  practice  of  medicine. 
Duane  M.  Koons,  MD,  was  elected  to 
membership. 

Waukesha.  New  members  of  the 
society  are  Sherry  L.  Ness-Wenum, 
MD;  Jean  K.  Oelschlager,  MD;  and 
Richard  0.  Wagner,  MD. 

Winnebago.  Twenty-nine  members 
were  present  at  the  May  meeting  of 
the  society  to  hear  Avery  Aexander, 
MD,  speak  on  ocular  trauma.  Don 
Lord,  manager  of  governmental  affairs 
of  SMS,  reported  on  legislative 
activities.  New  physicians  accepted 
to  membership  in  the  society  are  Paul 
R.  Myers,  MD,  and  Robert  W. 
Swanson,  MD.  □ 


County,  the  SMS,  and  the  AMA 
Surviving  are  his  widow,  Alice;  two 
daughters,  Phyllis  Babb  and 
Maryalice  Wahlquist;  and  sons, 
Milton,  Pieter,  and  Theodore. 

Waldo  B.  Dimond,  MD,  88,  of 
Continued  on  next  page 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  provide 
a living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin’s  medical  history.  When  a memorial  gift  is 
made  to  the  foundation,  the  deceased  person’s  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the 
foundation  staff  at  the  SMS. 


Continued  from  preceding  page 
Madison,  died  April  17,  1990,  in 
Madison.  Dr  Dimond  was  bom  Sept 
12,  1901,  in  Davenport,  Iowa,  and 
graduated  from  the  Iowa  State 
University  School  of  Medicine.  His 
internship  was  completed  at  St  Mary’s 
Hospital  in  Kansas  City,  Mo.  He 
served  in  the  US  Army  during  world 
War  II  and  received  a Selective  Service 
Medal  and  a Certificate  of  Meritorious 
Service  from  the  State  of  Wisconsin. 
An  ophthalmologist,  Dr  Dimond  had 
practiced  in  Madison  for  50  years 
before  retiring  in  1977.  He  was  a 
member  of  the  Dane  County  Medical 
Society,  the  SMS,  and  the  AMA 
Surviving  is  his  wife,  Margaret,  of 
Madison. 

Frederick  W.  Fitz,  MD,  52,  of  Eau 
Claire,  died  March  27,  1990,  in  Eau 
Claire.  He  was  bom  April  30, 1937,  in 
Chicago,  and  graduated  from 
Northwestern  Medical  School  in  1963. 
Dr  Fitz  completed  his  internship  at 
Charity  Hospital,  New  Orleans,  and 
at  Carville  Leprosonium  in  Louisiana. 
He  served  in  the  US  Army  Medical 
Corps  in  Germany  from  1965  to  1967. 
In  1971,  Dr  Fitz  completed  a residency 
in  dermatology  at  the  Mayo  Clinic  in 
Rochester,  Minn.  He  was  on  the 
medical  staff  of  Luther  and  Sacred 
Heart  hospitals  in  Eau  Claire.  He  was 
a member  of  the  American  Academy 
of  Dermatology,  the  Eau  Claire-Dunn- 
Pepin  County  Medical  Society,  the 
SMS,  and  the  AMA  Surviving  are  his 
widow,  Mary  Elizabeth,  and  a 
daughter,  Alison  Elizabeth,  both  of 
Eau  Claire. 

Abraham  A.  Quisling,  MD,  84,  of 
Madison,  died  April  25,  1990,  in 
Madison.  Dr  Quisling  was  bom  on 
March  25,  1906,  in  Madison,  and 
graduated  from  the  University  of 
Wisconsin  Medical  School,  Madison, 
in  1930.  In  1932,  he  joined  his  older 
brother  Sverre  to  form  the  beginnings 
of  the  Quisling  Clinic.  He  was  the 
executive  director  of  the  Clinic  until 
1978.  Dr  Quisling  retired  from 
medical  practice  in  1973.  He  was  one 


of  the  founders  of  the  Wisconsin 
Society  of  Internal  Medicine  and 
became  its  president  in  1965.  He  also 
served  as  president  of  the  Wisconsin 
Medical  Alumni  Association.  Active 
in  the  affairs  of  the  Madison 
community,  Dr  Quisling  was 
president  of  the  Madison  Chamber 
of  Commerce  in  1967.  As  a member 
of  the  SMS,  he  served  as  a delegate  to 
the  AMA,  as  chairman  of  the  SMS 
Committee  on  Public  Policy,  and  as 
an  assistant  treasurer  of  the  Society. 
Dr  Quisling  served  as  president  of 
the  Dane  County  Medical  Society  and 
also  served  on  the  AMA  committee 
that  helped  develop  the  Medicare 
program.  Surviving  are  his  son,  Arthur 
A,  of  Jefferson  City,  Mo,  and  a 
daughter,  Dagny  Myrah,  of  Madison. 

Herbert  G.  Schmidt,  MD,  93, 

Glendale,  died  April  6,  1990,  in 
Glendale.  Dr  Schmidt  was  bom  Oct 
21, 1896,  in  Milwaukee.  He  graduated 
from  Marquette  University  School  of 
Medicine,  and  served  an  internship 
at  Marquette  University  Hospital.  His 
residency  was  completed  in  Vienna, 
Prague,  and  Innsbruck.  Dr  Schmidt 
practiced  ophthalmology  in  the 
Milwaukee  area  for  more  than  40 
years  retiring  in  1972.  He  was  a fellow 
of  the  American  College  of  Surgeons 
and  the  International  College  of 
Surgeons.  He  was  a diplomate  of  the 
American  Board  of  Ophthalmology, 
the  Medical  Society  of  Milwaukee 
County,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Irma;  and 
three  sons,  Herbert,  of  Bayside,  Carl, 
of  La  Crosse,  and  Clemens,  of  Avoca. 


William  J.  Staab,  MD,  61,  of 
Monroe,  died  April  April  17, 1990,  in 
Monroe.  Dr  Staab  was  bom  on  July 
23, 1928,  in  Cleveland,  and  graduated 
from  the  St  Louis  University  School 
of  Medicine  in  Missouri.  He  served 
his  internship  at  the  Cleveland 
General  Hospital  and  then  after 
serving  in  the  US  Air  Force  for  two 
years,  he  completed  a three  year 
residency  at  the  Cleveland  Clinic.  Dr 
Stabb  became  associated  with  the 
Monroe  Clinic  in  1959.  He  was  a 
member  of  the  Green  County  Medical 
Society,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Eleanor; 
sons,  Edward,  of  San  Jose,  Calif; 
Charles,  of  Platteville,  the  Rev 
Gregory,  of  Boston,  Mass;  John,  of 
Monroe;  and  five  daughters, 
Catherine  LaVoie,  of  Warminster,  Pa; 
Theresa  MJ  and  Jennifer  MJ,  both  of 
Chicago;  Sister  Arcangela,  of  Italy, 
and  Mary  Jane,  of  Madison. 

Joseph  E.  Szymarek,  MD,  82, 
former  Milwaukee  physician,  died 
May  1, 1990,  in  Denver.  Dr  Szymarek 
was  bom  Jdly  20, 1907,  in  Milwaukee, 
and  graduated  from  Colorado 
University  Medical  School.  His 
internship  was  served  in  Youngstown, 
Ohio.  Dr  Szymarek  served  in  the 
United  States  Air  Force  from  1942  to 
1946.  He  practiced  in  Milwaukee  from 
1946  to  1971  when  he  retired  and 
moved  to  Denver.  He  was  a member 
of  the  Medical  Society  of  Milwaukee 
County,  the  SMS,  and  the  AMA 
Surviving  are  his  daughter,  Mary  Lory 
Cease,  of  Denver,  and  a son,  Robert 
Marek,  of  McFarland.  □ 
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Annual  Meeting 


House  actions  on  resolutions  and  reports  of  1990 


Resolution  1 addressed  the 
appointment  of  additional  members 
by  chair  to  their  committees. 
Following  a brief  discussion,  the 
Reference  Committee  on 
Organization  and  Finances  asked  if 
written  response  was  the  only 
acceptable  one.  The  committee  was 
told  it  could  be  accomplished  just  as 
well  through  verbal  communications. 
Action:  rejected. 

Resolution  2 called  for  affirmation 
of  the  legitimacy  and  appropriateness 
of  billing  and  receiving  payment  for 
telephone  consultations  between  the 
physician  and  the  patient.  Resolution 
2 was  amended  to  read:  “Resolved, 
that  the  State  Medical  Society  of 
Wisconsin  recognize  patient- 
physician  and  patient  care-related 
telephone  consultation  as  a legitimate 
medical  service  requiring  physician 
time  and  expertise,  and  affirms  the 
physician’s  right  to  charge  for  such 
consultations,  as  identified  in  the  1990 
CPT  codes  for  these  services”. 
Action:  adopted  as  amended. 

Resolution  3 directed  Wisconsin’s 
AMA  delegates  and  alternates  to 
support  AMA  efforts  to  obtain 
reimbursement  under  Medicare  Part 
B for  performance  of  an  autopsy. 
Action:  adopted. 

Resolution  4 recommended  a 
change  in  the  SMS  policy  on  blood 
alcohol  content  to  reduce  the  illegal 


per  se  standard  for  all  drivers  from 
0.05  to  0.04  blood  alcohol  content 
Resolution  4 was  amended  to  read: 
“legislation  that  sets  0.04  blood 
alcohol  content  illegal  per  se  standard 
for  all  drivers  consistent  with  federal 
mandates  for  truckers.”  Action: 
adopted  as  amended. 

Resolution  5 The  Reference 
Committee  on  State  and  National 
Issues  recommended  that  the  first 
resolve  be  amended  to  read: 
“Resolved,  that  the  SMS  respectfully 
recommends  that  the  Medical  College 
of  Wisconsin  be  encouraged  to  devote 
its  resources  to  working  with  the  City 
of  Milwaukee,  Milwaukee  County, 
and  the  State  of  Wisconsin  to  provide 
high  quality  and  appropriately 
distributed  clinical  services  to  the 
desperately  under-served  citizens  of 
the  inner  city  in  the  most  efficient 
manner  possible  while  providing 
supervised  experience  to  young 
physicians  and  medical  students.  "The 
substitute  second  resolve  was  also 
adopted.  It  read:  “Resolved,  that  the 
SMS  develop  a set  of  principles  that 
would  guide  the  communication  and 
interactions  between  the  private 
medical  community  and  the  medical 
schools  as  they  pursue  their 
educational  mission.  These  principles 
should  be  developed  in  consultation 
with  the  medical  schools  and  private 
medical  community  and  should 
address  the  potential  for  conflict  and 
ways  to  facilitate  the  resolution  of 


conflicts  that  arise.”  Action:  adopted 
as  amended. 

Resolution  6 dealt  with  educating 
physicians  about  domestic  violence. 

Continued  on  next  page 
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Reference 
committees:  1990 

Socioeconomic  activities 
Marcia  Richards,  MD, 
Milwaukee,  chair 
Charles  Pechous,  Jr,  MD, 
Kenosha 

David  R.  Weber,  MD, 

Fond  du  Lac 
Susan  Turney,  MD, 

Marshfield 

Daniel  Vig,  Madison  (student) 

Scientific  activities 
Sandra  Osborn,  MD, 

Madison,  chair 
Christina  Keppel,  MD, 
Milwaukee 

Charles  Steidinger,  MD, 
Platteville 

Edward  Winga,  MD, 

La  Crosse 

Terry  Hankey,  MD,  Waupaca 

State  and  national  issues 
James  Tydrich,  MD, 

Richland  Center,  chair 
Katherine  Dillig,  MD, 
Milwaukee 

Rolf  Lulloff,  MD,  Green  Bay 
Bradley  Manning,  MD, 
Madison 

Kay  Jewell,  MD,  Madison 

Organization  and  finances 
Pauline  Jackson,  MD, 

La  Crosse,  chair 
Robert  Sellers,  MD,  Superior 
Susan  Isensee,  MD, 
Waunakee 

Robert  Madden,  MD, 
Milwaukee 

Kevin  Quinn,  MD,  Neenah 
Credentials 

Paul  Wertsch,  MD,  Madison, 
chair 

T.  Bayard  Frederick,  MD, 
Fond  du  Lac 

Carol  Young,  MD,  Milwaukee 


Continued  from  preceding  page 
The  Reference  Committee  on  State 
and  National  Issues  recommended 
adoption  of  the  following  resolve, 
“Resolved,  that  the  SMS  encourage 
physicians  to  get  actively  involved 
with  domestic  violence  detection  and 
prevention  programs  and  support  and 
encourage  education  for  health  care 
professionals  in  regard  to  domestic 
violence.”  Action:  adopted  as 
amended. 

Resolution  7 directed  SMS  to 
undertake  a survey  to  assess  the  effect 
of  mandating  acceptance  of  Medicare 
assignment  on  physicians’  practices 
and  on  availability  and  accessibility  of 
medical  care.  The  Reference 
Committee  on  Socioeconomic 
Activities  suggested  that  there  may 
be  other  ways  of  addressing  the  issue, 
particularly  in  light  of  changes 
occurring  in  the  Medicare  physician 
payment  system.  Action:  referred  to 
the  SMS  Board  of  Directors  for  further 
study. 

Resolution  8 established  a Foreign 
Medical  Graduate  Section  of  the  SMS. 
The  resolution  was  amended  to  delete 
the  second  resolve  which  indicated 
the  number  of  foreign  medical 
graduate  members  in  the  SMS. 
Action:  adopted  as  amended. 

Resolution  9 centered  around  the 
length  of  a waiting  period  and  type  of 
background  search  for  those  who 
purchase  handguns.  The  Reference 
Committee  on  State  and  National 
Issues  recommended  the  resolution 
be  amended  to  read,  “Resolved,  that 
the  House  of  Delegates  of  the  SMS 
urge  state  legislation  to  curb  access 
to  handguns  by  specifically  requiring 
a sufficient  waiting  period  to  allow  for 
an  effective  background  search  prior 
to  purchase  of  handguns  in 
Wisconsin.”  Action:  adopted  as 
amended. 

Resolution  10  suggested  that  people 
over  80  be  book-and  road-tested  yearly 
to  retain  driving  privileges,  however, 


judging  the  degree  of  impairment  is 
difficult.  Action:  referred  to  the  SMS 
Board  of  Directors  for  further  study. 

Resolution  11  would  require  the 
SMS  Board  of  Directors  to  appoint  at 
least  one  Board  member  liaison  to 
each  commission  and  committee. 
Action:  referred  to  the  SMS  Board  of 
Directors  for  further  study. 

Resolution  12  called  for  equitable 
Medicare  reimbursement  for 
laboratory  tests  particularly  as  they 
affect  smaller  laboratories.  The 
resolution  was  amended  to  read, 
“Resolved  that  the  SMS  work,  both  at 
the  state  and  national  levels,  toward 
equitable  Medicare  reimbursement 
for  laboratory  tests  including 
reimbursement  differentials  as 
needed  to  assure  availability  and 
accessibility  of  laboratory  services.” 
Action:  adopted  as  amended. 

Resolution  13  concerned  the  use  of 
child  safety  restraints  in  aircrafts.  The 
resolution  was  amended  to  include 
“...support  the  use  of  appropriate 
restraint  systems  for  all  children  on 
all  commercial  flights...”  Action: 
adopted  as  amended. 

Resolution  14  recommended  a 
modification  to  the  election  process 
of  directors.  The  Committee  on 
Organization  and  Finances  noted  that 
the  resolution  could  present 
constitutional  implications.  The 
committee  agreed  that  adequate 
provisions  exist  for  nominations  from 
the  floor  and  the  nomination  process 
outlined  in  the  resolution  may  be  a 
district  matter,  rather  than  a state 
matter.  Action:  referred  to  the  SMS 
Board  of  Directors  for  further  action. 

Resolution  15  addressed  the  issue 
of  patient  resuscitation  within  the 
nursing  home  setting.  Sufficient 
testimony  was  given  to  suggest  that 
further  study  and  the  development  of 
guidelines  on  this  issue  would  be 
helpful.  It  also  recommended  that 
the  resolution  be  amended  to  read: 
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“Resolved,  that  the  House  of 
Delegates  direct  the  Board  of 
Directors  to  study  and  develop 
guidelines  for  patient  resuscitation 
status  within  nursing  homes.”  Action: 
adopted  as  amended. 

Resolution  16  proposed 
requirements  for  medical  review 
organizations  performing  reviews  for 
health  insurance  benefits  in 
Wisconsin.  The  resolution  was 
amended  by  adding  the  following: 
“Prior  to  any  adverse  determination 
regarding  medical  necessity  or 
appropriateness  of  care,  provide  the 
physician  with  an  opportunity  to 
discuss  the  plan  of  treatment  with  a 
physician  reviewer  in  the  same 
specialty,  during  normal  working 
hours.  Assure  patient  confidentiality, 
and  present  authorization  to  the 
physician  for  release  of  patient 
information  to  the  review 
organization.  Action:  adopted  as 
amended. 

Resolution  17  concerned  the  need 
to  have  a universal  immunization 
program  in  the  United  States  and  the 
need  for  obtaining  funds  for  the  nation- 
wide program.  Action:  adopted  as 
amended  with  further 
recommendation  that  the  resolution 
be  referred  to  the  Wisconsin 
delegation  to  the  AMA  for 
introduction  in  the  AMA  House  of 
Delegates. 

Resolution  18  expressed  the  need 
for  a more  timely  publication  of 
important  clinical  study  results. 
Action:  adopted  as  amended  and 
referred  to  the  Wisconsin  AMA 
delegation. 

Resolution  19  recommended  that 
the  SMS  support  legislation  requiring 
safety  belt  use  on  a permanent  basis 
after  the  law  expires  in  1991.  Action: 
adopted  as  amended. 

Resolution  20  called  for  the  removal 
of  tobacco  advertising  from  tax- 
supported  sports  facilities.  The 
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resolution  was  amended  to  read: 
“Resolved,  that  the  SMS  favors 
removal  of  all  tobacco  advertising 
from  any  tax-supported  sports  facility, 
including  all  outside  billboards, 
marquees  or  inside  displays,  placards 
and  printed  programs  that  promote 
or  advertise  tobacco  products.” 
Action:  adopted  as  amended. 

Resolution  21  addressed  the 


problem  of  funding  care  for  the 
indigent  and  uninsured,  particularly 
emergency  medical  care.  The 
Committee  on  Socioeconomic 
Activities  noted  that  the  issue  is  under 
review  by  several  SMS  committees 
and  it  is  best  addressed  as  part  of  the 
SMS’s  overall  efforts.  Action:  referred 
to  the  SMS  Board  of  Directors  for 
further  study. 

Continued  on  next  page 
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Late  Resolution  22  dealt  with 
medical  waste  disposal.  Testimony 
was  given  concerning  incineration  of 
medical  waste  and  the  monitoring  of 
emissions  by  the  Department  of 
Natural  Resources.  Action:  referred 
to  Board  of  Directors  for  further  study 
and  a 1991  report  at  annual  meeting. 

Late  Resolution  23  recommended 
that  Henry  F.  Twelmeyer,  MD,  be 
recognized  posthumously  for  his 
services  to  the  profession  of  medicine. 
Action:  adopted. 

Late  Resolution  24  requested  an 
adequate  number  of  support  staff  be 
assigned  to  carry  out  the  duties  of  the 
Medical  Examining  Board  in 
accordance  with  legislative  intent  The 
first  resolve  was  amended  to  read: 
“Resolved,  the  SMS  go  on  record 
requesting  that  an  adequate  number 
of  support  staff  be  assigned  to  carry 
out  the  duties  of  the  Medical 
Examining  Board  as  per  legislative 
intent”  The  third  resolve  was  deleted 
entirely.  Action:  adopted  as 

amended. 

Late  Resolution  25  was  amended 
to  read:  “Resolved,  that  the  SMS 
endorse  legislative  action  requiring 
that  ambulance  services  at  all  levels 
have  medical  directors  with  an  active 
job  description  including  quality 
assurance,  regular  educational  efforts, 
job  hiring  and  firing  authority  for 
medical  quality  assurance  reasons  and 
run  time  requirements.”  The  second 
resolve  was  deleted  as  it  is  already 
SMS  policy.  Action:  adopted  as 
amended. 

Late  Resolution  26  dealt  with  the 
representation  of  the  Board  of 
Directors  from  the  eight  SMS 
districts.  The  resolution 
recommended  that  a task  force  be 
appointed  consisting  of 
representation  from  the  eight 
districts,  specifically  three  from 
District  One,  two  from  District  Two, 
and  one  each  from  the  other  six 


districts,  to  study  the  current  and 
proposed  district  representation. 
Action:  adopted  as  amended. 

Report  A of  the  Commission  on 
Continuing  Medical  Education 
(CME)  reviewed  the  work  of  the 
commission  in  the  areas  of  CME, 
remedial  CME  and  accreditation  of 
hospitals  and  medical  specialties 
within  the  state.  Action:  filed. 

Report  B of  the  Physicians  Alliance 
Commission  outlined  the  efforts  of 
the  commission  during  the  past  year 
and  commended  the  SMS  lobbying 
staff  on  its  efforts  in  the  legislative 
arena.  Action:  filed. 

Report  C of  the  Commission  on 
Mediation  and  Peer  Review  reviewed 
the  activities  of  the  commission  and 
its  associated  programs  in  the  areas 
of  mediation,  peer  review,  Medicaid 
review,  and  the  impaired  physician. 
Action:  filed. 

Report  D described  the  efforts  of  the 
Commission  on  Public  Information 
to  continue  planning  and  executing 
public  information  programs  and 
assisting  component  societies  in  that 
effort.  Action:  filed. 

Report  E reviewed  the  work  of  the 
Editorial  Board  of  the  Wisconsin 
Medical  Journal  over  the  past  year. 
Many  new  enhancements  were  made 
to  the  journal  and  it  was  recognized 
as  being  excellent  and  valuable. 
Action:  filed. 

Report  F outlined  the  work  of  the 
Committee  on  Aging,  Extended  Care 
Facilities  and  Home  Health  Care  who 
have  been  working  closely  with  state 
agencies  and  other  outside  groups 
who  share  similar  concerns  regarding 
the  aging  and  their  care  in  facilities 
and  home.  Action:  filed. 

Report  G from  the  Committee  on 
Alcoholism  and  Other  Drug  Abuse 
reviewed  the  work  of  the  committee 
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over  the  past  year  in  the  areas  of  drug 
and  alcohol  abuse  prevention  and 
treatment.  Action:  filed. 

Report  H of  the  Environmental  and 
Occupational  Health  Committee 
discussed  its  activities  over  the  year 
including  revision  of  the  Wisconsin 
Occupational  Health  Guide.  Action: 
filed. 

Report  I reviewed  the  activities  of 
the  Committee  on  Maternal  and  Child 
Health  and  its  subcommittee  on 
maternal  mortality.  The  committee 
presented  to  the  Board  of  Directors  a 
policy  on  fetal  alcohol  syndrome 
stating  that  because  the  effects  of  a 
pregnant  women’s  moderate  intake 
of  alcohol  are  unknown,  it  is  prudent 
to  avoid  alcohol  during  pregnancy. 
Action:  filed. 

Report  J described  the  ethical 
considerations  which  the  Committee 
on  Medicine,  Religion  and  Ethics  dealt 
with  over  the  past  year  including  in 
vitro  fertilization  and  fetal  research. 
Action:  filed. 

Report  K of  the  Committee  on  Mental 
Health  described  the  efforts  of  the 
committee’s  actions  involving  liaisons 
with  other  organizations,  managed 
care  issues  and  mental  health  peer 
review.  Action:  filed. 

Report  L outlined  the  work  of  the 
Committee  on  Safe  Transportation 
during  the  past  year  particularly  in 
the  areas  of  safety  belt  use,  blood 
alcohol  concentration  and  reporting 
of  impaired  drivers.  Action:  filed. 

Report  M reviewed  the  Committee 
on  School  Health’s  work  to  improve 
the  health  of  school  age  children. 
Action:  filed. 

Report  N outlined  the  issues  the 
Committee  on  Health  Care  Financing 
and  Delivery  dealt  with  over  the 
course  of  the  year  such  as  managed 
care  and  uncompensated  and 
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discounted  care.  Action:  filed. 

Report  O of  the  Medical  Liability 
Committee  outlined  the  committee’s 
work  on  medical  liability  issues  such 
as  risk  management  and  loss 
prevention,  physician  support,  liability 
reform  and  the  operations  of  the  state- 
sponsored  liability  insurance  plan  and 
the  Patients  Compensation  Fund.  The 
report  also  notes  the  committee’s 
concern  with  newly  enacted 
legislation  which  allows  retroactive 
denials  of  payment,  by  administrative 
staff,  for  medical  services  provided 
under  the  workers  compensation 
program.  Action:  filed. 

Report  P highlighted  issues 
addressed  by  the  WNA-SMS  Liaison 
Committee  such  as  the  continuing 
nurse  shortage  and  legislation  that 
affected  doctor-nurse  relationships. 
Action:  filed. 

Report  Q of  the  PartnerCare 
Working  Group  discussed  the  group’s 
efforts  to  strengthen  the  program, 
including  the  group’s  development  of 
a proposal  for  state  assistance  with 
PartnerCare  publicity  and  enrollment 
as  an  alternative  to  proposals  to 
mandate  Medicare  assignment. 
Action:  filed. 

Report  R of  the  Medicare  Medical 
Policy  Advisory  Group  described  the 
group’s  substantial  work  on 
developing  Medicare  policies  based 
on  clinical  advice  from  specialists 
providing  the  care  in  question. 
Action:  filed. 

Report  S of  the  secretary  details 
many  major  accomplishments  of  the 
SMS  during  the  past  year.  Action: 
filed. 

Report  T of  the  Board  of  Directors 
was  considered  in  several  segments 
and  outlined  many  major 
accomplishments  of  the  Task  Force 
on  AIDS,  the  Task  Force  on  Physician 
Review  and  Discipline,  the  Task  Force 
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on  Medical  Manpower,  and  the  Blue 
Ribbon  Task  Force  on  Alternatives  to 
the  Tort  System.  Report  T also 
recommended  a member  dues 
increase  of  $55  to  $580  and  resident 
member  dues  increase  of  $7  to  $67; 
and  outlined  the  substantial  efforts  of 
the  SMS  to  gain  passage  of  medical 
liability  reform  legislation  capping 
noneconomic  damages  at  $250,000. 
Action:  all  segments  of  Report  T 
were  filed. 

Report  U of  the  Wisconsin 
Delegation  to  the  American 
Medical  Association  highlighted  a 
number  of  resolutions  introduced  by 
the  Wisconsin  delegation  and 
discussed  the  legislative  issues  before 
congress.  Action:  filed 

Supplemental  Board  of  Directors 
Report  X addressed  separately  the 
SMS  policies  on  the  issues  of 
surrogate  parenting,  in  vitro 
fertilization  and  fetal  research.  With 
respect  to  the  issue  of  surrogate 
parenting,  the  Board  of  Directors 
adopted  the  position  of  the  Committee 
on  Maternal  and  Child  Health  that 
acknowledges  important  reservations 
about  surrogate  motherhood  but  does 
not  pronounce  surrogate  motherhood 
as  unethical  in  all  instances.  On  the 
issue  of  in  vitro  fertilization,  the  policy 
statement  adopted  by  the  Board 
recognizes  in  vitro  fertilization  as  a 
procedure  for  which  the  benefits 
provided  outweigh  the  risks  both  to 
the  couple  and  to  the  offspring 
produced  but  is  an  ethically  acceptable 
therapy  for  intractable  infertility.  The 
Board  of  Directors  looked  to  the  AMA 
Council  on  Ethical  and  Judicial  Affairs 
for  guidance  on  the  issue  of  fetal 
research.  The  Board  adopted  the 
Council’s  statement  in  lieu  of  the 
position  taken  by  the  Committee  on 
Medicine,  Religion  and  Ethics.  The 
Council’s  position  recognizes  the 
importance  of  fetal  research  while  at 
the  same  time  presenting  detailed 
guidelines  as  aids  to  physicians  when 
they  are  engaged  in  fetal  research. 


Action:  The  Board’s  position  on  each 
issue  was  adopted. 

Item  2 from  Supplemental  Report 

Y of  the  Board  of  Directors 

presented  recommended  legislative 
priorities  for  medical  liability  reform 
in  the  1991-1992  legislative  session. 
The  Board  of  Directors  recommended 
that  the  SMS  pursue  a variety  of 
measures  in  addition  to  changes  in 
the  tort  law.  The  report  suggested 
that  the  SMS  work  toward  the 
development  of  an  alternative 
approach  to  birth-related  injuries, 
development  of  mechanisms  for 
partial  state  funding  of  the  current 
liability  system  and  pursue  legislation 
to  reduce  physicians  liability  exposure 
in  several  areas  and  seek  changes  to 
the  claims  handling  process.  Action: 
adopted. 

Item  3 from  Supplemental  Report 

Y of  the  Board  of  Directors 

proposed  that  the  SMS  not  adopt  1989 
House  of  Delegates  Resolution  16 
regarding  insurance  reimbursement 
for  mental  health  coverage,  and  noted 
that  current  SMS  policy,  adopted  by 
the  House  in  1984,  provided  that  the 
SMS  oppose  discrimination  by 
insurance  carriers  against  the 
psychiatrically  impaired  and  support 
the  provision  of  benefits  for  emotional 
and  mental  illness  which  are 
equivalent  to  benefits  provided  for 
other  illnesses.  Action:  adopted. 

Item  1 0 from  the  first  session  of 
the  House  of  Delegates  Calendar 
introduced  an  amendment  to  change 
the  term  of  directors.  Action: 
rejected. 

Item  1 1 from  the  first  session  of 
House  of  the  Delegates  Calendar 
put  forth  amendment  to  the  bylaws 
instituting  limited  terms  for 
nominating  committee  members. 
Action:  adopted.  □ 
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Presidential  annual  meeting  report 

Looking  back  on  a rewarding  year 


WHAT  I WOULD  LIKE  tO  do  this 
morning  is  to  give  you  an 
account  of  my  stewardship.  It  has 
been  an  interesting,  very  busy,  and-I 
think-rewarding  year.  Clearly,  the 
most  rewarding  part  of  the  year  has 
been  the  opportunity  and  privilege  of 
meeting  and  discussing  issues  with 
so  many  of  you. 

I can’t  help  but  be  impressed  with 
the  reasonableness  and  the  vigor  with 
which  you  as  a group  approach  the 
formidable  problems  facing  medicine 
today.  We  have  had  many  fine 
exchanges,  and  I think  we  have  all 
learned  a great  deal  from  them.  I also 
can’t  help  but  be  impressed  by  the 
deep,  caring  feelings  that  you  have 
for  your  patients.  These  feelings  keep 
coming  up  in  our  discussions  on 
medical  issues.  The  use  of 
sophisticated  technology  that  we  all 
have  ready  access  to  now,  and  the 
caring  manner  in  which  you  apply  it, 
has  to  result  in  a level  of  medical  care 
second  to  none  in  the  world. 

I would  like  to  report  on  three 
things  this  morning.  First,  I would 
like  to  give  you  a quick  legislative 
report  Second,  I would  like  to  discuss 
a binding  arbitration  system  in 
medical  malpractice  actions  now 
being  put  in  place.  And,  finally,  I would 
like  to  talk  with  you  about  the  report 
of  the  Task  Force  on  Medical 
Manpower,  which  is  in  your  packet, 
and  the  implications  of  these  findings 
and  recommendations. 

Our  major  legislative  effort  this 
year  has  been  the  lowering  of  the  cap 
on  non-economic  awards  in  medical 
liability  actions  to  $250,000.  We  were 
successful  in  obtaining  a majority  of 
legislators  in  both  houses  as  co- 
sponsors of  a bill  written  to  lower  the 
cap.  Governor  Thompson  saw  the 
merits  of  our  thinking  on  this  bill  and 
added  it  to  the  special  session  agenda 
of  the  legislature  which  ran 


concurrently  with  the  regular  session. 
In  spite  of  the  majority  support  for 
this  measure,  a small  number  of 
powerful  Assembly  leaders  sided  with 
Wisconsin’s  trial  attorneys  and 
prevented  this  bill  from  coming  to  a 
vote.  The  closest  the  legislature  came 
to  an  open  democratic  vote  was  a non- 
ammenable  measure  authored  by  Rep 
Hauke,  which  merely  eliminated  the 
sunset  on  the  inadequate  $1,100,000 
cap  that  is  now  in  effect.  It  was  in  our 
best  interests  to  table  this  bill.  We 
prevailed  on  this  by  a vote  of  54  to  42. 

The  public  has  very  little 
knowledge  of  the  Legislature’s 
undemocratic  inner  workings.  I am 
hopeful  that  later  this  morning,  when 
the  governor  joins  us,  we  will  be 
hearing  of  another  special  session  to 
address  this  issue  and  to  force  a 
democratic  vote  on  it.  This  measure 
is  essential  to  the  availability  and 
affordability  of  medical  services 
across  our  state. 

We  were  successful  in  the 
Legislature  in  all  of  our  other  issues: 
mandated  Medicare  assignment; 
rural  health  initiatives;  increased 
Medicaid  reimbursement  for 
obstetrical  and  pediatric  services;  and 
durable  power  of  attorney  in  health 
care  matters. 

These  successes  don’t  just  happen. 
Our  lobbying  staff  did  an  excellent 
job,  however,  they  attribute  these 
successes  in  large  measure  to 
physicians  who  are  in  increasing 
numbers  now  making  their 
viewpoints  known  to  legislators.  I 
applaud  you  for  this  and  encourage 
you  to  keep  it  up.  I must  point  out  to 
you,  however,  a fundamental  law  of 
politics.  If  we  carry  our  contacts  with 
legislators  into  their  election 
campaigns,  we  can  expect  the  same 
degree  of  responsiveness  we 
experienced  this  year.  It  is  essential 
that  all  of  you  who  were  so  wonderful 


William  L.  Treacy,  MD 


in  contacting  your  representatives  this 
session,  also  become  involved  in  their 
campaigns  this  summer  and  fall. 

The  SMS  and  WISPAC  will  be  very 
much  involved  in  the  upcoming 
elections.  Participating  in  their 
activities  is  an  excellent  way  of 
showing  your  support  for  legislators 
who  listened  so  well  to  us  this  year. 

Another  major  thing  we  worked 
on  this  year  is  an  outgrowth  of  the 
work  of  the  SMS  Task  Force  on 
Alternatives  to  the  Tort  System  in 
medical  malpractice  dispute 
resolution.  The  alternative  to  the  tort 
system  that  is  most  attractive  at  the 
present  time  is  an  arbitration  system, 
particularly  since  it  requires  no 
legislative  action  for  its 
implementation.  Our  state  law  allows 
binding  arbitration  to  be  used  in 
settling  disputes,  so  all  we  have  to  do 
to  start  an  arbitration  system  is  to  go 
ahead  and  get  both  doctors  and 
patients  to  agree  to  participate. 

We  looked  at  a number  of 
arbitration  systems  and  found,  clearly, 
the  most  attractive  was  the  system 
Continued  on  page  382 
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We  look  at 
medical 
consultation 
from  a 
refreshing 
perspective. 


Yours. 


"Practicing  here  in  rural  America,  it's  nice  to  be  just 
a phone  call  away  from  high  technology  and  the 
latest  developments  in  ophthalmology."  Gary  A. 
Haug,  M.D.,  Eye  Care  of  Lakeland,  S.C.,  Woodruff,  WI 

"MedCOM's  reaction  time  is  superb-about  two 
minutes."  Syed  Reza,  M.D.,  Freeport  Memorial 
Hospital,  Freeport,  IL 

When  you  need  health  care  answers  or  consultation, 
call  MedCOM,  for  immediate  access  to  more  than  400 
UW  Medical  School  faculty  physicians.  MedCOM  puts 
you  in  immediate  contact  with  UW  Hospital  physi- 
cians for  information,  help  in  emergencies  and 
referrals. 

Your  connection  to  specialty  medicine  at 
UW  Hospital  and  Clinics  and  the  UW  Children's 
Hospital  is  MedCOM. 

In  Madison:  263-6796 
In  Wisconsin:  800-472-0111 
Outside  Wisconsin:  800-343-0111 
Consultation  and  Referral 
24  hours  per  day 


medDOM 

UW  Hospital  and  Clinics 
UW  Children's  Hospital-Madison 


Continued  from  page  380 
used  by  the  Kaiser  Permanente  Group 
and  a number  of  other  medical 
malpractice  insurance  entities  in 
California.  This  system  uses 
arbitrators  appointed  by  the  parties 
involved-one  by  the  plaintiff,  one  by 
the  defendant--and  these  two 
appointed  arbitrators  select  a third.  It 
has  been  found  in  California,  and  in 
other  states,  that  the  agreement  to  go 
into  an  arbitration  system  rather  than 
into  a trial  by  jury  can  be  a part  of  an 
HMO  subscriber  agreement.  This 
eases  the  task  of  obtaining  the 
arbitration  agreement  considerably. 

Mark  Adams,  corporate  counsel 
for  the  SMS,  and  I went  around  the 
state  to  a number  of  groups,  explaining 
the  intricacies  of  this  arbitration 
system,  asking  them  to  investigate  it 
independently  and  to  consider  using 
such  a system.  We  also  offered  SMS 
help  in  implementing  this  process 
should  they  so  choose.  One  of  the 
groups  we  approached  was  the 
Wisconsin  Health  Organization 
(WHO),  a 110,000  enrollee  HMO  in 
the  Milwaukee  area.  It,  after  a study 
of  all  this,  has  come  to  recognize  the 
advantages  of  such  a system,  both  for 
the  patient  and  for  the  physician. 
Resolution  of  these  disputes  is  much 
faster,  the  huge  operational  costs  of 
the  traditional  system  are  reduced, 
and  the  decisions  arrived  at  by  such 
an  arbitration  system  are  fair  and 
predictable.  WHO  is  now  in  the 
process  of  drafting  language  for  the 
arbitration  agreement  and  will  soon 
begin  establishing  informed  consent 
on  the  process  for  its  subscribers  in 
anticipation  of  the  large  HMO  sign- 
up periods  in  the  fall  for  an  effective 
date  of  Jan  1, 1991. 

Many  of  you  physicians, 
particularly  in  southeastern 
Wisconsin  who  are  part  of  the  WHO 
Group  and  IPA  network,  will  be 
affected  by  all  this.  We  at  the  SMS 
have  presented  this  to  various 
malpractice  insurance  entities,  and 
have  as  yet  found  no  objection  to  the 
process.  In  fact,  we  have  found  strong 
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support  for  such  a system.  Everyone 
recognizes  that  the  50%  to  70%  of  our 
malpractice  insurance  premium 
dollars  that  goes  to  operational  costs 
and  legal  fees  is  excessive,  and  any 
attempt  to  reduce  this  is  laudable.  I 
am  hopeful  that  other  groups  who  are 
now  investigating  similar  action  will 
see  fit  to  enter  this  system  in  the  near 
future.  I am  confident  that  increased 
public  knowledge  of  this  type  of 
system  will  result  in  it  becoming  a 
common,  well  respected  method  of 
dispute  resolution  in  the  medical 
malpractice  field.  Of  note  recently, 
US  Rep  Nancy  Johnson,  from 
Connecticut,  has  announced  a plan  to 
introduce  legislation  that  would 
mandate  binding  arbitration  for 
resolution  of  medical  malpractice 
claims  by  Medicare  patients,  in 
addition  to  a federal  limit  of  $250,000 
on  awards  for  non-economic  or 
punitive  damages  in  states  where  no 
lower  limits  are  in  place. 

One  year  ago,  you  in  the  House  of 
Delegates  authorized  the  formation 
of  a Task  Force  on  Medical  Manpower 
to  look  specifically  at  the  declining 
applicant  pool  to  medical  schools,  the 
reasons  for  it,  and  to  suggest  possible 
therapeutic  measures.  The  task  force 
has  completed  its  work  and  the  report 
is  in  your  packets.  Nationally,  while  it 
is  encouraging  to  note  that  female 
applicants  have  actually  increased  by 
30%,  a large  decrease  of  59%  has  been 
seen  in  male  applicants.  These  trends 
have  resulted  in  an  overall  36% 
reduction  in  the  number  of  applicants 
to  Wisconsin  medical  schools. 
Fortunately,  the  applicant  pool  has 
leveled  off  in  the  past  2 years,  and  the 
steep  declines  we  saw  in  the  mid- 
1980s  are  no  longer  present  However, 
neither  has  there  been  any  significant 
increase  in  the  applicants  in  these 
past  2 years. 

The  task  force  found  two  principal 
reasons  for  this  decrease  in  applicants 
to  medical  school: 

1.  Studies  have  shown  that  students 
who  are  qualified  and  able  to  enter 


medical  school  view  the  rewards  of  a 
medical  career  as  not  being 
commensurate  with  the  efforts,  time, 
and  expense  involved  in  obtaining  a 
medical  degree.  An  MBA  graduate  is 
in  the  work  force  6 years  after  high 
school,  a lawyer  is  practicing  law  7 
years  after  high  school,  but  a physician 
does  not  complete  his  or  her  training 
until  11  to  16  years  after  completing 
high  school.  The  rewards  of  these 
three  fields  as  viewed  by  the  students 
will  not  be  significantly  different  in 
the  future.  These  potential  students 
have  been  watching  carefully  the 
efforts  at  cost  containment  in  the 
medical  care  fields  on  the  part  of 
government,  business,  third-party 
payors,  and  the  community,  and  the 
necessary  downward  effect  on 
rewards  in  the  medical  care  field. 

Thus  far,  medical  schools  have 
maintained  their  previous  academic 
standards  with  no  sizable  difference 
in  grade  point  averages  and  MCAT 
scores  for  matriculants.  If  government 
and  business  continue  the  intense 
cost  containment  efforts  we  are  seeing 
now,  however,  not  only  will  the  care 
we  can  give  suffer,  but  prospective 
students  of  the  best  and  brightest 
caliber  we  want,  will  continue  to  move 
on  to  more  rewarding  and  less 
strenuous  fields.  In  my  opinion,  if  this 
really  happens,  and  I hope  it  never 
will,  and  the  public  feels  that  the  health 
care  they  are  receiving  is  not  up  to 
previous  standards,  the  public  outcry 
will  be  huge,  resulting  in  legislative 
changes  of  a magnitude  we  have  not 
seen  for  many  a year.  We  physicians 
know  how  important  the  general 
public  values  its  own  health  and  the 
health  care  that  it  receives.  The 
public’s  view  of  government 
significantly  reduces  health  care  in 
order  to  balance  a budget  without 
raising  taxes,  and  yet  spending  billions 
on  unnecessary  military  items,  and 
supporting  a savings  and  loan  industry 
fraught  with  all  sorts  of  problems, 
will  not  promote  the  re-election  of 
incumbent  legislators. 
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2.  The  task  force  found  that  the  second 
major  reason  for  the  numerical  decline 
in  applicants  to  medical  schools,  is 
that  many  very  capable  students  have 
not  entered  medical  school  because  a 
respected  physician  advised  them  not 
to  do  so.  In  response  to  this,  the  task 
force  is  recommending  a number  of 
mentoring  projects  outlined  in  the 
report.  I am  sure  the  great  bulk  of 
negative  advice  to  students  regarding 
entering  medical  school  has  come 
from  the  39%  of  physicians  in  practice 
who  have  indicated  that  they  either 
definitely  would  not,  or  probably 
would  not  enter  medical  school  if 
they  had  it  to  do  all  over  again. 

I understand  these  frustrations 
well,  as  do  all  physicians.  Many  of  us 
knew  the  so-called  golden  years  of 
the  late  1960s  and  1970s  when 
employers  saw  fit  to  provide  all  of 
their  employees  with  adequate  health 
insurance,  and  the  community, 


industry,  and  hospitals  were  willing 
and  able  to  provide  new,  better,  and 
more  effective  diagnostic  and 
treatment  facilities  for  our  patients. 
These  days  are  long  gone  and  have 
been  replaced  by  the  intense  cost 
containment  measures  we  all  know 
so  well. 

Nevertheless,  ladies  and 
gentlemen,  we  are  a proud,  learned, 
and  noble  profession.  We  must  have 
the  wisdom  to  look  beyond  the 
straight-line  projections  of  doom  the 
students  are  using,  and  be  confident 
in  our  ability  to  convince  industry, 
government,  and  the  community  of 
the  fallacy  of  continuing  the  relentless 
pursuit  of  cost  containment  we  are 
now  experiencing.  The  only  way  our 
proud  and  noble  profession  and  the 
care  we  give  our  patients  will  really 
suffer  is  if  our  share  of  the  best  and 
brightest  students  no  longer  would 
enter  our  field.  With  these  mentoring 


programs,  you  physicians  will  have 
much  to  say  regarding  these  student 
decisions.  I can’t  encourage  you 
enough  to  look  beyond  the  cyclical 
problems  we  are  now  experiencing 
and  use  your  wisdom  and  talents  to 
ensure  the  continuation  of  the 
progressive  advances  in  care  we 
provide  for  our  patients.  The  future 
status  of  our  profession  and  the  care 
our  patients  receive  are  in  your  hands. 

Finally,  I want  to  sincerely  thank 
you  for  all  your  support  this  pastyear. 
It  is  deeply  appreciated.  I am  turning 
this  office  over  to  a very 
knowledgeable,  capable  and  talented 
man.  I urge  you  to,  and  I know  you 
will,  give  him  the  same  type  of  support 
We  have  made  good  strides  in 
correcting  many  of  our  problems.  If 
we  truly  work  strongly  together,  we 
can  accomplish  things  not  even 
imaginable  at  the  present  time.  Thank 
you  again  for  your  help  and  support.^ 


Passing  the  torch:  Dr  William  Treacy  (l),  immediate  past  president  of  the  SMS,  congratulated  new  SMS  President  Roger  von  Heimburg,  MD  (r). 
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Address  of  the  president  elect 

Restoring  the  healing  bond  between  physician 
and  patient 


Mr  Speaker,  members  of  the 
House,  as  president  elect  of 
the  State  Medical  Society,  I stand 
before  you  as  a strong  proponent  of 
the  American  medical  system,  the 
best  medical  care  system  in  the  world. 
Our  medical  education,  research 
activities,  and  advancement  of 
technology  are  unsurpassed 
anywhere  in  the  world.  But  I also 
stand  before  you  as  a president 
bearing  both  a grave  warning  and  a 
great  challenge. 

American  medicine  is  plagued  by 
a dichotomy:  While  we  provide  top 
quality  medical  care  for  the  majority 
of  our  citizens,  there  are  segments  of 
our  population  that  have  no  health 
insurance  and,  therefore,  have  limited 
access  to  this  medical  care.  And  the 
portion  that  has  insurance  and  access 
to  our  services  is  neither  pleased  with 
us  nor  satisfied  with  the  services  we 
are  rendering. 

In  short,  the  warning  is  this:  Our 
patients  are  angry  with  us.  They  do 
not  think  we  care  enough  about  them, 
they  do  not  think  we  know  them  well 
enough,  and  they  do  not  think  we  see 
them  as  individual  human  beings. 
They  are  not  satisfied  with  our  health 
care  system  generally,  and  would 
prefer  another,  such  as  the  Canadian 
system,  although  they  know  very  little 
about  the  latter.  They  are  angry  about 
the  cost  of  medical  care,  and  the  media 
fuel  their  anger  with  wild  stories  about 
so-called  Medicare  “over-charges” 
and  spurious  data  about  physician 
incomes. 

The  employer  payors  of  the 
insurance  for  the  160  million 
Americans  that  have  medical 
coverage  are  not  happy  either.  They 
say  the  cost  is  too  high  and  that  the 
29%  increase  in  their  premiums  in 


1989  is  not  matched  by  improvements 
in  quality  of  care.  In  1989,  large 
industry  paid  an  average  $3,100  per 
employee  for  health  insurance 
premiums,  which  was  double  the  rate 
paid  in  1984.  Employers  do  not  feel 
they  are  getting  the  bang  for  their 
buck  and  we  must  address  their 
concerns. 

While  answering  the  complaints 
of  business  and  industry  may  be 
important,  we  cannot  allow  their 
concerns  to  interfere  with  the  repair 
of  our  relationships  with  our  patients. 
This  must  be  our  primary  goal  and 
overriding  concern.  This  relationship 
is  at  its  lowest  ebb  in  a long  time.  Too 
often  the  physician  and  patient  are 
mistrustful  and  afraid  of  one  another. 
I think  this  relationship  took  a 
backward  slide  about  the  time 
business  and  government  began 
calling  doctors  providers  and  patients 
consumers.  For  the  most  part,  the 
people  in  business  and  government 
do  not  understand  the  history  and 
sanctity  of  the  trust  and  compassion 
exchanged  between  a patient  and  a 
physician  and  they  have  imposed 
themselves  on  the  relationship. 
Certainly,  that  sanctity  does  not  show 
up  on  their  financial  reports. 
Government  regulators,  insurance 
companies,  utilization  review 
corporations,  and  the  bottom-liners 
at  hospitals  and  clinics  have  twisted  a 
warm,  caring,  human  encounter  into 
a cold,  lifeless  business  transaction. 
They  reduce  the  art  of  healing  to  an 
act  of  selling. 

Herein  lies  our  challenge:  The 
physicians  of  Wisconsin  must  fight 
back.  We  must  insist  that  the 
economics  of  medicine  be  driven  by 
the  ethics  of  medicine,  and  not  the 
other  way  around.  We  must  assert 


Roger  L.  von  Heimburg,  MD 


ourselves  as  advocates  for  our 
patients.  We  must  not,  we  cannot, 
allow  the  heartless  number-crunchers 
build  a wall  between  Wisconsin’s 
families  and  their  physicians.  And  we 
must  resist  any  thought  about  saving 
a few  dollars  by  reducing  the  quality 
of  care  we  give  our  patients  or  refusing 
to  serve  our  patients  who  are  either 
poor  or  uninsured. 

We  must  do  away  with  the  buyer- 
and-seller  mentality.  We  are  doctors, 
and  those  we  care  for  are  patients. 
We  must  make  the  bottom  line  the 
least  of  our  practice  priorities  and 
reflect  this  in  our  behavior.  Remember 
that  we  represent  the  entire  medical 
profession  in  each  patient  encounter 
we  have. 

In  the  physician-patient 
relationship,  caring  is  the  name  of 
the  game.  You  know  that  you  care 
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deeply  for  the  welfare  of  your  patients, 
and  I know  that  you  care.  But  your 
patients  do  not  know.  The  public  does 
not  know.  We  must  tell  them  and  we 
must  show  them. 

We  must  reach  out  to  our  patients. 
Asking  about  the  family  or  the  job 
requires  little  time  or  effort,  but  it 
touches  the  heart  and  reinforces  the 
notion  that  doctors  are  people  who 
see  each  patient  as  a human  being, 
that  doctors  are  people  who  care.  So, 
too,  does  a respectful  and  reassuring 
grasp  of  the  hand  or  touch  of  the  arm. 
Sometimes,  however,  we  must  be 
firm:  We  must  tell  them  to  quit 
smoking,  and  that  if  they  do  not  it 
may  kill  them.  Our  serious, 
unwavering  concern  also  will  tell  them 
that  we  care. 

While  it  is  true  that  there  is 
business  in  what  we  do,  we  must  not 
forget  that,  as  Dickens  wrote, 
“Mankind  is  our  business  and  we 
must  be  about  it” 


I have  participated  in  several  of  the 
recent  caucuses  around  the  state,  and 
have  gained  an  appreciation  of  the 
strength  and  vigor  of  our  medical 
society.  I also  have  gained  an 
appreciation  of  the  group  of  dedicated 
physicians  who  take  the  time  to  make 
the  system  work.  It  has  reminded  me 
of  the  vast  number  of  issues  in  which 
our  society  is  involved.  And  on  a more 
somber  note,  it  has  pointed  out  to  me 
that  most  of  our  members  were  not  at 
these  caucuses  and  that  we  have  in 
our  society  a remarkable  measure  of 
apathy.  This  apathy  will  eventually, 
inevitably  lead  to  dissatisfaction.  We 
must  somehow  innovate  to  turn  this 
apathy  into  resolve. 

An  ancient  Greek  historian  noted 
that  “the  bravest  are  those  who  have 
the  clearest  vision  of  what  is  before 
them,  glory  and  danger  alike,  and  yet 
notwithstanding  go  out  to  meet  it” 
Indeed,  the  future  of  the  medical 
profession  is  not  for  the  fainthearted: 


Filled  with  both  glory  and  danger,  it 
holds  challenges  and  opportunities 
that  can  be  answered  and  fulfilled 
only  by  the  brave,  only  by  the  strong, 
only  by  the  allied.  This  is  the  true 
value  of  our  State  Society.  An 
association  of  professionals,  such  as 
ourselves,  secure  in  our  loyalty,  sure 
of  our  course,  and  firm  in  our  resolve, 
will  find  no  challenge  that  it  cannot 
overcome. 

I would  like  to  close  by  quoting  a 
credo  which  has  been  around  for  a 
long  time  and  sits  on  my  receptionist’s 
desk.  It  is  a credo  that  I hope  will  set 
the  tone  for  our  efforts  in  the  coming 
year. 

“I  am  your  physician.  I will  speak 
for  your  interest  at  all  times.  You  have 
asked  that  I will  take  care  of  you.  I will 
do  so  to  the  very  best  of  my  ability. 
You  can  trust  me  to  work  for  your 
best  interests.  There  is  no  doubt  as  to 
whom  I am  serving  or  what  I am 
doing.  I do  it  for  you.”a 


Secretary's  speech 

Making  managed  care  work  for  the  good 
of  your  patients  ______ 


WHENEVER  HE  WAS  LATE  for  an  OUt- 
of-town  engagement,  Mark 
Twain  would  use  the  excuse  that  the 
train  he  was  on  had  been  delayed  for 
repairs,  and  he’d  remark  that:  “On 
the  way  they  broke  something.  A 
dispute  arose  as  to  what  it  was  that 
was  broken.  It  took  45  minutes  to 
decide  the  dispute,  and  5 minutes  to 
repair  the  damage.” 

For  some  reason,  that  story  comes 
to  mind  whenever  the  topic  of 
managed  care  comes  up. 

The  cry  continues  to  be  heard  that 
health  care  costs  are  too  high,  which 
I suppose  is  the  equivalent  of  the 
train  coming  to  a screeching  halt.  But 
just  what  exactly  is  in  need  of  repair 
remains  in  dispute  among  employers, 


insurers,  utilization  reviewers  and 
government  regulators.  Doctors  and 
their  patients  have  some  opinions  on 
this  matter  too,  but  so  far  their  voices 
have  not  been  heard  above  the  din. 
The  time  for  that  to  change  has  come. 
Physicians  and  their  patients  have 
the  most  riding  on  this  train.  They 
must  make  certain  the  right  parts  get 
fixed. 

All  the  passengers  on  this  train 
have  been  busy  blaming  one  another 
for  runaway  costs  and  the  breakdown. 
The  destination-affordable,  quality 
health  care-will  never  be  reached  until 
all  the  passengers  move  in  the  same 
direction  on  the  same  track.  Cost  is  of 
course  an  issue  in  health  care,  and  it 
is  clear  that  the  tools  that  will  be  used 
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to  make  the  repairs  to  the  train  will  be 
described  with  words  such  as 
managed  care,  cost  cutting  and 
practice  parameters.  It’s  also  clear 
early  on  that  these  ideas  have  serious 
implications  for  the  way  physicians 
practice  medicine,  the  nature  of  the 
physician-patient  relationship  and  the 
quality  of  the  care  patients  can  receive. 

Cost  concerns  cannot  take 
precedence  over  quality  and  access. 
For  example,  cumbersome  utilization 
review  procedures  and  endless 
paperwork  which  do  not  produce  cost- 
savings,  or  which  come  between 
patients  and  quality  care,  can  no 
longer  be  tolerated.  What  is 
immediately  clear  is  that  physicians 
must  take  an  active,  forceful  role  to 
prevent  further  derailment  of  the 
health  care  system. 

Utilization  review  is  a thriving 
business.  The  medical  care  of  as  many 
as  three  out  of  four  US  workers  is 
now  subject  to  review  by  one  of  more 
than  200  largely  unregulated 
utilization  review  firms  operating  in 
this  country.  Corporate  customers 
demand  that  each  $1  spent  on  a UR 
firm’s  services  generate  $4  to  $8  in 
health  cost  reductions.  The  more 
dollar  savings  a UR  firm  can 
demonstrate,  the  more  business  it 
will  attract.  The  issue  for  them  is  not 
the  quality  of  care  but  the  cost.  It  is 
abundantly  clear  why  UR  firms  are  so 
aggressive  in  their  review  of  physician 
services.  Contracts  are  awarded  on 
the  basis  of  the  number  of  denials. 
More  denials  means  more  business. 
Interestingly,  the  evidence  to  date 
sheds  doubt  on  whether  utilization 
review  saves  any  money  beyond  the 
short  run.  Initial  reductions  in 
hospitalization  costs  attributed  to  UR 
have  been  offset  by  subsequent 
increases  in  outpatient  services  and 
administrative  costs. 

A single  physician  in  the  course  of 
a single  day  may  have  to  deal  with  20 
or  more  review  organizations,  each 
with  its  own  unique  and  sometimes 
secret  criteria  for  evaluating  the  care 
rendered.  Too  often  the  telephone 


lines  to  these  organizations  are 
incessantly  busy,  and  physicians 
cannot  gain  the  approval  for  care. 
Too  often,  physicians  are  harassed 
by  calls  calling  them  out  of  patient 
examinations,  consultations  or 
treatments.  And  too  often,  the  review 
is  nothing  more  than  a person 
hundreds  or  even  thousands  of  miles 
away  from  the  patient  making  a 
medical  judgment  by  comparing 
proposed  treatments  with  a 
computerized  manual  of  so-called 
acceptable  medical  practices.  The 
AMA  estimates  that  UR  and  managed 
care  contracts  consume  200  to  300 
percent  more  personnel  time  than 
traditional  fee-for-service  care.  Much 
of  that  time  clearly  represents  the 
practice  of  medicine  but  it  is  not 
currently  compensated  as  such,  and 
the  American  Medical  Association  has 
established  CPT-4  codes  to  cover 
these  consultations. 

The  anonymous  number- 
crunchers  who  make  unqualified 
medical  judgments  based  on  what  is 
cheapest  rather  than  what  is  healthiest 
are  not  only  coming  between  you  and 
your  patients,  they’re  also  hacking 
away  at  the  strength,  independence 
and  integrity  of  your  art  and  your 
profession.  For  example,  former  Rand 
Corporation  researchers  started  a UR 
research  firm,  with  the  ironic  name  of 
Value  Health  Sciences,  which  has 
developed  a computerized  pre- 
certification system  for  use  by  health 
insurers  and  UR  entities  which 
authorizes  treatment  through  a nurse 
asking  computer-guided  questions  to 
elicit  clinical  information.  The 
computer  kicks  out  proposed 
procedures  deemed  inappropriate  by 
the  computer  program.  The  art  of 
healing  is  far  removed  from  simple 
equations,  and  the  idea  of  a computer 
program  determining  the  necessity 
of  a medical  treatment  is  as  frightening 
as  it  is  absurd. 

Besides  the  inflexibility  of  these 
cookbook  reviews,  there  is  a growing 
tendency  among  insurers  to 
categorically  deny  reimbursement 
without  considering  the  underlying 


medical  rationale.  An  example  is 
found  here  in  Wisconsin  where  some 
insurance  companies  are  interpreting 
the  state  mandate  for  mental  health 
and  AODA  services  in  such  a way 
that  such  services  provided  only  by 
certified  outpatient  mental  health 
treatment  clinics,  licensed 
psychologists  and  psychiatrists  are 
being  covered.  These  companies  are 
automatically  denying  the  claims  of 
family  practitioners  and  other 
physicians  for  the  treatment  of 
anxiety,  stress,  or  sleep  disorders 
even  though  such  general  mental 
health  treatments  are  clearly  within 
their  competence  and  in  their  patients’ 
interests. 

Utilization  review  firms  are  not  the 
only  entities  intruding  into  the  practice 
of  medicine.  In  Wisconsin,  attorneys 
employed  as  worker  compensation 
administrative  law  judges  are 
empowered  to  render  judgments  on 
the  “medical  necessity”  of  therapies 
for  injured  workers.  The  legal 
profession  that  challenges  the 
competence  of  physicians,  nowhelps 
determine  whether  their  services 
were  necessary  at  all.  Increasingly, 
third-party  payors,  private  utilization 
firms,  HMOs  and  governmental 
agencies  are  becoming  the  final 
arbiter  of  clinical  decisions. 

Beyond  the  hassle,  inconsistency 
and  inconvenience  of  utilization 
review,  the  process  raises  additional 
concerns  about  the  quality  of  care. 
About  a month  ago,  the  Wall  Street 
Journal  reported  that  a district  court 
in  New  Jersey  had  ruled  that  an 
insurance  company  must  pay  for  the 
bone-marrow  transplant  for  an  eight- 
year  old  girl  with  Wilm’s  Tumor,  a 
rare  form  of  kidney  cancer.  The 
company  had  denied  payment  saying 
that  the  treatment  was  experimental 
under  its  so-called  “technology 
evaluation  program.”  Her  physician 
had  contended  that  the  $135,000 
procedure  was  her  last  chance  for 
survival.  The  court  concluded  that 
the  insurer’s  “technology  evaluation 
program”  was  something  less  than 
its  name  implied,  and  that  the  reviewer 
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had  overlooked  published  materials 
and  peer  testimony  indicating  that 
the  transplant  had  a good  chance  of 
success.  The  case  brings  to  light  the 
growing  trend  of  insurers,  employers 
and  other  third  party-payors  to  quietly 
but  effectively  ration  more  and  more 
health  care  in  the  United  States.  It 
represents  the  behind-the-scenes 
picking  and  choosing  of  who  gets 
care,  what  care  is  provided  and  what 
care  is  paid  for.  And  it  raises  the 
question  of  whether  treatment 
decisions  are  being  twisted  by  cost 
concerns. 

These  examples  serve  to  illustrate 
how  managed  care  and  utilization 
review  interfere  in  a physician’s 
exercise  of  independent  medical 
judgment  and  the  healing  bond  of  the 
physician-patient  relationship. 
Treatment  decisions  previously  made 
solely  by  physicians  are  now  routinely 
subject  to  review  by  insurance 
companies,  private  UR  firms,  HMOs 
and,  increasingly,  government 
agencies. 

And  when  the  physician’s 
independent  medical  judgment  is 
questioned-when  the  doctor’s 
decisions  are  reviewed  by  a nameless, 
faceless,  often  medically  under- 
educated  utilization  reviewer  and  the 
patient  gets  a bill  for  services  labeled 
“unnecessary”  or  “inappropriate”-the 
trust  which  is  essential  to  the 
relationship  is  eroded.  Furthermore, 
it  is  the  doctors  and  nurses  who  must 
bear  the  brunt  of  suffering  patients’ 
righteous  indignation  when  their 
health  care  is  delayed  or  denied  by 
barriers  such  as  pre-admission 
authorizations,  continued-stay 
approvals  and  mandatory  second 
opinions.  If  treatment  is  delayed,  the 
doctor  is  to  blame  in  the  eyes  of  the 
patient  If  all  the  hoops  are  not  jumped 
through  properly,  the  patient  receives 
a bill  and  the  doctor  is  to  blame.  And 
if  the  demands  of  the  reviewer  or 
insurer  result  in  medical  liability,  the 
patient  and  the  courts  still  hold  the 
physician  accountable. 

The  medical  profession  is  not 
insensitive  to  the  burden  of  health 


care  costs.  The  profession’s  concern 
for  health  care  costs  was  highlighted 
in  the  American  Medical  Association’s 
recently  released  plan  entitled, 
“Health  Access  America.”  The  plan 
presents  a series  of  initiatives  with 
the  goal  of  improving  access  to 
affordable,  quality  health  care  for  all 
Americans.  One  of  the  initiatives 
addresses  the  development  of 
professional  practice  parameters  to 
help  insure  that  only  appropriate,  high 
quality  medical  services  are  provided, 
to  lower  costs  and  to  maintain  quality 
of  care.  The  delivery  of  the  highest 
quality  health  care  in  the  world  at  a 
cost-effective  price  continues  to  be 
the  goal  of  the  medical  profession. 

Physicians  acknowledge  that 
practice  patterns  have  varied  across 
the  country.  Moreover,  new 
technologies,  new  tests  and  new  drugs 
are  outpacing  the  rate  at  which 
determinations  of  effectiveness  have 
been  gained.  It  is  for  this  reason  that 
the  American  Medical  Association, 
and  specialty  and  state  medical 
societies  have  supported  the 
development  of  practice  parameters 
for  the  identification  of  the  most 
effective  therapies.  It  is,  however, 
practice  parameters  developed  by  the 
medical  profession  which  we  support 
and  not  minimal,  inflexible  treatment 
regimes  rammed  down  physicians’ 
throats  by  insurance  companies  and 
private  utilization  review  firms 
seeking  to  increase  their  profits. 

Our  criticism  of  and  frustration 
with  current  utilization  review 
practices  is  not  to  suggest  that 
utilization  review  should  be  done  away 
with.  The  system,  however,  must  be 
improved  and  undoubtedly  regulated. 
The  AMA  is  seeking  to  streamline 
and  reduce  duplication  among 
reviewing  entities,  assure  that 
physicians  have  responsibility  for  the 
review  of  medical  services,  and 
remove  secrecy  from  established 
medical  guidelines. 

The  AMA  has  vowed  to  fight  the 
increased  intrusion  of  third-party 
reviewers  into  clinical  decision- 
making and  the  physician-patient 


relationship.  It  will  seek  to  prevent 
telephone  utilization  reviewers  from 
encroaching  on  patient 
confidentiality;  it  will  work  with  UR 
firms  to  keep  them  from  interfering 
in  medical  practice;  and  it  will 
encourage  state  regulation  of  UR 
activities  through  model  legislation. 
In  the  past  15  months,  five  states  have 
passed  legislation  regulating  private 
UR  firms,  Mississippi  being  the  most 
recent. 

Utilization  review  has  created  a 
new  gamesmanship  based  on  codes 
and  key  phrases  which  are  scrutinized 
by  some  reviewer  who  may  not  see 
the  medical  record  and  who  will  never 
examine  the  patient.  As  individual 
physicians  you  must  play  the  game. 
You  must  learn  the  codes,  protest  the 
denials,  educate  your  patients  and 
assert  your  rights. 

As  a medical  society,  we  can 
aggressively  seek  legislation  to 
regulate  utilization  review  activities 
within  the  state.  The  State  Medical 
Society  must  work  toward  the  creation 
of  minimum,  uniform  standards  and 
requirements  for  firms  offering 
utilization  review  services  in 
Wisconsin.  That  legislation  should 
mandate  consistent  UR  requirements, 
appropriate  clinical  training  and 
expertise  for  UR  reviewers, 
specification  of  clinical  criteria  used 
in  making  UR  decisions,  as  well  as 
the  protection  of  patient 
confidentiality  and  the  quality  of 
health  care.  The  Society  will  seek 
legislation  which  regulates  private 
utilization  review  firms  and,  thereby, 
put  the  force  of  law  behind  those 
standards. 

Furthermore,  the  Society  can  and 
will  confront  insurance  companies, 
HMOs,  private  utilization  review  firms 
and  government  agencies  to  insist 
that  utilization  review  not  interfere 
with  patient  care.  UR  should  not 
compromise  the  quality  of  care 
provided,  UR  reviewers  should  be 
accessible  and  qualified,  UR 
administrative  costs  to  physicians 
should  be  limited  and  that  the  veil  of 
Continued  on  next  page 
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secrecy  surrounding  UR  criteria 
should  be  lifted.  To  make  more 
equitable  the  distribution  of 
responsibilities  and  to  discourage 
unwarranted  imposition  on  a 
physician’s  time,  the  State  Medical 
Society  will  pursue  discussions  with 
insurers  to  advocate  reasonable 
payment  for  UR  telephone 
consultations. 

For  the  good  of  their  patients, 
physicians  must  work  as  part  of  the 
medical  community  to  develop 
reasonable  and  scientifically  sound 
practice  parameters  while  fighting  off 
simple  cookbook  medicine. 
Physicians  must  join  the  ongoing 
efforts  of  the  national  specialty 
societies  and  the  AMA  to  create  these 
guidelines.  Once  the  guidelines  are 


developed,  physicians  must  prudently 
adjust  their  practice  patterns  and  use 
of  new  technology  without  lowering 
the  quality  of  care  they  render. 

Fortunately,  our  professional 
relationships  with  the  leaders  of 
Wisconsin’s  hospitals,  businesses  and 
government  are  strong.  We  need  to 
work  together  and  move  together  in 
sound,  incremental  changes  that  will 
ensure  the  best  of  all  possible  futures. 
We  cannot  avoid  change,  but  we  must 
help  control  its  direction.  Let  me 
reemphasize  the  direction  in  which 
we  will  work.  We  will  actively  seek 
the  regulation  of  utilization  review 
entities,  the  development  of  practice 
parameters  and  physician  payment 
for  UR-related  telephone 
consultations.  We  must  work  together 
to  ensure  that  utilization  review  does 


not  jeopardize  the  quality  of  or  access 
to  medical  care. 

Finally,  Wisconsin’s  physicians 
and  their  Society  must  reach  out  to  all 
Wisconsin  residents  and  reestablish 
the  healing  bond  between  doctor  and 
patient.  When  your  patients  trust  that 
you  have  their  best  interests  at  heart, 
they  will  be  receptive  to  your 
judgments  about  what  constitutes 
quality  health  care.  They  may  carry 
with  them  unrealistic  expectations 
about  medicine  and  inaccurate  ideas 
about  the  physician’s  role  in  the 
delivery  of  health  care.  It  is  up  to  you 
to  educate  them,  and  you  can  do  that 
only  if  they  believe  in  you. 
Compassion  alone  will  regain  their 
trust.  Compassion  alone  will  repair 
this  train. 

Thank  you.  □ 


Awards  presented  at  the  SMS  annual  meeting 


Each  year,  during  its  annual 
meeting,  the  SMS  recognizes 
leaders  in  health  care,  both  physicians 
and  non-physicians,  who  have  made 
significant  contributions  to  the 
medical  profession  and  the  health 
and  well-being  of  Wisconsin  citizens. 
The  following  awards  were 
distributed  at  the  President’s  Dinner 
during  the  1990  annual  meeting  on 
Thursday,  April  27. 

Physician-Citizen  of  the  Year 
Award 

The  Physician-Citizen  of  the  Year 
Award  has  been  presented  since  1982 
to  a Wisconsin  Physician  for 
outstanding  contributions  to  his  or 
her  community  and  patients. 


The  1989  recipient,  Charles  H. 
Miller,  III,  MD,  of  La  Crosse  has 
given  much  of  his  time  and  energy  to 
serving  his  patients  and  the  La  Crosse 
community. 

A surgeon,  Dr  Miller  graduated 
from  the  University  of  Wisconsin 
Medical  School  and  served  an 
internship  and  residency  at  Madison 
General  Hospital.  He  served  a surgical 
residency  at  Hennepin  County 
General  Hospital  in  Minneapolis. 
Since  1971,  he  has  practiced  at  the 
Gundersen  Clinic  in  La  Crosse. 

Dr  Miller  has  been  a leader  and 
advocate  for  quality  education  in  the 
La  Crosse  community.  A member  of 
the  La  Crosse  School  Board  since 
1976,  Dr  Miller  has  served  as 


president  of  the  board  for  the  past 
two  years.  A director  of  the  Wisconsin 
Association  of  School  Boards,  Dr 
Miller  also  serves  on  the  Cooperative 
Education  Service  Agency  Board  of 
Control.  From  1988-1990,  Dr  Miller 
was  a member  of  the  University  of 
Wisconsin  System  Steering 
Committee  for  Strategic  Planning  in 
Teacher  Education. 

Dr  Miller  has  been  an  active 
member  of  the  La  Crosse  Chamber 
of  Commerce  Education  Committee 
and  has  worked  to  provide  a link 
between  school  systems,  the  business 
community  and  service  agencies 
within  the  community.  He  has  also 
been  active  in  the  Gundersen  Clinic, 
the  La  Crosse  County  Medical 
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Society,  the  SMS  and  the  community 
of  La  Crosse  to  promote  better  health 
and  education.  As  a member  of  the 
SMS  School  Health  Committee,  he 
was  most  instrumental  in  building  a 
Par  Fitness  Course  for  La  Crosse 
citizens. 

Over  the  years,  Dr  Miller  has 
helped  to  train  many  surgical 
residents  at  La  Crosse  Lutheran 
Hospital  and  the  Gundersen  Clinic. 
He  is  a member  of  the  American 
College  of  Surgeons  and  is  the  author 
of  several  medical  articles  as  well  as 
educational  articles. 

Civic  Leadership  Award 
In  1972,  the  SMS  Board  of  Directors 
established  the  Civic  Leadership 
Award  to  honor  a Society  member  for 
outstanding  contributions  to  the 
Society  and  the  community. 

The  1989  recipient,  Frank  H. 
Urban,  MD,  of  Wauwatosa,  has 
practiced  dermatology  in  the 
Milwaukee  area  for  more  than  30 
years.  He  received  his  medical  degree 
from  the  University  of  Wisconsin 
Medical  School  and  served  his 
residency  at  the  Mayo  Foundation  in 
Rochester. 

Known  affectionately  as  “Hank,” 
Dr  Urban  has  served  as  trustee  to  the 
village  of  Elm  Grove  and  was  elected 
president  of  the  village  in  1987.  He 
has  served  on  several  local 
committees  and  has  actively 
promoted  the  restoration  of  the 
downtown  municipal  area. 

Dr  Urban  has  devoted 
considerable  time  to  the  Boy  Scouts 
of  America.  In  addition  to  serving  as 
Boy  Scout  pack  and  troop  leader,  he 
has  served  as  Boy  Scout  council  and 
area  president  as  well  as  regional  vice 
president.  He  has  received  many 
awards  from  the  Scouts  including: 
District  Award  of  Merit;  Silver  Beaver; 
Silver  Antelope;  and  the  St  George 
Award  for  Distinguished  Service. 

A past  president  of  the  Wisconsin 
Dermatological  Society,  Dr  Urban  is 
a member  of  the  American  Academy 
of  Dermatology  and  the  Medical 
Society  of  Milwaukee  County. 


Currently  on  the  SMS  Board  of 
Directors,  Dr  Urban  has  also  served 
on  the  SMS  Task  Force  on  Health 
Care  for  the  Uninsured  and  has  been 
a delegate  to  the  society  since  1980. 

Dr  Urban’s  commitment  to  civic 
leadership  culminated  last  fall  with 
his  election  to  Wisconsin’s  99th 
Assembly  District 


The  Director’s  Award 

The  Director’s  Award  is  the  highest 
award  bestowed  by  the  SMS  and  is 
granted  only  on  occasion  to  those 
who  have  served  with  outstanding 
distinction  the  science  of  medicine, 
physicians  and  the  citizens  of 
Wisconsin.  In  the  61  years  since  it 
was  established,  51  awards  have  been 
presented. 

This  year  the  award  was  presented 
posthumously  to  Henry  F. 
Twelmeyer,  MD.  DrTwelmeyer  was 
a native  Milwaukean  and  graduated 
from  Marquette  University  Medical 
School.  After  completing  his 
internship  at  Milwaukee  County 
General  Hospital,  Dr  Twelmeyer 
spent  3 years  in  the  US  Army  Medical 
Corps  during  World  War  II.  After  his 
tour  of  duty,  he  completed  his 
residency  in  surgery  and  established 
a 35-year  surgical  practice  in 
Milwaukee  before  retiring  in  1985. 

Dr  Twelmeyer  was  a past  president 
of  the  Medical  Society  of  Milwaukee 
County,  the  Wisconsin  Surgical 
Society  and  the  Milwaukee  Academy 
of  Surgery.  DrTwelmeyer  also  played 
a key  role  in  the  SMS’  delegation  to 
the  AMA  Known  affectionately  as 
the  “Dean”  of  delegation,  Dr 
Twelmeyer  served  as  either  a SMS 
alternate  delegate  or  delegate  to  the 
AMA  for  more  than  16  years.  He 
served  as  chair  of  the  delegation  for 
10  years. 

A former  chief  of  surgery  at  West 
Allis  Memorial  and  Elmbrook 
Memorial  Hospitals,  Dr  Twelmeyer 
also  served  as  chief  of  staff  at  West 
Allis  Memorial,  and  for  15  years, 
associate  clinical  professor  at  the 
Medical  College  of  Wisconsin. 


Distinguished  Service  Award 
Established  in  1964,  the  Distin- 
guished Service  Award  is  presented 
each  year  to  a Wisconsin  physician 
who  has  made  outstanding 
contributions  in  the  field  of  medical 
education. 

This  year’s  recipient,  Willard 
Moyle  Duff,  PhD,  of  Waukesha,  an 
Associate  Professor  of  Physiology  at 
the  Medical  College  of  Wisconsin,  is 
devoted  to  teaching  medical  students 
and  residents.  He  also  served  as 
Associate  Professor  of  Family  Practice 
and  Director  of  Graduate  Medical 
Education  for  Family  Practice  at  the 
Medical  College  of  Wisconsin. 

A native  of  Canon  City,  Colorado, 
Dr  Duff  received  his  bachelor  of 
science  degree  from  Midland 
Lutheran  College  before  receiving  his 
master’s  in  Physiology  from  the 
University  of  Nebraska.  He  attended 
Creighton  University  Medical  School 
from  1963-1965  before  earning  his 
PhD  in  Physiology  from  the 
University  of  Nebraska  in  1967. 

Prior  to  joining  the  Medical  College 
of  Wisconsin  faculty  in  1978,  Dr  Duff 
held  teaching  and  administrative 
appointments  at  the  University  of 
Hartford,  the  University  of 
Connecticut  and  St  Joseph  College. 

Dr  Duff  is  active  in  many 
professional  organizations  including 
the  Association  of  Hospital  Medical 
Educators,  the  Association  for  Higher 
Education  and  the  Accrediting 
Council  for  Continuing  Medical 
Education,  where  he  served  on  the 
Review  Committee.  A respected 
leader  in  continuing  medical 
education  in  Wisconsin  and  nationally, 
Dr  Duff  has  served  on  the  Board  of 
Directors  of  the  Society  of  Medical 
College  Deans  of  Continuing  Medical 
Education  and  as  chairman  of  the 
Committee  of  Education  Essentials 
of  the  American  Hospital  Association. 
For  the  past  12  years,  he  has  served 
on  the  SMS  Commission  on 
Continuing  Medical  Education  where 
he  has  chaired  the  Scientific  Exhibits 
Continued  on  next  page 
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Continued  from  preceding  page 
Program  for  the  society’s  annual 
meeting. 

Dr  Duff  is  active  in  his  community 
serving  as  cubmaster  of  the  local  Cub 
Scout  pack,  coach  of  flag  football  and 
soccer,  Sunday  school  teacher  and 
president  of  the  local  Parent-Teacher 
Association.  He  is  a frequent  speaker 
at  Milwaukee  area  high  schools  and 
technical  schools  and  for  4 years 
served  on  the  board  of  directors  of 
the  Wisconsin-Nicaragua  Partners  of 
the  Americas  program. 

Presidential  Citation  Award 

Since  1959,  the  SMS  has  presented 
the  Presidential  Citation  Award  to  a 
physician  or  non-physician  who  has 
made  an  outstanding  contribution  to 
medicine  and  the  public  health. 

The  1989  recipient,  Rep  Brad 
Zweck  (D-Mosinee),  was  honored  for 
his  leadership  on  significant  health- 
care issues  facing  Wisconsin  and  his 
efforts  to  assure  the  availability, 
accessibility  and  affordability  of 
quality  medical  care  to  the  state’s 
citizens. 


A native  of  Wausau,  Wisconsin, 
Rep  Zweck  graduated  with  a degree 
in  journalism  from  the  University  of 
Wisconsin-Eau  Claire.  He  was 
employed  for  3 years  as  a reporter  for 
the  Waukesha  Freeman  before  serving 
as  editor  of  the  Older  American 
Reports,  an  independent  national 
newsletter.  He  was  also  a magazine 
editor  for  Wausau  Insurance 
Companies. 

In  addition,  he  has  written  two 
guidebooks:  Parenting  Our  Parents: 
Senior  Care  Options  for  Concerned 
Families  and  Winning  Strategies: 
Keeping  Older  Americans  Independent. 
His  talent  for  writing  was  recognized 
in  1985  when  he  was  presented  the 
Judith  A MacKown  Excellence  in 
Journalism  Award. 

In  1987,  Rep  Zweck  won  election 
to  the  Wisconsin  State  Assembly  as  a 
representative  from  the  86th 
Assembly  District.  He  currently 
serves  on  the  Assembly  Health 
Committee,  Ways  and  Means 
Committee,  Rural  Development  and 
Forestry  Committee  and  the  Small 
Business  Employment  and  Training 


Committee. 

Recognizing  the  critical  need  for 
reform  of  the  state’s  medical  liability 
system,  Rep  Zweck  was  the  chief 
sponsor  of  AB  688,  which  sought  to 
cap  non-economic  damages  in 
medical  malpractice  cases  at  $250,000. 

Through  his  role  as  co-chair  of  the 
Assembly  Subcommittee  on  Rural 
Health,  Rep  Zweck  has  been 
successful  in  bringing  rural  health 
concerns  to  the  attention  of  the 
Legislature.  He  has  successfully 
worked  for  the  passage  of  a loan 
forgiveness  program  for  physicians 
practicing  in  rural  and  under-served 
areas. 


Health  Leadership  Award 
The  Health  Leadership  Award  was 
created  by  the  SMS  Board  of  Directors 
to  honor  a person  or  persons  in 
government  service  who  have  made 
significant  contributions  to  the 
development  of  health-care  policies 
which  benefit  the  people  of  Wisconsin. 
This  year,  State  Rep  Peggy 
Rosenzweig,  (R-Wauwatosa),  and 
State  Sen  David  Helbach,  (D-Stevens 
Point),  were  recipients  of  the  Health 
Leadership  Award. 

State  Sen  David  Helbach  was 
elected  to  represent  the  24th  Senate 
District  in  1983.  Since  his  election,  he 
has  been  a key  player  in  formulating 
health-care  policies  for  Wisconsin 
citizens.  He  has  led  the  fight  in  the 
Senate  to  reform  the  current  medical 
liability  system  and  has  rallied  to 
provide  incentives  for  physicians  to 
locate  and  practice  in  rural  and 
medically  under-served  areas. 

As  a member  of  the  powerful  Joint 
Committee  on  Finance,  Sen  Helbach 
has  played  a leadership  role  on  a 
variety  of  health-care  issues  such  as 
Medicare  assignment  and  Medicaid 
reimbursement 

In  addition,  Sen  Helbach  currently 
serves  on  the  Joint  Committee  on 
Legislative  Organization,  Senate 
Education  and  Economic 
Development  Committee,  Financial 
Continued  on  page  392 
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Hometown  radio  program 
spreads  the  word 

Forty-eight  Wisconsin  physicians  participated  in  the  Hometown  Radio  program 
during  the  SMS  1990  annual  meeting  in  Green  Bay,  April  26-27. 

A report  released  by  the  News  Radio  Network  indicated  that  140  radio 
stations  across  the  state  broadcast  the  60-second  interviews  to  each  participating 
physician’s  local  radio  station.  Actual  airplays,  including  multiple  usage  by 
various  stations,  totalled  189  story  broadcasts. 

The  Hometown  Radio  program  was  developed  this  year  by  the  SMS 
Commission  on  Public  Information  and  is  designed  to  give  participating 
physicians  the  opportunity  to  speak  to  the  public,  via  radio,  on  a variety  of  issues 
such  as  PartnerCare,  rural  health  care,  the  uninsured  and  underinsured, 
managed  care  issues  and  the  rising  cost  of  medical  education. 

“The  program  was  very  successful  and  attracted  a lot  of  media  attention,” 
said  Irwin  Bruhn,  MD,  of  Walworth,  commission  chair.“It  gave  the  physicians 
who  participated  an  opportunity  to  vocalize  their  opinions  on  many  major 
medical  issues  facing  today’s  physician,  and  ultimately,  their  patients.”^ 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 
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Continued  from  page  390 
Institutions  and  Fiscal  Policies 
Committee,  Senate  Rules  Committee 
and  the  Legislative  Council. 

A political  science  graduate  of  UW- 
Milwaukee,  Rep  Rosenzweig  was 
elected  to  represent  the  98th 
Assembly  District  in  1982.  As  the 
senior  minority  member  of  the 
Assembly  Health  Committee,  she  has 
brought  medical  liability  reform  and 
Medicare  assignment  alternatives  to 
the  Legislative  forefront  while 
working  to  revise  Wisconsin’s 
involuntary  commitment  laws,  living 
wills  and  durable  power  of  attorney. 

Rep  Rosenzweig  also  serves  on 
Assembly  committees  dealing  with 
Children  and  Human  Services, 
Financial  Institutions  and  Insurance, 
Ways  and  Means  and  Urban 
Education. 

Rep  Rosenzweig  is  also  active  in 
her  community,  serving  on  the 
Wauwatosa  Chamber  of  Commerce, 
Medical  College  of  Wisconsin 
Auxiliary,  Wauwatosa  Historical 
Society,  Wauwatosa  Republican  Club, 
League  of  Women  Voters  and  the 
Wauwatosa  Village  Professional 
Corporation. 

As  the  daughter,  spouse  and 
mother  of  physicians,  Rep  Rosenzeig, 
with  her  firsthand  knowledge  and 
expertise,  has  been  a clear  and 
consistent  voice  on  health  matters 
affecting  the  people  of  Wisconsin. 

Meritorious  Service  Award 
Twelve  physicians  who  concluded 
terms  of  office  on  the  Board  of 
Directors  and  the  SMS  committees 
and  commissions  received  the 
Meritorious  Service  Award  for 
exceptional  leadership  and  dedication 
to  the  SMS  of  Wisconsin  and  the 
health  of  Wisconsin  citizens.  They 
are: 

• Joseph  C.  DiRaimondo,  MD,  of 

Manitowoc,  for  12  years  of  service 

as  a member  of  the  Physicians 

Alliance  Commission; 
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• JohnJ.  Foley,  MD,  of  Menomonee 
Falls,  for  9 years  of  service  as  SMS 
treasurer; 

• C.  William  Freeby,  MD,  of 
Appleton,  for  10  years  of  service  as 
a member  of  the  Commission  on 
Continuing  Medical  Education; 

• Lucille  B.  Glicklich-Rosenberg, 
MD,  of  Milwaukee,  for  5 years  of 
service  as  a First  District  Director; 

• Thomas  A Hofbauer,  MD,  of 
Menomonee  Falls,  for  10  years  of 
service  as  a First  District  Director; 

• James  M.Huffer,MD,  of  Madison, 
for  20  years  of  service  as  a member 
of  the  Committee  on  Safe 
Transportation; 

• Wayne  H.  Konetzki,  MD,  of 
Waukesha,  for  9 years  of  service 
as  a First  District  Director; 

• Dennis  J.  Kontra,  MD,  of  Racine, 

for  9 years  of  service  as  a member 
of  the  Physicians  Alliance 

Commission; 

• C.E.  Moore,  MD,  of  Fond  du  Lac, 
for  12  years  of  service  as  a member 
of  the  Committee  on  Mental 
Health,  having  served  as  chair  for 
the  past  5 years; 

• Robert  E.  Phillips,  MD,  of 

Marshfield,  for  9 years  of  service 
as  a member  of  the  Commission 
on  Mediation  and  Peer  Review; 

• Walter  R.  Schwartz,  MD,  of 

Wauwatosa,  for  21  years  of  service 
as  a member  of  the  Committee  on 
Maternal  and  Child  Health;  and 

• James  L.  Weygandt,  MD,  of 

Kohler,  for  31  years  of  service'as  a 
member  of  the  Committee  on  Safe 
Transportation,  having  served  as 
chair  for  the  past  24  years. 

Fifty  Year  Club 

Each  year  the  SMS  honors  its 
members  who  have  served  their 
profession  and  patients  for  more  than 
50  years.  This  year  33  physicians  were 
inducted  into  the  Fifty  Year  Club 
during  the  Board  of  Directors  dinner 
at  the  annual  meeting.  They  are: 

• Gregory  J.  Bachhuber,  MD,  of 


Tomahawk; 

• Everett  C.  Bragg,  MD,  of  Whitefish 
Bay; 

• Bruce  J.  Brewer,  MD,  of 
Milwaukee; 

• FrankJ.  Cemy,  MD,  of  Northfield, 
Minn; 

• John  E.  Conway,  MD,  of  Appleton; 

• Dowe  Peter  Cupery,  MD,  of  La 
Crosse; 

• William  A Dafoe,  MD,  of  Orlando, 
Fla; 

• Burnell  F.  Eckardt,  MD,  of 
Sheboygan; 

• Charles  R.  Eichenberger,  MD,  of 
Milwaukee; 

• James  M.  Foerster,  MD,  of 
Wausau; 

• Frederik  G.  Gaenslen,  MD,  of 
Milwaukee; 

• John  R.  Goelz,  MD,  of  Boynton 
Beach,  Fla; 

• Joseph  G.  Halser,  MD,  of 
Milwaukee; 

• William  F.  Hovis,  MD,  of 
Milwaukee; 

• Francis  C.  Johnson,  MD,  of 
Wausau; 

• Harold  Kappus,  MD,  of  Tucson, 
Ariz; 

• Joseph  F.  Kuzma,  MD,  of 
Wauwatosa; 

• William  T.  Mautz,  MD,  of  Eau 
Claire; 

• Urquhart  L.  Meeter,  MD,  of 
Medford; 

• Dwain  E.  Mings,  MD,  of  Monroe; 

• Harold  H.  Ottenstein,  MD,  of 
Milwaukee; 

• John  T.  Petersik,  MD,  of  Ripon; 

• Robert  J.  Rose,  MD,  of  little 
Suamico; 

• Chester  A.  Sattler,  MD,  of 
Kenosha; 

• Herbert  M.  Snodgrass,  MD,  of 
Janesville; 

• Robert  A Straughn,  MD,  of  San 
Antonio,  Texas; 

• David  J.  Twohig,  MD,  of  Fond  du 
Lac; 

• Joseph  E.  Vaccaro,  MD,  of 
Milwaukee; 

• Francis  Vande  Loo,  MD,  of  DePere; 

• Raymond  C.  Waisman,  MD,  of 
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Mequon; 

• Stephen  L.  Weld,  MD,  of  Two 
Rivers; 

• James  M.  Wilkie,  MD,  of  Cross 
Plains;  and 

• George  J.  Worm,  MD,  of 
Wauwatosa; 

Houghton  Award 

The  Houghton  Award  of  the  SMS 
Charitable,  Educational  and  Scientific 
Foundation  is  presented  each  year  to 
senior  medical  school  students  who 
demonstrate  scholastic  excellence, 
extracurricular  achievement  and 
interest  in  medical  organization. 
Recipients  received  a check  for  $250 
and  an  engraved  plaque  which  were 
presented  at  the  1990  annual  meeting. 

Recipients  of  the  1989  Houghton 
Award  are  Christopher  Evanich,  a 
senior  at  the  Medical  College  of 
Wisconsin  and  Thomas  Beaver,  a 
University  of  Wisconsin-Madison 
senior. 

Evanich,  from  Brookfield,  was 
recommended  for  the  award  by 
Herbert  M.  Swick,  MD,  Medical 
College  of  Wisconsin  associate  dean 
of  academic  affairs  who  said  Evanich 
“represents  the  important  intellectual 
and  cognitive  aspects  of  the  complete 
physician.” 

Beaver,  who  attended  Madison 
West  High  School,  was  recommended 
for  the  award  by  Arnold  L.  Brown, 
MD,  University  of  Wisconsin- 
Madison  medical  school  dean  who 
said  Beaver’s  medical  school  career 
had  been  distinguished  by  his 
involvement  in  professional  medical 
organizations,  including  a term  as 
president  of  the  UW  Chapter  of  the 
AMA  Student  Section. 

According  to  Brown,  Beaver’s 
many  contributions  to  medical 
organizations  “commend  him  as  an 
excellent  candidate  for  the  Houghton 
Award.” 
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Service  Recognition  Award 
This  year,  nine  physicians  received 
the  Service  Recognition  Award  for 
dedicated  service  to  the  SMS,  the 
profession  of  medicine  and  the  people 
of  Wisconsin.  The  following 
physicians  or  non-physicians  who  are 
retiring  from  service  on  a SMS 
committee  or  commission,  were 
presented  the  award  at  the  1990 
annual  meeeting.  They  are: 

• Richard  J.  Hendricks,  MD,  of 
Madison,  for  9 years  on  the 
Committee  on  Aging,  Extended 
Care  Facilities,  and  Home  Health 
Care; 

• Henry  A Anderson,  III,  MD,  of 
Madison,  for  9 years  on  the 
Committee  on  Environmental  and 
Occupational  Health; 

• John  J.  Beck,  MD,  of  Sturgeon 
Bay,  for  9 years  on  the  Committee 
on  Environmental  and 
Occupational  Health; 

• Herbert  C.  White,  DO,  of  Genesee 
Depot,  for  9 years  on  the 
Committee  on  Alcoholism  and 
Other  Drug  Abuse; 

• William  E.  Raduege,  MD,  of 
Woodruff,  for  9 years  on  the 
Commission  on  Mediation  and 
Peer  Review; 

• Gerald  A Gehl,  MD,  of  Neenah, 
for  10  years  on  the  Physicians 
Aliance  Commission; 

• C.  Robert  Jackson,  MD,  of 
Madison,  for  10  years  on  the 
Physicians  Aliance  Commission; 

• John  T.  Schmitz,  MD,  of 
Milwaukee,  for  9 years  on  the 
Committee  on  Environmental  and 
Occupational  Health;  and, 

• Bernard  Bartel,  of  Madison,  for 
dedicated  service  to  the  SMS,  its 
Auxiliary  and  the  Fort  Crawford 
Medical  Museum. 


Beaumont  Lecture  Award 
Established  by  the  SMS  in  1957,  the 
William  Beaumont  Memorial  Lecture 
commemorates  one  of  Wisconsin’s 
pioneer  surgeons.  Sponsored  by  the 
Charitable,  Educational  and  Scientific 
Foundation  of  the  Society,  it  is 
designed  to  present  to  members  of 
the  Society  distinguished  medical 
scientists  whose  research  and  clinical 
experience  may  enrich  the  the 
knowledge  and  skills  of  Wisconsin 
practitioners.  The  lecture  is  given 
each  year  during  the  surgery  meeting 
of  the  SMS  annual  meeting  to  honor 
William  Beaumont,  an  army  surgeon, 
who  in  the  1830’s  performed  a series 
of  experiments  on  digestion  that  laid 
the  foundation  for  understanding  the 
phenomenon. 

This  year’s  award  was  presented 
to  Don  Detmer,  MD,  of  the  University 
of  Virginia,  who  spoke  on  “Surgical 
Practice  in  the  Information  Age.” 

Elvehjem  Memorial  Lecture 
The  Elvehjem  Memorial  Lecture  was 
established  in  1962  to  honor  the 
memory  of  Conrad  A Elvehjem,  PhD, 
the  13th  president  of  the  University 
of  Wisconsin  and  an  internationally 
recognized  authority  in  biochemistry. 
Sponsored  by  the  Charitable, 
Educational  and  Scientific  Foundation 
of  the  Society,  the  award  is  designed 
to  perpetuate  Dr  Elvehjem’s 
contributions  to  the  betterment  of 
the  health  of  the  people  of  Wisconsin 
and  the  continuing  medical  education 
of  physicians. 

The  1990  award  was  received  by 
Deborah  Freund,  PhD,  MPH,  of 
Indiana  University,  who  gave  a lecture 
on  “New  Shapes  for  Old  Wheels:  Ae 
There  Lessons  to  Be  Learned?”^ 
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Medical  writing  contest  winners:  1990 


Three  years  ago,  the  Editorial 
Board  of  the  Wisconsin  Medical 
Journal  created  writing  contests  for 
medical  students  and  medical 
residents.  The  purpose  of  the  contests 
is  to  impress  young  and  future 
physicians  with  the  importance  of 
scientific  publishing,  as  well  as  to 
introduce  them  to  the  SMS  and  its 
medical  journal. 

Dr  Richard  D.  Sautter,  chair  of  the 
WMJ  Editorial  Board,  told  the  House 
of  Delegates,  “The  entrants  in  the 
contests  have  increased  each  year, 
both  in  number  and  in  quality.  This 
year,  the  Editorial  Board  created  a 
third  category  of  writing  contest  for 


graduate  nursing  students.  While  the 
number  of  entrants  was  small,  the 
quality  was  high  and  the  competition 
was  strong.” 

Each  of  the  winners  will  receive  a 
commemorative  plaque,  $500  and 
publication  of  their  article  in  the 
Wisconsin  Medical  Journal.  The  prize 
money  has  been  graciously  donated 
by  the  SMS  Charitable  Educational 
and  Scientific  Foundation,  the 
Marshfield  Medical  Research 
Foundation  and  the  Lutheran 
Hospitals  Foundation  of  La  Crosse. 
Dr  Sautter  presented  the  awards  to 
the  winners  before  the  House  of 
Delegates. 


The  winner  of  the  medical  student 
writing  contest  for  1990  is  Steven 
Salisbury,  for  his  paper  on 
“Modulation  of  human  peripheral 
blood  monocyte  superoxide  release 
by  interferon-gamma  and 
lipopolysaccharide.” 

The  winner  of  the  resident  writing 
contest  for  1990  is  Dr  Randel  Stolee 
for  his  paper  on  "Trends  in  the 
management  of  splenic  trauma.” 
And  the  first  winner  of  the  graduate 
nursing  student  writing  contest  is 
Sharon  Tucker  for  her  paper  on 
“Sexual  assault  evidence  collection.”^ 


The  Wisconsin  AM  A Delegation:  (standing  l to  r):  Kermit  Newcomer,  MD;  SMS  President  Roger  von  Heimburg,  MD  ( not  a delegate);  John  K.  Scott,  MD; 
Kevin  Flaherty,  MD;  JD  Kabler,  MD;  SMS  Board  Chair  Richard  Ulmer,  MD;  DeLore  Williams,  MD;  Jerome  Fans,  Jr,  MD;John  Mullooly,  MD;  Richard 
Edwards,  MD;  Kim  Hetsko,  MD;  (seated  l to  r)  Patrica  Stuff,  MD;  Kay  Jewel,  MD;  John  Riesch,  MD;  Kenneth  Viste,Jr,  MD;  and  Timothy  Flaherty,  MD. 
(Not  pictured:  Robert  Purtell,  MD.) 
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CES  Foundation 


Facts  about  the  CES  Foundation 


he  SMS  Charitable,  Educational 
and  Scientific  Foundation  is  a 
non-profit,  non-stock  Wisconsin 
corporation,  chartered  in  June  1955. 
Its  purpose  is  to  “engage  in,  assist 
and  contribute  to  the  support  of 
charitable,  educational,  and  scientific 
activities  and  projects  and  to 
contribute  to  the  support  of,  and  to 
create  and  maintain,  charitable, 
educational  and  scientific  institutions, 
organizations  and  funds  of  any  and 
every  kind. 


Management 

The  foundation’s  governing  power  is 
vested  in  a board  of  trustees  composed 
of  directors  and  officers  of  the  SMS, 
other  medical  and  non-medical 
members  elected  by  the  board  of 
directors  and  one  representative 
elected  by  each  component  medical 
society.  Non-medical  members  may 
be  elected  from  time  to  time  by  the 
SMS  Board  of  Directors,  but  the 
number  of  such  trustees  shall  not  at 
any  time  be  less  than  five  or  more 


than  ten. 

The  board  of  directors  of  the 
corporate  trustees  consists  of  18 
members  including  the  president,  vice 
president  and  treasurer  of  CESF,  and 
in  addition,  12  members,  seven  of 
whom  may  be  non-medical  trustees, 
each  elected  for  staggered  three  year 
terms. 

Registration 

The  foundation  is  registered  with  the 
secretary  of  state  as  a charitable 
organization  for  purposes  of 
contributions  and  fund-raising  under 
§440.41(2)  of  the  Wisconsin  statutes. 

Legal  services 

The  foundation  retains  Robert  B.L 
Murphy  of  the  firm  Murphy  and 
Desmond,  SC,  2 E Mifflin  St,  Madison, 
WI 53703;  608-257-7181,  for  advice  on 
legal  and  tax  matters.  Julie  Ann  Hein 
was  appointed  the  new  foundation 
activities  coordinator  on  March  19, 
1990.  The  position  will  work  directly 
with  the  secretary  and  deputy 
secretary  of  the  Society  and  will  be 
responsible  for  all  duties  of  the 
foundation. 

Tax  information 

Contributions  to  the  CES  Foundation 
are  tax  deductible  under  both  state 
and  federal  tax  laws.  The  foundation 
is  a 501  (c)  (3)  corporation.  As  in  all 
matters  relating  to  your  financial 
affairs,  the  valuation,  form  and  tax 
aspects  of  gifts,  to  the  foundation 
Continued  on  next  page 


SMS  President  Roger  von  Heimburg,  MD,  ( c ) demonstrated  another  of  his  many  talents  and  Dr  Robert 
Madden  (l)  and  Dr  Marcia  Richards  (r)  chimed  in. 
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should  be  discussed  with  your 
attorney,  accountant  or  other  advisor. 

Officers 

Robert  T.  Cooney,  MD,  Portage, 
president 

Stephen  B.  Webster,  MD,  La 

Crosse,  vice  president 

Richard  W.  Edwards,  MD,  Richland 

Center,  treasurer 

Thomas  L.  Adams,*  Madison, 

secretary 

Pauline  M.  Jackson,  MD,  La  Crosse, 


Finance  Committee  chair 
John  K Scott,  MD,  Madison, 
assistant  treasurer 

Directors 

Mayor  James  Bittner,  Prairie  du  Chien 
J D Kabler,  MD,  Madison 
Gerald  C.  Kempthome,  MD, 

Spring  Green 

Miep  Kempthome,*  Spring  Green 
Ronald  L.  Lewis,  Madison 
Robert  B.  L.  Murphy,  Madison 
Duane  Taebel,  MD,  La  Crosse 
Earl  R.  Thayer,  Madison 


William  L.  Treacy,*  MD, 
Milwaukee 

Darold  A.  Treffert,  MD,  Fond  du 
Lac 

Kenneth  M.  Viste  Jr,  MD,  Oshkosh 
Stephen  B.  Webster,  MD, 

La  Crosse 

Roger  L von  Heimburg,  MD,* 
Green  Bay 
*ex  officio 

Staff 

Foundation  Activities  Coordinator: 
Julie  A.  Hein,  Madison  □ 


The  history  of  the  CES  Foundation 


The  Charitable,  Educational  and 
Scientific  Foundation  was 
chartered  by  the  SMS  in  1955  as  a 
private,  non-profit,  non-stock 
corporation  to  enable  physicians  and 
other  friends  of  the  profession  to 
support,  through  gifts  and  grants, 
projects  vitally  affecting  scientific 
medicine  and  public  health.  The 
foundation’s  scope  of  interest  has 
grown  with  increased  volume  of 
financial  contributions  to  a broad 
spectrum  of  worthy  programs 
affecting  medical  and  health  care 
needs  in  Wisconsin. 

The  foundation’s  record  of 
accomplishments  is  substantial,  with 
the  future  holding  an  array  of 
opportunities  and  challenges. 

Benevolent  assistance 
The  CESF  is  ever  sensitive  to  the 
needs  of  people  who  are  the  victims 
of  adversity.  Although  the 
foundation’s  capacity  in  dollars  has 
been  limited,  it  has  often  been  able  to 
arouse  the  spirit  of  caring  among 
physicians  and  the  public  when 
special  needs  arise.  Assistance  is 
looked  at  as  an  investment  in  the 
future  and  not  as  charity. 


Education 

Postgraduate  teaching  programs  are 
a major  thrust  of  the  foundation.  With 
CESF  support,  the  Society’s  program 
of  accreditation  of  continuing  medical 
education,  initiated  in  1976,  continues 
to  move  forward  with  increasing 
success.  This  effort  has  greatly 
expanded  the  availability  of  quality 
postgraduate  learning  opportunities 
for  Wisconsin  physicians  and  allied 
health  personnel. 

Funding  from  the  foundation’s 
Barbara  Scott  Maroney  Memorial 
Fund  for  Research  on  Diabetes 
support  special  research  projects, 
summer  camp  scholarships  for 
diabetic  children,  publication  of 
scientific  articles  or  presentation  of 
scientific  speakers  on  the  subject. 

The  foundation  makes  grants 
available  to  organizations  striving  to 
stimulate  student  interest  in  science 
and  expose  them  to  wide  varieties  of 
science  related  careers.  Annually,  the 
CESF  recognizes  outstanding 
achievements  in  student  science 
research  by  high  school  and  middle 
school  students  in  Wisconsin  through 
contributions  for  awards  to  the 
Wisconsin  Science  Congress  and  the 


Wisconsin  Science  Olympiad. 

The  Workshop  on  Health,  a health 
education  program  for  high  school 
students,  has  featured  such  topics  as 
anorexia  nervosa,  eating  disorders, 
sexually  transmitted  diseases,  teen 
suicide,  alcohol  and  drug  abuse,  and 
wellness. 

As  a project  of  the  state  auxiliaries, 
nearly  1,000  enthusiastic  middle- 
school  students  and  their  teachers 
attended  the  27th  Annual  Workshop 
on  Health  held  in  Oshkosh  on  Nov  2, 
1989.  The  Workshop  on  Health  aims 
to  educate  participating  adolescents 
about  serious  health  topics-such  as 
drugs  and  alcohol,  suicide,  teen 
pregnancy  and  smoking-through 
upbeat,  dynamic  presentations  by 
health  educators  and  professional 
entertainers. 

Student  loans,  grants, 
scholarships 

One  of  the  most  important  activities 
of  the  CESF  is  the  student  loan 
program.  Established  in  1955,  the 
foundation’s  general  student  loan  fund 
is  designed  to  assist  needy,  deserving 
students  preparing  for  careers  in 
medicine,  dentistry,  pharmacy, 
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nursing,  and  other  allied  health  fields. 
Long-term,  low-interest  loans  are 
interest-free  until  after  the  student 
graduates.  Personnel  in  the  financial 
aid  departments  of  Wisconsin  medical 
schools  cooperate  with  the  foundation 
in  identifying  needy  and  deserving 
students. 

Many  young  men  and  women  can 
achieve  their  medical  careers  only 
because  of  the  availability  of  large, 
low-interest  loans.  In  fact,  the  average 
medical  student  today  can  anticipate 
graduating  with  debt  obligations 
ranging  from  $50,000  to  $75,000.  In 
1989,  the  foundation  granted  50  loans 
to  medical  and  allied  health  students 
for  a total  of  $103,332.  Repayments  in 
1989  total  $80,914.  Since  the  loan  fund 
was  established,  1028  students  have 
received  $1,406,074  in  long-term,  low- 


interest  loans. 

Although  the  foundation’s  primary 
emphasis  is  in  loans,  some  outright 
scholarships  and  grants  are  made  to 
fulfill  the  wishes  of  some  donors  and 
the  needs  of  certain  potential 
recipients.  These  special  health  career 
student  loan  and  scholarship  funds 
are  administered  by  the  foundation 
according  to  the  wishes  of  the 
individual  or  organization  establishing 
and  supporting  the  fund. 

For  example,  a county  medical  society 
auxiliary  may  make  an  original 
endowment  to  the  CESF  to  establish 
a student  loan  or  scholarship  fund  in 
the  county  auxiliary’s  name.  The 
county  auxiliary,  as  the  benefactor 
may  work  with  the  foundation  to 
determine  what  restrictions,  if  any, 
are  to  be  placed  on  the  loans.  Such 


restrictions  may  include  residency 
requirements,  career  specifications, 
educational  facility,  limitation  on  year 
of  study,  and  dollar  amounts. 

Applications  may  be  procured  from 
the  CESF,  330  E Lakeside  St, 
Madison,  WI,  53715;  or  the  medical 
college’s  financial  aids  offices.  The 
CESF  furnishes  an  annual  accounting 
to  the  benefactor  or  sponsoring 
organization. 

To  inquire  how  you  or  your 
organization  can  establish  a special 
student  loan  or  scholarship  fund, 
contact  Julie  Hein,  330  E Lakeside  St, 
PO  Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781  (Madison  area) 
or  toll-free  in  Wisconsin  1-800-362- 
9080.  □ 


The  Fort  Crawford  Medical  Museum 


The  Fort  Crawford  Medical 
Museum  is  unique  among 
educational  and  cultural  institutions 
in  the  Midwest  and  the  nation.  Far 
more  than  a museum,  it  stands  as  a 
tribute  to  Wisconsin’s  physicians  who 
have  dedicated  their  lives  to  ensuring 
the  health  of  the  state’s  citizens.  The 
museum  is  also  a singular  tool  for 
educating  the  public  about  the 
prevention  and  treatment  of  injury 
and  disease,  the  nature  of  medical 
care,  the  value  of  the  physician-patient 
relationship  and  the  importance  of 
keeping  one’s  health. 

The  Fort  Crawford  military 
hospital,  which  has  been  designated 
a national  landmark,  and  the  related 
museum  are  located  in  Prairie  du 
Chien  near  the  Mississippi  River.  On 
this  site  in  the  1830s,  Dr  William 
Beaumont  carried  out  his  famous 
experiments  on  the  physiology  of 
digestion. 


The  actual  planning  for  the 
museum  began  in  the  1930s  when 
the  SMS  placed  a granite  memorial 
near  the  crumbling  remains  of  the 
second  Fort  Crawford,  which  had 
been  abandoned  in  1872.  In  the  mid 
1940s,  the  SMS  House  of  Delegates 
endorsed  furnishing  the  hospital 
building  as  a museum.  The  property 
was  deeded  to  the  SMS  Charitable, 
Educational  and  Scientific  Foundation 
in  the  1950s,  and  the  SMS  approved 
the  completion  of  the  museum 
complex,  known  officially  as  the 
Museum  of  Medical  Progress.  In  1964 
the  Stovall  Hall  of  Health  was  added, 
which  provided  additional  exhibit 
space. 

In  1980,  the  Fort  Crawford  Medical 
Museum  Endowment  Fund  was 
established  to  provide  financial 
support  for  the  museum.  Over  the 
years  more  than  200,000  visitors  have 
toured  the  museum,  yet  it  continues 


to  face  financial  hardship  and  is  in 
need  of  frequent  repair.  The  fund’s 
directors  have  established  a goal  of 
$500,000  in  order  to  secure  the 
continue  operation  and  maintenance 
of  the  complex. 

The  first  500  persons  who 
contribute  $1,000  or  more  to  the  Fort 
Crawford  Medical  Museum 
Endowment  Fund  will  join  a select 
group  known  as  the  Beaumont  500 
and  will  receive  a specially  designed 
Beaumont  medallion.  Currently, 
there  are  61  members  of  the 
Beaumont  500  club  with  21 
established  pledges. 

The  SMS  Auxiliary  and  county 
auxiliaries  have  taken  on  the 
Beaumont  500  Club  as  a challenge 
project  Each  county  auxiliary  is  asked 
to  pledge  $1,000  toward  the  club  over 
a specified  time,  probably  4 to  5 years, 
and  challenge  their  county  medical 
Continued  on  next  page 
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society  to  provide  matching  funds. 
Many  of  the  auxiliaries  and  county 
medical  societies  have  accepted  this 
challenge  and  the  project  has  had  a 
successful  start. 

During  1989,  active  promotion  of 
the  Museum  resulted  in  a growth  in 
attendance  and  greater  visibility  for 
the  site.  The  1989  Civil  War 
Encampment  Weekend  held  in  July 
also  proved  to  be  a success  and 
attracted  Museum  visitors  from 
throughout  the  Midwest 

Another  special  project  was 
undertaken  by  the  Milwaukee  County 
Auxiliary  in  December  1989.  The 


Milwaukee  County  Medical  Society 
Auxiliary’s  Annual  Tiara  Ball  had  an 
auction  and  proceeds  of  $5,886  were 
designated  for  the  Fort  Crawford 
Medical  Museum. 

The  Museum  Gift  Shop,  as  well  as 
the  county  medical  society  auxiliaries 
are  helping  to  promote  and  sell  limited 
edition  prints  and  note  cards  of  the 
mural,  “Dr  Beaumont’s  Waiting 
Room,”  which  graces  one  wall  of  the 
Society’s  remodeled  meeting  rooms. 

For  more  information  about  the 
Fort  Crawford  Medical  Museum, 
please  contact  Julie  Hein  at  the  CES 
foundation  at  1-800-362-9080  or  608- 
257-6781. 


Foundation  grant  allocations 


Thanks  to  the  efforts  of  a 
tremendous  number  of 
physicians,  who  have  been  entrusted 
with  the  responsibility  of  sharing  the 
cost  of  providing  financial 
contributions,  the  SMS  Charitable, 
Educational  and  Scientific  Founda- 
tion is  supporting  a greater  number 
of  programs  on  a broader  spectrum. 

The  list  of  grants  provided  by  the 
foundation  during  this  past  year  spells 
substantial  achievement.  Through 
physician  support  and  leadership,  the 
foundation  hopes  to  encourage  similar 
support  from  others. 

With  CESF  financial  support,  the 
Richland  Professions  for  Child  Abuse 
Prevention,  Inc,  published  a second 
edition  of  a coloring  book,  The  Right 
Touch.  Talking  openly  with  children 
so  that  they  understand  sexual  abuse 
is  one  of  the  best  ways  of  preventing 
it.  This  coloring  book  has  been 
developed  to  help  parents  and 
educators  discuss  with  children  the 
issues  that  surround  sexual  abuse 
and  molestation.  Special  attention  has 
been  given  to  illustrating  the  different 
kinds  of  touching,  and  emphasis  is 
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given  to  the  children’s  rights  to  privacy 
and  to  control  over  their  bodies. 

The  Wisconsin  Safety  Patrols,  Inc, 
rewards  the  efforts  of  outstanding 
safety  patrol  members  by  sending 
them  to  our  nation’s  capitol.  The 
foundation  sponsored  a delegate  to 
this  5-day  tour. 

The  foundation  has  continued  to 
give  grants  toward  the  sciences. 
Support  was  given  toward  the  1989 
Wisconsin  Science  Olympiad  and 
Wisconsin  Science  Congress. 

Support  was  also  provided  to  the 
American  Medical  Association’s 
project  to  restore  its  commemorative 
stone  in  the  Washington  Monument. 

The  foundation  continues  to 
support  the  Wisconsin  Medical  Journal 
by  granting  an  award  to  one  of  the 
recipients  of  the  medical  writing 
contest,  as  well  as  offering  support  to 
the  WMJ  Blue  Book  through  the 
Crownhart  Memorial  Fund. 

For  further  information  regarding 
the  CESF,  please  contact  Julie  Hein, 
CESF,  PO  Box  1109,  Madison,  WI 
53701;  608-257-6781.  □ 


Beaumont  500  members 

1980 

Pierce-St  Croix  County  Medical 
Society 

1981 

Mr  and  Mrs  Robert  B.  Murphy 
Guy  W.  Carlson,  MD 
W.  Bruce  Fye,  MD 
Pauline  M.  Jackson,  MD 
Dr  and  Mrs  William  D.  Janssen 
Dr  and  Mrs  T.  A Leonard 
E.  J.  Nordby,  MD 
Karver  L Puestow,  MD 
John  D.  Riesch,  MD 

1982 

anonymous 
Marion  Crownhart 
E.  M.  Dessloch,  MD 
Melvin  F.  Huth,  MD 
Michael  F.  Ries,  MD 
E.  A Steffen,  MD 
Kenneth  M.  Viste,  Jr,  MD 

1983 

W.  Bradford  Martin,  MD 
Earl  R.  and  Alice  Thayer 

1984 

Dr  and  Mrs  K Alan  Stormo 
Dr  and  Mrs  Chesley  Erwin 
Dr  and  Mrs  Leonard  B.  Torkelson 
Leland  C.  Pomanville,  MD 
Mrs  W.  D.  Hoard 
Dr  and  Mrs  Ralph  Hudson 

1985 

Dr  and  Mrs  Roger  L.  von  Heimburg 
Dr  and  Mrs  Bertram  H.  Dessel 
Mace  Garrison  Zinggeler 
Dr  and  Mrs  Benjamin  Brunkow 
Robert  T.  Cooney,  MD 
Staff  of  the  SMS 

1986 

Dr  and  Mrs  William  Listwan 
Richard  W.  Edwards,  MD 
Amy  Hunter-Wilson,  MD 
Kari,  Doran  and  Kenneth  Viste 
Roy  Selby,  MD 

1987 

Sandra  Osborn,  MD 
Timothy  T.  Flaherty,  MD 
Washington  County  Medical  Society 
Dr  and  Mrs  Roland  R.  Liebenow 
Racine  County  Medical  Auxiliary 
State  Medical  Society  of  Wisconsin 

1988 

Jefferson  County  Medical  Society 

Continued  on  page  400 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesia 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing  Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-771-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Continued  from  page  398 
Milwaukee  County  Medical  Auxiliary 
Milwaukee  County  Medical  Society 
Dr  and  Mrs  Victor  Wong 
Physicians  Insurance  Company  of 
Wisconsin 

Dr  and  Mrs  Ken  Smigielski 
Kenneth  M.  Viste  Jr,  MD,  in  honor  of 
the  SMS  staff 
Joan  Flaherty 

Edward  A Burg,  Jr,  MD,  family 

SMS  Services,  Inc 

1989 

Dr  Stephen  and  Katherine  Webster 
Dr  Kermit  and  Barbara  Newcomer 
Sauk  County  Medical  Society 
Wood  County  Medical  Society 
Dr  John  D.  and  Jane  Wegenke 
La  Crosse  County  Medical  Society 
Auxiliary 


Beaumont  500  pledges 
Brown  County  Medical  Society 
Auxiliary 

Columbia-Marquette-Adams 
County  Medical  Society 
Dodge  County  Medical  Society 
Auxiliary 

Eau  Claire-Dunn-Pepin  Medical 
Society  Auxiliary 
Fond  du  Lac  County  Medical 
Society  Auxiliary 
Kenosha  County  Medical  Society 
La  Crosse  County  Medical  Society 
La  Crosse  County  Medical  Society 
Auxiliary 

Manitowoc  County  Medical  Society 
Auxilary 

Oconto  County  Medical  Society 
Sheboygan  County  Medical  Society 
Auxiliary 


A CESF  guide  to  gifts 


Gifts  to  the  foundation  may  take 
a number  of  forms:  cash, 

bequests,  trusts,  life  insurance,  real 
estate,  stock  or  other  securities-some 
physicians  are  making  the  foundation 
a beneficiary  of  their  wills.  Such  gifts 
may  be  designated  as  unrestricted  or 
for  specific  immediate  use  at  the 
discretion  of  the  foundation  trustees. 
They  may  also  be  restricted  or 
earmarked  for  specific  purposes  of 
interest  to  the  donor.  likewise,  these 
gifts  may  also  be  designated  for 
permanent  investment  with  only  the 
income  used  to  support  foundation 
programs.  The  foundation  currently 
asks  for  a voluntary  donation  of  $45 
from  the  SMS  membership  through 
the  membership  dues  statement  and 
other  direct  mail  solicitations. 

Contributions  provide  financial  aid 
to  Wisconsin  students  of  medicine 
and  allied  health  professions, 
sponsors  postgraduate  teaching 
programs,  stimulates  research  into 
areas  of  medicine  and  public  health 


and  promotes  the  preservation  of 
medical  history. 

Cash  gifts 

Most  gifts  received  by  the  foundation 
are  in  the  form  of  cash,  personal 
checks  made  payable  to  the  CES 
Foundation.  These  gifts,  as  well  as 
others,  may  be  designated  in  honor 
of  a relative,  friend  or  associate.  The 
foundation  maintains  a memorial 
program  which  gives  the  donor  an 
opportunity  to  remember  someone 
through  a gift  to  the  foundation-a 
living  memorial.  A memorial  card  is 
sent  to  the  family  with  the  name  of 
the  deceased  and  the  name  of  the 
donor.  The  amount  of  the  gift  is  not 
indicated.  The  donor  will  receive  a 
card  thanking  them  for  their  donation. 

Bequests 

A bequest  is  the  giving  of  property  by 
will.  The  will  is  designed  to  assure 
that  upon  death  the  property  is 
distributed  exactly  in  accord  with  the 


State  Medical  Society  Auxiliary 
Trempealeau-Jackson-Buffalo  County 
Medical  Society 
Vernon  County  Medical  Society 
Waukesha  County  Medical  Society 
Auxiliary 

Winnebago  County  Medical  Society 
Winnebago  County  Medical  Society 
Auxiliary 

Thomas  and  Diane  Adams 
Dr  and  Mrs  Robert  Baldwin 
Dr  Gerald  Kempthome  in  memorium 
of  father  Guy  Kempthome 
Dr  and  Mrs  David  and  Mary  Weber 
Dr  and  Mrs  Raymond  C.  Zastrow  □ 


donor’s  wishes.  One  of  the  purposes 
of  a will  can  be  to  perpetuate  the 
donor’s  name  or  that  of  a friend 
through  an  organization  such  as  the 
CES  Foundation. 

A codicil  is  an  amendment  or 
revision  of  a previously  executed  will. 
An  attorney  can  draft  it  with  minimal 
cost  should  donors  wish  to  add  a 
bequest  to  the  CES  Foundation  to 
their  will. 

Gifts  of  insurance 
Life  insurance  offers  an  easy  means 
to  make  a substantial  gift  as  well  as  to 
provide  tax  advantages  for  the  donor. 
A policy  can  be  assigned  to  the 
foundation  whether  it  is  paid  up, 
partially  paid  up,  or  new.  Proceeds 
from  such  policies  may  be  exempt 
from  estate  taxes  and  if  the 
assignment  is  irrevocable,  present 
values  and  future  premium  payments 
may  qualify  as  charitable 
contributions  for  income  tax 
purposes.  The  gift  of  life  insurance  is 
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SMS  Secretary-General  Manager  Thomas  Adams  and  President  Roger  von  Heimburg  discussed 
managed  care  issues  at  an  annual  meeting  press  conference. 


deductible,  usually  at  its  cash 
surrender  value,  at  the  time  of  transfer 
to  the  foundation.  Arrangements  may 
also  be  made  to  provide  life  income 
for  a beneficiary  by  having  the 
proceeds  placed  in  a gift  income  plan 
with  the  proceeds  placed  in  a gift 
income  plan  with  the  proceeds, 
following  the  life  of  the  beneficiary,  to 
go  to  the  foundation.  This  plan  also 
gives  donors  the  satisfaction  of 
making  contributions  and  being 
recognized  for  it  during  their  lifetimes. 

Real  estate 

Any  standard  form  of  warranty  deed 
or  acceptable  quit  claim  deed  may  be 
used  to  deliver  real  estate  to  the 
foundation. 

Stock  or  other  securities 
Current  gifts  may  take  the  form  of 
stock  or  other  securities  which  have 
appreciated  in  value.  Gifts  of 
appreciated  securities  permit  the 
donors  to  realize  substantial  tax 
advantages. 

Personal  property 

Some  donors  prefer  to  make  gifts  of 
art,  jewelry,  antiques,  rare  books, 
furniture,  or  collectibles  of  other  types 
such  as  stamps,  coins,  etc.  For  tax 
purposes,  the  donor  must  determine 
the  value  of  a personal  property  gift 


on  the  date  of  its  transfer  to  the 
foundation. 

Trusts 

Some  find  it  advantageous  to  make  a 
contribution  to  the  foundation,  but 
retain  the  income  from  the 
contribution  for  the  duration  of  their 
life  or  the  lives  of  others.  There  are 
important  tax  advantages  to  these 


arrangements.  The  trustee  of  such 
living  trusts  may  be  a bank,  trust 
company  or  the  foundation. 

Among  the  several  types  of  living 
trusts  are:  annuity  gifts;  pooled 

income  gifts;  unitrust  gifts,  deferred 
payment  gift  annuities;  and  revocable 
life  income  plans.  If  you  are  interested 
in  the  living  trust  program,  you  are 
urged  to  contact  your  legal  adviser,  o 


HCFA  1500  health  insurance  claim  forms 
can  be  ordered  direct  from  SMS  Holdings,  Inc. 

Questions? 

• Format  approved  by  DHSS  and  EDS  Federal  for  Wisconsin 
Medical  Assistance  Program  (WMAP)  claims. 

• Approved  for  Medicare  billing. 

• Accepted  by  all  major  insurance  carriers. 

• Available  in  one-  or  two-part  form. 

• Forms  will  be  shipped  to  you  within  24  hours  after  order  received. 

call  your  SMS 

toll-free 

Place  your  order  with  SMS  Holdings,  Inc.,  PO  Box  1109,  Madison,  WI 
53701;  or  phone  608-257-6781  or  toll-free  in  Wisconsin  800-545-0632, 
FAX  608-283-5401. 

1-800-362-9080 
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This  Is  How  We  Helped 
Change  Medicare  Legislation. 

HowDoYouTell 
Some®  On 

Medicare  She  s An 


Riaht  now  in  Washington, 
a Congressional  committee 
k toying  with  a new  idea. 

It's  a system  of  e*Pj'Slt. 

“expenditure  targets  for  the 

Medicare  program- 
The  aim  of  this  idea  is  to 
cut  expenses.  The  result  is 
that  it  will  cut  care 

What  it  amounts  to  is  noth- 


^ 1 services.  And  after  the  target 

ing  less  than  an  elaborate  ' mounls  are  reached,  the 
c^-incentive  for  seivices  would  have  “be 

Instead  (ifassurmg  access  * ced  ^ would  be  a 
to  vital  health  care  ■ > j|saster  for  older  people, 

this  plan  will  accomplish^  cl . QnsinaUy  Medicare  was  a 
exact  opposite.  It«k'  lde£  promise  that  was 

to  the  rauomng  of  care.  t(j  au  Americans.  We 

The  system  calls  for  a na  n ^ l0  keep  the 

S^invillhSlthcare  faith  of  that  promise. 

American  Medical  Association  ® 


Thanks  to  AMA  efforts 
on  your  behalf,  House  and 
Senate  negotiators  recently 
agreed  to  significant  changes 
in  the  Medicare  program. 

These  improvements,  for 
both  physicians  and 
patients,  were  in  marked 
contrast  to  earlier  proposals 


called  “Expenditure  Targets.’ 
The  AMA  felt  strongly  that 
Expenditure  Targets  would 
have  resulted  in  spending 
caps  for  physicians  and 
rationing  or  care  for  their 
Medicare  patients. 

The  AMA  believes  that 
this  new  approach  devel- 


oped by  the  Senate  Finance 
Committee  is  more  in  line 
with  our  goal  of  improving 
health  care  services  for  all 
Americans. 

We  also  believe  this 
change  in  Medicare  legisla- 
tion is  beneficial  for  our 
member  physicians. 


American  Medical  Association 


Scientific 


Measles  in  Milwaukee 


Thomas  Schlenker,  MD,  and  Kathleen  Fessler,  RN,  Milwaukee 

All  measles  cases  in  Milwaukee  for  1989  and  the  first  quarter  of  1990  are 
analyzed  according  to  epidemiological  and  clinical  parameters.  Two  major 
outbreaks  are  described  with  special  attention  to  the  demographics  of  the 
populations  involved  and  the  variety  and  severity  of  clinical  outcomes. 
Health  care  and  health  insurance  as  they  relate  to  the  treatment  and 
prevention  of  measles  during  this  time  are  also  discussed.  Wis  Med  J 
1990;89(7):403-407. 


In  1985,  a report  written  by  the 
immunization  division  of  the  US 
Centers  for  Disease  Control  (CDC), 
entitled  “Health  Impact  of  Measles 
Vaccination  in  the  United  States”  and 
published  in  the  medical  journal 
Pediatrics,  began  with  the  following 
assertion:  “Measles,  once  a universal 
childhood  disease,  is  now  on  the  verge 
of  elimination  from  the  United 
States.”1  Beginning  in  that  same  year, 
however,  and  continuing  to  the 
present,  measles  cases  have  been  on 
the  rise.2  In  1989,  the  greatest  number 
of  cases  for  the  decade  was  recorded 
(Fig  1).  This  has  caused  US 
immunization  policy  to  be  rethought 
such  that  the  one-shot  measles 
vaccine  strategy,  in  place  for  more 


Dr  Schlenker  is  the  special  deputy 
commissioner  of  health,  and  Ms  Fessler 
is  an  epidemiologist,  both  with  the  City  of 
Milwaukee  Health  Department.  Reprint 
requests  to:  Thomas  Schlenker,  MD,  City 
of  Milwaukee  Health  Department, 
Municipal  Building,  841  N Broadway, 
Milwaukee,  WI 53202.  Copyright  1990  by 
the  State  Medical  Society  of  Wisconsin. 


than  20  years,  has  been  replaced  by  a 
two-shot  schedule.3,4  Wisconsin  acted 
quickly  to  develop  and  fund  an 
aggressive  new  measles  prevention 
program  based  on  the  two-shot 
schedule  {The  Milwaukee  Sentinel, 
Dec  13,  1989,  p l.).5  The  primary 
motivation  for  such  quick  action  came 
from  Milwaukee’s  measles  outbreak 
of  1989-1990  which,  as  of  this  writing 
has  grown  to  more  than  1,000  cases. 

The  following  description  and 
analysis  of  our  recent  experience  is 
offered  in  the  belief  that  much  about 
measles  needs  to  be  reconsidered. 


Methods 

Measles  is  a reportable  disease.  The 
Milwaukee  Health  Department 
(MHD)  receives  reports  of  suspected 
measles  cases  from  local  physicians, 
schools,  parents,  etc,  on  an  ongoing 
basis  and  identifies  additional  cases 
by  tracing  contacts  of  reported  cases. 
Each  suspected  case  is  investigated 
by  a city  or  state  employed  health 
worker  and  documented  according 
to  the  elements  contained  on  the 
standard  Measles  Case  Follow-up 
Form.  A case  is  considered  confirmed 
only  with  a positive  Indirect 
Fluorescent  Antibody  Test  for  rubeola 
is  obtained  or  when  it  meets  the 
standard  CDC  clinical  case  definition: 
a fever  of  38*  C or  higher  ( >101*  F), 
if  measured;  a generalized 
macularpapular  rash  lasting  3 or  more 
days;  and  at  least  one  of  the  following: 
cough,  coryza  or  conjunctivitis.  Only 
confirmed  cases  are  reported  in  this 
study.  For  the  sake  of  consistency, 
except  where  noted,  only  City  of 


Year 

Fig  l.-Measles  cases  reported  by  year  in  the  United  States. 
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Fig  2.-Measles  cases  reported  by  week  in  Milwaukee,  January  1989-March  1990. 


Milwaukee  resident  cases  are 
included,  although  a certain  number 
of  suburban  cases  have  been  clearly 
associated  with  the  outbreaks  in 
question.  Confirmed  cases  occurring 
during  1989,  (and  for  some  analyses, 
those  reported  and  confirmed  during 
the  first  3 months  of  1990)  were 
analyzed  with  regard  to  demographic 
and  epidemiological  characteristics, 
as  well  as  severity  of  illness,  health 
insurance  and  health  care  services. 

A survey  of  local  hospitals 
produced  data  on  persons  with 
measles  who  were  treated  as 
inpatients.  Hospital  cost  figures  are 


based  on  average  daily  charges  at 
Children’s  Hospital  of  Wisconsin 
excluding  physicians’  fees.  Various 
data  were  collected  at  MHD 
community  vaccination  sites  serving 
the  general  public.  A telephone  survey 
of  measles  cases  in  children  aged  1 to 
4 years  old  was  performed  jointly  by 
a CDC  field  team  and  city  and  state 
health  workers. 

Results 

During  1989,  635  cases  of  measles 
were  confirmed  among  city  of 
Milwaukee  residents.  According  to 
the  Wisconsin  Division  of  Health,  the 


number  for  the  entire  state  was  821. 
From  Jan  1 to  March  19,  1990,  288 
additional  cases  of  measles  have  been 
confirmed  within  the  city  of 
Milwaukee. 

The  majority  of  cases  in  the  city  of 
Milwaukee  during  1989  were 
associated  with  two  major  outbreaks. 
The  first  (outbreak  I)  occurred  in  late 
spring  and  early  summer  and  was 
centered  at  a private  Catholic  school 
on  the  city’s  western  edge.  The  second 
and  larger  outbreak  (outbreak  II) 
began  in  late  September  1989,  ran 
through  the  winter  of  1989-1990  and 
continues,  although  at  a slow  rate,  at 
the  time  of  this  writing.  A number  of 
individual  cases  introduced 
sporadically  throughout  the  year  were 
not  associated  with  subsequent 
transmission.  The  city  cases  are 
described  temporally  in  Figure  2 and 
geographically  (for  the  second 
outbreak  only)  in  Figure  3. 

For  all  city  of  Milwaukee  residents 
with  confirmed  measles  in  1989, 14.6% 
were  less  than  1 year  old,  43.9%  were 
14  years  old,  21.3%  were  5-9  years 
old,  9.9%  were  10-14  years  old,  5.2% 
were  15-18  years  old  and  5.9%  were  18 
years  old  or  older.  A comparison  of 
the  two  outbreaks  is  made  in  Table  1. 


OCTOKJt  19*1  KCBK)  19M  m*CM  1M 

Fig  3. -Cumulative  cases  of  measles  occurances  in  Milwaukee  and  suburbs  from  September. 
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The  average  length  of  stay  was 
4.85  days,  with  a range  of  1-29  days. 
The  average  cost  per  admission  per 
patient  was  $9,936.  Severity  of  illness 
as  reflected  in  unhospitalized  cases, 
hospitalized  cases  and  deaths  is 
presented  by  age  in  Table  2.  Infants, 
preschoolers  and  probably  adults  are 
more  likely  to  have  severe  disease 
than  the  school-age  child.  The  risk  of 
hospitalization  for  each  age  group  is: 
infant  (younger  than  1 year),  35%; 
preschool  (14  years),  31%;  school 
age  (15-19  years),  15%;  and  adult  (20 
years  or  older) , 30%. 

The  relative  risk  of  hospitalization 
for  infants,  preschoolers  and  adults 
compared  to  school-age  children  is: 
infant,  2.3/1,  p=0.001;  preschool,  2.0/ 
1,  p=0.0001;  and  adult,  2.0/1,  p=N.S. 

The  three  patients  who  died  were 
black,  inner-city  children  receiving 
Aid  to  Families  with  Dependent 
Children.  They  were  a 7-month-old 
male,  a 13-month-old  female  and  a 20- 
month-old  female.  All  were 
unvaccinated.  The  two  girls  died  of 
secondary  upper  airway 
complications  (tracheo-bronchitis 
with  probable  obstruction).  The  boy 
died  of  a respiratory  syncytial  virus 
pneumonia  superimposed  on 
resolving  measles.  Prior  to  this 
outbreak  the  last  measles-related 
death  in  Wisconsin  occurred  in  1977. 
During  the  measles  outbreak  of 1980, 
in  which  1024  cases  were  recorded, 
there  were  no  deaths  and  only  11 
hospital  admissions.  After  adjustment 
for  age,  the  case  hospitalization  rate 
for  the  current  measles  outbreak  is 
16  times  the  1980  rate. 

Data  on  access  to  and  use  of  health 
care  services  among  persons  with 
measles  and  the  general  public  who 
sought  out  prophylaxis  was  collected 
in  various  ways.  The  telephone  survey 
of  cases  ages  1 to  4 years  old  showed 
85%  receiving  public  assistance  and 
83%  enrolled  in  HMOs.  Among  HMOs 
enrollees,  67%  of  cases  were 
unvaccinated,  30%  regularly  used 
emergency  rooms  for  primary  care. 
Of  a sample  of  1,000  consecutive 
individuals  immunized  during  the 


outbreak  by  Milwaukee  Health 
Department  outreach  efforts,  55% 
were  HMO  enrollees,  23%  had  private 
insurance  (which  generally  does  not 
cover  vaccinations),  18%  had  no 
insurance,  and  2%  had  straight  Title- 
19.  Thirty-seven  of  those  who  were 
uninsured  or  under-insured  had  no 
personal  physician.  Twenty-five 
percent  of  the  HMO  enrollees 
reported  having  no  personal 
physician. 

Discussion 

Milwaukee’s  experience  with  measles 
in  1989-1990  is  notable  for  the  size  of 
the  second  outbreak,  the  severity  of 
so  many  of  the  cases,  and  for  the 
large  number  of  children  who  should 
have  been  vaccinated  but  were  not. 
Outbreak  control  was  hampered  by 
missed  diagnoses  and  non-reporting 
or  delayed  reporting  of  cases.  The 
single  factor  most  responsible  for  the 
large  number  of  cases,  however,  was 
probably  the  low  immunization  rate 
of  preschool-age  children.  Physicians 
and  public  health  clinics  share  part  of 
the  responsibility  for  this.  Too  many 
still  miss  chances  to  vaccinate  their 


patients.  Clearly  the  message, 
recently  reiterated  by  the  CDC,  that 
mild  illness,  even  with  low  grade  fever, 
is  not  a contraindication  to  vaccination 
requires  more  marketing.6 

In  addition,  a few  physicians 
candidly  discussed  with  one  of  the 
authors  of  this  paper  that  they  hesitate 
or  even  decline  to  vaccinate  Title-19 
(usually  HMO)  insured  patients  out 
of  fear  of  inadequate  or  excessively 
delayed  reimbursement  An  ongoing 
MHD  survey  of  local  HMO 
reimbursement  rates  has  not  revealed 
any  cases  of  reimbursement  below 
cost  but  delayed  payments  do  seem 
to  cause  cash  flow  problems  for  some, 
especially  the  solo  or  small  group 
practitioner.  There  are  also  non- 
economic disincentives  to 
vaccination,  such  as  increasing  paper 
work,  a poorly  informed  and 
apprehensive  public,  and  litigation  as 
exemplified  by  the  advertisement  (Fig 
4)  that  appeared  in  a local  paper  in 
mid-outbreak.  Perhaps  most 
importantly,  it  is  the  perception  of  the 
authors  that  fewer  physicians  serve 
the  central  city  population  or  accept 
medicaid  patients  than  in  years  past. 


Table  l.-Comparison  of  two  outbreaks  of  measles  in  Milwaukee,  1989-1990. 


Outbreak  I Outbreak  II 


Total 

31 

100.0% 

588 

100.0% 

Age 

<1 

1 

3.2% 

88 

15.0% 

1-4 

2 

6.5% 

269 

45.7% 

5-9 

0 

0.0% 

134 

22.8% 

10-14 

2 

6.5% 

61 

10.4% 

15-18 

25 

80.6% 

9 

1.5% 

>18 

1 

3.2% 

27 

4.6% 

Race 

white 

31 

100.0% 

25* 

9.9% 

black 

0 

0.0% 

220* 

87.3% 

other 

0 

0.0% 

7* 

2.8% 

vaccinat  ed* 

21 

67.7% 

33* 

35.5% 

unvaccinated 

10 

32.3% 

60* 

64.5% 

hospitalizations 

1 

3.2% 

153 

26.0% 

deaths 

0 

0.0% 

3 

0.5% 

‘partial  sample 
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Tabl  e 2.-Severit  y of  il  1 ness  in  Mil  waukee  measl  es  out  break  II,  1989-1990. 


Unhospitalized  Hospitalized  Deaths 


Total 

435 

100.0% 

153 

100.0% 

3 

100.0% 

<1 

57 

13.1% 

31 

20.3% 

1 

33.3% 

1-4 

186 

42.8% 

83 

54.2% 

2 

66.7% 

5-19 

176 

40.5% 

32 

20.9% 

0 

0.0% 

>20 

16 

3.7% 

7 

4.6% 

0 

0.0% 

The  role  of  HMOs  is  complex  and, 
in  some  respects,  contradictory. 
Although  4 1%  of  the  more  than  20,000 
individuals  immunized  free  of  charge 
by  the  Milwaukee  Health  Department 
had  no  insurance  or  insurance  that 
did  not  cover  immunizations  and  thus 
were  the  target  group,  55% were  Title- 
19  HMO  enrollees  with  full  insurance 
coverage  for  preventive  care, 
including  immunizations.  This, 
coupled  with  the  fact  that  among 
HMO  enrollees  who  contracted 
measles  67%  were  not  appropriately 
immunized  for  age,  suggests  a gap 
between  the  disease  prevention  or 
health  maintenance  philosophy  and 
local  practice. 

The  HMOs  correctly  argue  that 
the  second  dose  of  MMR  was  not 
funded  under  their  current  contracts 
with  the  state  Medicaid  system.  Also, 
admittedly,  the  poor  on  public 
assistance  are  a difficult  group  to 
access.  Nevertheless,  considering  the 
extremely  high  morbidity  and 
mortality  rates  associated  with  the 
measles  outbreak  and  the  attendant 
costs  (more  than  $1.5  million  in 
hospitalization  costs  for  1989  alone)  * 
it  was  clearly  in  the  economic  interest 
of  the  HMOs  to  aggressively  pursue 
immunizing  their  high  risk  clients. 
Yet,  only  one  of  six  Milwaukee  HMOs 
(Family  Health  Plan)  expended 
significant  new  resources.  By 


* 153  hospitalizations  X $9,936 
average  cost  per  patient. 

**  11,000  vaccines  X $28  per 
vaccine. 


February  1990,  the  MHD  had  stepped 
in  and  vaccinated  approximately 
11,000  HMO  clients  free  of  charge. 
This  saved  the  HMOs  a minimum  of 
$300,000**  and  probably  at  least 
double  that  amount  if  charges  for 
routine  physicians  visits  are  factored 
in.  Had  the  HMOs  expended  as  much 
up  front  in  September  1989  when  they 
were  first  warned  of  the  epidemic, 
much  of  their  hospitalization 
expenses  may  have  been  avoided. 

Conclusion 

In  summary,  despite  prevention 
efforts  to  date,  there  are  two  types  of 
measles  outbreaks  that  continue  to 
occur  in  the  United  States.2  The  two 
types  of  outbreaks  appear  to  be 
governed  by  different  rules  and 
certainly  have  markedly  different 


outcomes  if  judged  by  the  Milwaukee 
experience  of  1989-1990.  Our  first 
outbreak  took  place  among  relatively 
healthy  and  well  vaccinated  high 
school  students.  It  proved  fairly  easy 
to  control.  The  school-wide  attack 
rate  was  only  3%,  similar  to  the 
predicted  susceptible  rate  of  about 
5%  for  a fully  immunized  population.7 
Only  one  person  was  hospitalized  and 
there  were  no  deaths. 

The  second  outbreak  involved 
predominately  preschool-age 

children,  who  were  mostly 
unimmunized  and  coming  from 
disadvantaged  economic 

circumstances.  The  hospitalization 
rate  was  an  astounding  26%.  This 
compares  to  a rate  of  1%  during  the 
last  big  measles  outbreak  in 
Milwaukee  in  1980.  Although  some 
admissions  may  have  been 
unnecessary,  the  result  of  physicians 
being  unfamiliar  with  treating 
measles,  the  high  hospitalization  rates 
of  recent  outbreaks  in  Chicago, 
Houston  and  Los  Angeles  (34%,  15%, 
and  36%  respectively)  are  similar  to 
the  Milwaukee  experience.8  The  case 
fatality  rates  of  the  four  cities  cited 
(0.3%  to  1.4%)  are  closer  to  Third 
World  statistics  (1%  to  5%)  than  that 
traditionally  expected  in  the  United 
States  (,03%).9'10 


Fig  4. -An  advertisement  from  the  Milwaukee  Journal,  Nov  19,  1989. 
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Why  were  the  outcomes  of  the  two 
outbreaks  so  markedly  different? 
Clearly  age  matters.  But,  even  after 
age  standardization,  large  differences 
persist.  Not  only  measles  but  overall 
mortality  rate  comparisons  between 
black  and  white  infants  and  children 
in  Milwaukee  suggest  the  existence 
of  a medically  vulnerable  “urban 
underclass”  that  is  not  being  protected 
by  traditional  means.11 
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Sexual  assault  evidence  collection 


Sharon  Tucker,  RN,  BSN,  Eau  Claire;  Linda  E.  Ledray,  RN,  PhD,  FAAN, 
Minneapolis;  and  Joan  Stehle  Werner,  RN,  MSN,  DNS,  Eau  Claire 

The  evidentiary  exam  following  sexual  assault  provides  crucial  evidence 
that  can  be  used  by  the  prosecuting  attorney  to  obtain  a conviction  in  sexual 
assault  cases.  Evidence  is  collected  for  three  purposes:  to  corroborate  the 
use  of  force;  to  corroborate  that  recent  sexual  contact  occurred;  and  to 
identify  the  perpetrator.  Relatively  few  assailants  (4%)  go  to  jail  for  rape.  To 
a great  extent  this  is  because  of  a lack  of  corroborating  evidence  and 
misinterpretation  of  this  lack  of  evidence  by  police,  courts,  and  jurors.  This 
paper  presents  the  results  of  a study  to  determine  the  likelihood  of 
obtaining  corroborating  evidence  of  recent  coitus  along  with  an  explanation 
of  what  negative  results  mean.  Based  on  the  results,  recommendations  are 
presented  for  sexual  assault  evidence  collection  in  emergency  departments. 
Wis  Med  J 1990;89(7):407-411. 


In  November  1989  there  were  37 
reported  forcible  rapes  in 
Minneapolis,  a 68%  increase  over 
November  1988. 1 Unfortunately, 
arrests  and  prosecutions  for  rape  have 
not  kept  pace.  In  November  1989  there 
were  14  arrests,  which  represent  only 
a 14%  increase  over  the  number  of 
arrests  in  November  1988.  As  of  Dec 
1, 1989,  there  were  593  forcible  rapes 


reported  for  the  year  in  Hennepin 
County.1  Only  180  of  these  cases  were 
reviewed  by  the  county  attorney’s 
office.  Of  those,  43  plead  guilty,  23 
cases  were  denied  and  19  went  or  will 
go  on  trial  (trial  results  are  not  yet 
known).  At  most,  if  all  19  cases  are 
found  guilty,  an  unlikely  event,  only 
10%  of  the  reported  rapists  will  either 
plead  or  be  found  guilty. 


National  surveys  have  found  that 
only  one  in  four,  to  one  in  ten  women, 
who  are  raped  ever  report  the  crime. 
Nationally  if  all  rapes  are  included  4% 
is  the  most  widely  accepted  rate  of 
prosecution  for  forcible  rape.2 

Three  types  of  evidence  are 
necessary  to  prove  a rape  occurred. 
First,  there  must  be  evidence  that 
force  or  coercion  was  used  and  the 
sexual  contact  was  against  the 
woman’s  will.  Secondly,  there  must 
be  evidence  indicating  who  the 
assailant  was.  Last,  there  must  be 
evidence  that  sexual  contact  actually 
occurred  within  the  specified  time 
frame. 

The  sexual  assault  evidentiary 
exam  conducted  in  the  emergency 
room  provides  evidence  related  to  all 
three  areas.  This  paper  will  briefly 
review  the  factual  base  in  the  first  two 
areas,  then  focus  on  a study  of  findings 
in  the  third  area,  evidence  to 
demonstrate  that  recent  sexual 
contact  occurred.  For  the  purpose  of 
this  paper,  rape  and  sexual  assault 
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are  used  interchangeably  and  refer  to 
any  type  of  sexual  contact  without 
consent,  between  two  or  more  people, 
involving  the  sex  organs  of  one  or 
both  including  penetration,  however 
slight,  of  the  vagina,  mouth,  or  anus 
by  a hand,  penis  or  any  other  object. 
Proof  of  force  or  coercion 
During  the  evidentiary  exam,  the  use 
of  force  is  substantiated  by 
documentation  of  physical  injuries, 
including  photographing  injuries,  as 
well  as  by  the  collection  of  clothing 
tom  or  soiled  in  a struggle.  Any 
statements  the  woman  makes  related 
to  the  threat  of  physical  harm  or 
coercion  are  documented  on  the 
record. 

If  the  presence  of  injury  is  used  to 
show  force,  does  it  then  follow  that 
the  absence  of  injuries  indicates  no 
force  was  used  and  the  woman 
consented?  This  is  the  strategy  used 
by  defense  attorneys.  They  routinely 
suggest  that  “most”  rape  victims 
sustain  injuries,  therefore,  lack  of 
injuries  indicates  no  rape  occurred, 
and  sexual  contact  was  by  consent 

A retrospective  review  of  98 
consecutive  adult  sexual  assault  cases 
reported  to  the  Sexual  Assault 
Resource  Service  (SARS)  in 
Minneapolis  was  completed  to 
determine  the  likelihood  that  a rape 
victim  was  injured  as  a result  of  sexual 
assault.  Fewer  than  one  third  (27%) 
had  even  minor  injuries,  including 
cuts,  scratches,  or  bruises.  Only  3% 
had  injuries  requiring  treatment,  and 
fewer  than  1%  were  injured  sufficiently 
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to  require  hospital  admission.3These 
findings  are  consistent  with  those  of 
Cartwright4  who  found  that  46%  of 
440  rape  victims  sustained  non-genital 
injuries,  16%  sustained  genital  trauma, 
and  less  than  1%  sustained  injuries 
requiring  hospitalization.  Likewise, 
Hicks5  found  only  that  8%  of  the  rape 
victims  seen  in  a Miami  emergency 
department  had  physical  injuries,  and 
only  1%  were  injured  seriously  enough 
to  require  hospitalization. 

The  lack  of  injury  or  physical 
trauma  is  likely  true  because 
intimidation  alone,  with  or  without  a 
weapon,  is  often  sufficient  to  keep  the 
victim  from  struggling.  While  the 
woman  may  feel  fortunate  not  to  have 
physical  injuries,  this,  ironically,  may 
later  be  used  against  her  if  the  case 
goes  to  court. 

Identification  of  the  assailant 

Evidence  used  to  identify  the  assailant 
includes  public  hair  combings,  which 
may  supply  hair  belonging  to  the 
assailant.  Hair  length  and  color  is 
compared  to  the  suspect’s  hair.  Hair 
follicles  provide  conclusive  identifying 
evidence,  as  the  follicle  is  similar  to  a 
fingerprint 

Evidence  also  is  collected  to 
identify  the  assailant’s  blood  group.  It 
has  been  well  established  that  80%  of 
all  men  and  women  are  secretors.  All 
body  fluids  of  secretors  contain  the 
same  ABO  antigen  found  in  their 
blood.  Thus,  if  any  of  the  assailant’^ 
body  fluid  can  be  collected,  and  if  he 
is  a secretor,  his  blood  group  can  be 
identified.  Vaginal  swabs  are  thus 
analyzed  for  seminal  fluid. 

The  primary  limitation  of  this 
evidence  is  that  is  only  conclusive  in 
ruling  out  a suspect  by  concluding 
that  his  blood  group  is  different  than 
that  identified  from  the  sample 
collected.  If  a suspect’s  blood  group 
is  the  same  as  that  found  in  the  victim’s 
specimen,  the  evidence  is 
inconclusive.  If  the  seminal  fluid  from 
the  victim’s  specimen  identifies  blood 
group  of  the  assailant  as  A,  for 
instance,  and  the  suspect’s  blood  type 
is  also  A,  it  can  only  be  concluded  that 


he  could  be  the  assailant  (since  42% 
of  the  population  have  type  A) . If  the 
evidence  and  the  blood  type  of  the 
assailant  are  both  AB,  since  only  5% 
of  the  population  shares  this  blood 
type  the  evidence  is  more  convincing, 
but  still  inconclusive. 

In  September  1989,  Hennepin 
County  began  collecting  blood  and 
semen  specimens  that  will  provide 
the  most  conclusive  evidence  yet 
linking  a suspect  to  the  crime.  This 
evident  will  be  used  to  identify  the 
DNA  pattern  of  the  assailant.  The 
DNA  fingerprinting  test  was  first  used 
to  identify  and  convict  a rapist  in 
Britain.  It  was  used  first  in  the  United 
States  in  1987  in  a rape  trial  in  Orlando, 
Fla.6  Few  Forensic  laboratories  now 
have  the  equipment  necessary  for 
this  analysis.  Because  it  is  conclusive, 
however,  it  will  likely  soon  become 
routine,  once  legalities  have  been 
resolved. 

Proof  of  recent  sexual  contact 
A variety  of  markers  are  used  to 
establish  that  recent  coitus  occurred. 
They  include  the  presence  of  motile 
or  non-motile  sperm  in  the  vagina, 
anus,  mouth,  or  on  the  skin,  and  the 
level  of  acid  phosphatase  in  the  same 
areas. 

A number  of  studies  have  been 
conducted  to  determine  the  likelihood 
of  obtaining  positive  indication  of 
these  markers  following  coitus. 
Factors  affecting  the  likelihood  of 
positive  results  include  the  following: 
length  of  time  between  coitus  and 
collection  of  specimens;  possibility 
that  the  assailant  is  sexually 
dysfunctional  or  had  a vasectomy; 
number  of  assailants  involved  who 
may  have  ejaculated;  whether  the 
assailant  ejaculated  in  or  on  the  victim; 
whether  the  woman  bathed,  douched, 
or  had  a bowel  movement  since  the 
assault;  and/or  consenting  sexual 
intercourse  within  72  hours  of  the 
evidentiary  exam. 

In  a sexually  functional  non-rape 
sample  population  (N»15)  where 
vaginal  ejaculation  was  known  to  have 
occurred,  Soules,  et  al,7  found  100% 
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sperm  recovery  during  the  first  24 
hours.  With  a similar  volunteer 
sample  (N=980),  Silverman8  found 
65%  vaginal  sperm  recovery  during 
the  first  24  hours  post  coitus.  Other 
studies  have  resulted  in  slightly  lower 
percentages.  Randall9  recovered 
sperm  in  only  25%  of  a sample  of  542 
volunteers  during  the  first  24  hours 
post  coitus.  While  sperm  has  been 
found  in  the  cervix  up  to  17  days  after 
coitus  it  is  rarely  found  beyond  72 
hours.10 

Finding  motile  sperm  is  even  more 
unlikely.  Soules7  reported  finding 
motile  sperm  vaginally  in  only  half  of 
their  15  volunteers  beyond  three 
hours  post  coitus.  Greydanus10  found 
no  motile  sperm  after  12  hours  in  the 
vaginal  vault.  Moreover,  sperm  may 
be  absent  in  men  who  have  had 
vasectomies  or  who  are  aspermatic 
due  to  sexual  dysfunction.  Groth11 
found  only  32  or  69  sexual  assault 
cases  they  reviewed  showed  presence 
of  sperm.  They  also  indicated  34%  of 
170  convicted  rapists  had  clear 
evidence  of  sexual  dysfunction  during 
rape. 

In  addition  to  sperm,  acid 
phosphatase,  an  enzyme  found  in  high 
levels  in  seminal  fluid,  is  measured  to 
substantiate  recent  sexual 
intercourse.  While  low  levels  of  acid 
phosphatase  might  normally  be  found 
in  the  vagina,  the  presence  of  acid 
phosphatase  in  higher  levels  is 
considered  conclusive  legal  evidence 
that  penile  penetration  occurred . The 
level  of  acid  phosphatase  in  the  vagina 
also  may  be  used  to  estimate  the  time 
interval  between  the  most  recent 
coitus  and  examination.12  The  greatest 
problem  with  acid  phosphatase  is  that 
each  laboratory  uses  a different 
substrate  resulting  in  different 
concentrations.  Therefore,  levels  that 
are  considered  positive  or  negative 
vary  from  one  laboratory  to  another 
and  results  cannot  be  easily 
compared. 

Acid  phosphatase  levels  have  been 
shown  to  decrease  rapidly  over  time 
following  coitus.  Findley13  reported 
elevated  vaginal  levels  up  to  72  hours 


post  coitus,  while  Soules7  reported 
no  positive  vaginal  findings  beyond 
36  hours.  Most  sources,  however, 
corroborate  thatvaginal  levels  of  acid 
phosphatase  conclusive  of  recent 
coitus  are  obtained  during  the  first  8 
to  12  hours  and  that  after  48  hours 
most  specimens  are  consistent  with 
normal  vaginal  acid  phosphatase 
levels.12-13 

Sexual  Assault  Resource  Service 
In  June  1989,  it  was  noted  that  while 
the  Sexual  Assault  Resource  Service 
(SARS)  protocol  required  sperm  and 
acid  phosphatase  specimens  be 
collected  from  all  involved  orifices  up 
to  36  hours  post  rape,  most  of  the 
specimens  were  negative.  This  was 
especially  true  of  specimens  collected 
from  the  anal  and  oral  orifices.  This 
36-hour  cutoff  point  had  traditionally 
been  used  for  all  orifices,  based  on 
the  already  described  vaginal  data. 
Since  it  appeared  there  was 
considerable  variance  in  specimens 
collected  from  different  sources,  this 
practice  appeared  outdated. 

In  addition,  analysis  of  specimens 
is  expensive  and  the  collection 
procedure  is  unpleasant  for  the  victim. 
Moreover,  negative  results  were 
being  used  against  victims  in  court 
by  defense  attorneys  who  presented 
negative  results  to  demonstrate  that 
no  rape  occurred. 

This  study  was  undertaken  to 
provide  data  specific  to  each  involved 
orifice.  Findings  could  then  be  used 
to  reevaluate  the  protocols  and  more 
specifically  determine  when 
specimens  should  be  collected  from 
each  orifice.  The  results  would  also 
provide  useful  information  for 
testifying  in  court  cases.  The  purpose 
of  the  study,  therefore,  was  to 
determine  the  likelihood  of  obtaining 
positive  sperm  and  acid  phosphatase 
results  as  a function  of  the  orifice 
involved  and  the  time  interval  between 
sexual  assault  and  specimen 
collection. 

Methods  and  results 

A retrospective  review  of  laboratory 


results  was  completed  for  1007  cases. 
This  review  included  all  sexual  assault 
evidentiary  examinations  at  Hennepin 
County  Medical  Center  between 
March  1985  and  February  1989. 
Confidential  data  were  transformed 
into  anonymous  data,  which  were 
analyzed  using  frequencies  and 
percentages. 

Sample  description.  Of  the  1007 
reported  rape  cases  reviewed,  219 
included  vaginal  penetration,  369  oral 
sexual  assault,  and  210  anal 
penetration.  Multiple  orifices  were 
often  involved.  In  111  cases  all  three 
orifices  were  involved,  vaginal  and 
oral  involvement  occurred  in  184 
cases,  vaginal  and  anal  orifices  were 
involved  in  68  cases  and,  anal  and  oral 
involvement  occurred  in  12  cases.  Of 
the  total,  781  (74%)  were  examined  in 
the  emergency  department  in  6 or 
fewer  hours  after  the  rape.  Ninety- 
three  percent  (934)  were  examined 
within  12  hours,  and  994  (99%)  were 
examined  within  17  hours.  Exams 
were  completed  up  to  48  hours  after 
the  rape. 

Two  percent  of  the  women  involved 
were  pregnant  Sixteen  percent  were 
found  to  have  a sexually  transmitted 
disease  (chlamydia,  7%;  syphilis,  1%; 
vaginal  gonorrhea,  5%;  anal 
gonorrhea,  2%;  and  oral  gonorrhea, 
1%).  Eighteen  percent  had  blood 
alcohols  of  .10  or  greater,  which  in 
Minnesota  would  indicate  they  were 
legally  intoxicated  at  the  time  of  the 
assault. 

Cases  positive  for  sperm.  The  sperm 
was  considered  positive,  indicating 
recent  sexual  contact  had  occurred, 
if  any  intact  sperm  or  sperm  heads 
were  identified.  Of  the  369  cases  with 
oral  involvement,  sperm  was  found  in 
only  three  cases  (1%).  All  of  the 
positive  specimens  were  collected 
within  3 hours  of  the  rape.  Of  the  210 
cases  with  anal  involvement,  sperm 
was  found  in  only  four  cases  (2%). 
These  exams  were  completed  within 
4 hours  of  rape.  In  111  cases  where 
skin  specimens  were  taken,  12  (19%) 
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were  positive  for  sperm.  All  but  two  of 
these  women  were  examined  within 
4 hours.  Eight  hours  was  the  longest 
time  between  the  assault  and  positive 
sperm  specimen  collection  from  skin. 
Of  the  919  examinations  with  vaginal 
involvement  344  (37%)  were  positive 
for  sperm.  Of  these,  the  majority  (263) 
were  examined  within  5 hours  of  the 
rape  or  less,  and  317  were  examined 
in  12  hours  or  less.  One  of  the  positive 
specimens  was  collected  39  hours 
after  the  rape,  and  she  more  were 
collected  more  than  20  hours  after 
the  rape. 

Cases  positive  for  acid  phosphatase. 
Acid  phosphatase  specimens 
analyzed  at  the  Hennepin  County 
Medical  Center  laboratory  were 
diluted  with  a substrate  of 
thymolphthalein  monophosphate. 
Using  this  substrate,  normal  vaginal 
secretions  have  acid  phosphatase 
levels  below  five.  Levels  of  seven  or 
below  were  considered  inconclusive. 
Acid  phosphatase  levels  between  7 
and  50  were  considered  highly 
suggestive  of  coitus  within  the  past 
36  hours.  Moreover,  a level  of  50  or 
more  was  considered  to  confirm 
recent  coitus. 

For  the  362  women  in  which  oral 
acid  phosphatase  specimens  were 
collected  only  two  were  positive  at 
the  50  or  greater  level.  A total  of  40 
(11%),  however,  were  positive  at  a 
level  of  7 or  above.  Of  the  anal 
specimens,  she  were  positive  for  acid 
phosphatase  at  the  level  of  50  or 
greater,  and  27  were  7 or  greater.  The 
positive  rate  was  higher  in  the  skin 
specimens  collected.  Of  these,  23 
were  positive  at  the  50  or  greater 
level  and  a total  of  72  (43%)  were 
positive  at  the  7 or  greater  level. 

The  most  conclusive  results 
regarding  acid  phosphatase  were 
obtained  with  the  vaginal  specimens. 
Of  the  919  vaginal  acid  phosphatase 
specimens  collected,  a total  of  566 
(62%)  were  positive  at  a level  of  7 or 
greater.  Of  these,  68%  of  the  positive 
specimens  were  collected  within  5 
hours  or  less,  and  88%  of  the  positive 


specimens  were  collected  within  12 
hours  or  less.  Results  at  the  50  or 
greater  level,  however,  were  found  as 
long  as  36  hours  after  the  rape. 

Results 

The  results  of  this  study  indicate  the 
most  meaningful  overall  source  of 
specimens  is  the  vaginal  orifice,  and 
the  test  most  likely  to  result  in  positive 
confirmation  of  recent  coitus  is  acid 
phosphatase.  While  positive  results 
were  obtained  up  to  36  hours  after 
the  rape  with  vaginal  acid  phosphatase 
specimens,  the  results  are  most  likely 
to  be  positive  if  collected  during  the 
first  5 hours  and  least  likely  to  be 
positive  when  collected  beyond  12 
hours  after  the  rape.  The  next  most 
likely  site  to  result  in  positive  acid 
phosphatase  specimens  was  the  skin. 
The  sites  where  it  was  most  unlikely 
that  positive  acid  phosphatase 
specimens  would  be  obtained  were 
the  anal  and  oral  orifices. 

Significance.  The  results  of  this  study 
indicate  the  importance  of  obtaining 
specimens  as  soon  as  possible 
following  a sexual  assault.  Even  in 
the  busy  emergency  department  it  is 
important  that  the  rape  victim  be 
examined  as  soon  as  possible.  Even 
though  she  may  not  have  apparent 
life  threatening  injuries,  obtaining 
positive  specimens  that  confirm  a 
recent  sexual  assault  all  too  often 
may  make  the  difference  between 
the  assailant  being  charged  and 
convicted  or  going  free. 

These  results  also  indicate  the 
importance  of  obtaining  acid 
phosphatase  skin  specimens.  Once 
the  secretions  have  dried  on  the  skin 
the  deterioration  process  slows. 
Unlike  the  moist,  hostile  environment 
of  the  mouth  and  anus,  skin  specimens 
are  thus  more  likely  to  remain  positive. 

Recommendations 
Based  on  the  findings  of  this  study,  it 
is  recommended  that  only  vaginal 
and  skin  specimens  be  analyzed  for 
sperm  or  acid  phosphatase  beyond  5 
hours  after  the  assault,  whenever 


there  are  multiple  orifices  involved 
and  the  vagina  is  one  of  the  involved 
orifices.  Every  effort  should  also  be 
made  to  inform  the  community  of  the 
importance  of  getting  the  victim  to 
the  emergency  department  as  soon 
as  possible  in  order  to  improve  the 
likelihood  of  obtaining  meaningful 
results.  This  is  especially  true  for 
police  who  transport  rape  victims  to 
the  hospital.  SARS  found  that  67%  of 
the  women  examined  are  brought  to 
the  emergency  department  by  the 
police.3 

Hennepin  County,  Minnesota,  has 
responded  to  the  urgency  in  providing 
timely  evidentiary  exams  by  training 
sexual  assault  nurse  clinicians  who 
complete  the  entire  examination.  This 
has  substantially  reduced  the  delay 
previously  encountered  in  a busy 
emergency  department  when  the 
physician  is  not  available.  It  also  has 
substantially  reduced  the  likelihood 
of  the  physician  being  subpoenaed  to 
testify  in  court.  Except  in  rare  cases 
where  the  physician  is  called  to  testify 
about  major  injuries,  it  is  the  nurse 
clinician  who  collected  the  specimens 
who  is  subpoenaed  when  a case  goes 
to  court 

The  results  of  the  study  also 
provide  useful  information  when  the 
nurse  or  physician  is  questioned  in 
court  about  the  meaning  of  negative 
results.  The  findings  indicate  that 
negative  results  do  not  mean  there 
was  not  recent  sexual  contact  On  the 
contrary,  negative  results  are  the 
norm,  especially  in  cases  where  there 
has  been  more  than  a 5-hour  delay  in 
specimen  collection. 
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Learning  to  walk  for  Pete  took  a special  kind  of  strength  and  determination.  Plus 
the  help  of  a lot  of  dedicated  professionals.  Nobody  was  happier  when  Pete 
walked  out  on  them.  Except  maybe  Pete.  Support  Easter  Seals. 

Give  The  Power  To  Overcome. 


Socioeconomics 


A wrap-up  of  legislative  action 


During  the  1989-1990  legislative 
session,  the  SMS  lobbied 
aggressively  on  a number  of  bills, 
while  reviewing  and  taking  positions 
on  many  fnore.  This  report  provides 
a summary  and  status  report  on  many 
of  the  session’s  bills  in  which  SMS 
had  an  interest 

AIDS  and  HIV  infection 

AIDS/HIV  initiative.  The  SMS 
supported  AB  400  which  contained  a 
number  of  provisions  concerning 
AIDS/HIV  infection  including: 
prohibition  on  discrimination  against 
persons  with  AIDS  or  who  are  HIV- 
positive by  health  care  providers  and 
health  care  facilities;  authorization 
for  HIV  testing,  without  patient 
consent,  on  blood  samples  acquired 
for  other  purposes,  when  a health 
care  worker  has  received  a significant 
exposure  and  the  patient  refuses 
consent;  requirements  for  insurance 
coverage  for  treatment  using 
investigational  new  drugs;  and  bans 
on  the  sale  of  home  test  kits  for  HIV 
infection  unless  approved  by  the  state 
epidemiologist.  AB  400  was  enacted 
and  became  1989  Wisconsin  Act  201. 

AIDS/HIV  education.  The  SMS  also 
supported  AB  461  which  established 
ADS  and  HIV  infection  and  its 
prevention  curriculum  in  schools.  The 
bill  was  enacted  in  1989  as  Wisconsin 
Act  203. 

Clinical  trials  grant  program  for  HIV. 
Under  this  grant  program,  contained 


in  the  budget  adjustment  bill  (SB  542), 
Department  of  Health  and  Social 
Services  (DHSS)  may  allocate  up  to 
$150,000  on  a 100%  matching  basis  to 
a community-based  agency  or  medical 
or  academic  institution  to  establish  a 
statewide  program  of  community- 
based  clinical  trials  of  investigational 
new  drugs  for  management  of 
individuals  who  are  infected  with  HIV. 
The  SMS  supported  inclusion  of  this 
program  in  SB  542.  The  bill  was 
enacted  in  1989  as  Wisconsin  Act 
336. 

HIV/STD  testing  in  sexual  assault. 
AB  801  authorizes  a legal  proceeding 
to  determine  whether  a defendant 
must  undergo  testing  for  HIV 
infection  or  sexually  transmitted 
disease  in  cases  where  sexual  assault 
is  alleged.  The  SMS  supported  the 
bill  based  on  recommendations  of 
the  Task  Force  on  ADS.  AB  801  died 
in  committee. 

Premium  subsidies  for  AIDS  patients. 
The  SMS  supported  AB  594 
establishing  a program  within  DHSS 
to  subsidize  insurance  continuation 
premiums  for  AIDS  patients  who  must 
quit  working  or  who  must  reduce 
their  hours  because  of  the  illness.  To 
be  eligible,  the  person  must  be  below 
200%  of  poverty,  a state  resident  and 
ineligible  for  coverage  under  another 
plan  or  program.  The  contents  of  AB 
594  were  incorporated,  by 
amendment,  into  the  budget 
adjustment  bill  (SB  542).  The  bill  was 


enacted  in  1989  as  Wisconsin  Act 
316. 


Health  care  professions 
Physical  therapy  practice.  Companion 
bills  (SB  78,  AB  124)  were  introduced 
to  authorize  physical  therapists  to 
practice  without  referral  by  a 
physician,  dentist  or  podiatrist  AB 
124  passed  in  a form  authorizing  direct 
patient  access  if  the  physical  therapist 
either  held  a masters  degree  or  was 
in  practice  at  least  two  years.  A 
compromise  proposal  was  developed 
with  SMS’  involvement  and  was 
enacted  as  part  of  the  biennial  budget 
bill,  SB  31.  Under  the  new  provisions, 
referral  for  physical  therapy  services 
is  not  required  for:  services  related  to 
athletic  activities,  conditioning,  or 
injury  prevention;  treatment  of 
patients  with  previously  diagnosed 
conditions,  if  the  diagnosing 
practitioner  is  informed  in  advance; 
and  services  defined  by  rule  by  the 
Department  of  Public  Instruction, 
provided  in  schools  to  children  with 
special  needs.  Chiropractors  are  also 
authorized  to  make  referrals  to 
physical  therapists. 

Optometry  therapeutic  drug  use. 
Legislation  was  enacted,  as  part  of 
the  biennial  budget  bill  (SB  31), 
authorizing  optometrists  to  prescribe 
or  administer  drugs  for  ocular 
therapeutic  purposes  and  to  remove 
superficial  foreign  bodies  from  the 
Continued  on  next  page 
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eye.  Optometrists  will  become 
certified  to  use  therapeutic  drugs  upon 
successfully  completing  100 
additional  hours  of  approved  study 
and  passage  of  an  examination 
approved  by  the  Optometry 
Examining  Board.  The  Department 
of  Regulation  and  Licensing  is 
authorized,  through  rule-making,  to 
establish  the  list  of  drugs  which  an 
optometrist  may  prescribe.  That  rule 
has  yet  to  be  implemented.  The  SMS 
opposed  extending  this  authority  to 
optometrists. 

Speech-language  pathologists  and 
audiologists.  Legislation  (AB  175)  was 
passed  which  establishes  practice 
definitions,  educational  requirements 
and  licensure  for  speech-language 
pathologists  and  audiologists. 
Licensure  will  be  through  the  Hearing 
and  Speech  Examining  Board  under 
the  Department  of  Regulation  and 
Licensing.  The  current  Hearing  Aid 
Dealers  and  Fitters  Examining  Board 
was  altered  to  form  the  new  board. 
The  SMS  recommended  support  for 
the  bill.  It  was  enacted  in  1989  as 
Wisconsin  Act  316. 

Respiratory  care  practitioners.  The 
SMS  supported  SB  191,  which 
establishes  practice  definitions  and 
educational  and  examination 
requirements  for  the  certification  of 
respiratory  care  practitioners. 
Certification  is  through  the  Medical 
Examining  Board.  The  bill  was 
enacted  and  became  1989  Wisconsin 
Act  229. 

Health  regulation 

Burn  injury  reporting.  SB  266  would 
require  physicians  and  other  health 
care  providers  to  report  to  local  law 
enforcement  officials  patients 
suffering  second-degree  or  third- 
degree  bums  to  at  least  5%  of  their 
body,  or  patients  with  swelling  of  the 
larynx  or  burns  to  the  upper 
respiratory  tract  due  to  inhalation  of 
superheated  air.  The  bill  intends  to 
assist  investigations  in  arson  or  child 
abuse  cases.  The  SMS  recommended 


that  the  bill  be  modified  to  require 
reporting  only  where  there  is 
reasonable  cause  to  suspect  that  the 
bum  occurred  as  the  result  of  a crime. 
The  “reasonable  cause  to  suspect” 
standard  is  currently  applied  to  laws 
requiring  reporting  of  child  abuse 
and  requiring  reporting  of  suspicious 
wounds.  SB  266  died  in  committee. 

Hospice  licensure.  AB  229  provides 
for  the  licensure,  inspection  and 
regulation  of  hospices  by  DHSS. 
Definition  of  hospice  is  contained  in 
the  bill.  Supported  by  SMS,  the  bill 
was  enacted  and  became  1989 
Wisconsin  Act  199. 

Mail  order  pharmacies.  Companion 
bills  (SB  318,  AB  621)  were  introduced 
to  regulate  out-of-state  pharmacies 
and  pharmacists  whom  dispense  a 
prescribed  drug  or  device  to  a patient 
in  Wisconsin  by  mail.  Each  bill 
requires  meeting  Wisconsin  licensing 
standards  for  both  the  pharmacy  and 
pharmacist  as  well  as  being  licensed 
in  the  state  in  which  they  operate. 
The  bills  also  require  a toll-free 
telephone  number  to  allow  for 
communication  between  Wisconsin 
patients  and  the  out-of-state 
pharmacist  SB  318  was  passed  by 
the  Senate  before  it  stalled  in  its 
Assembly  committee.  SMS  supported 
the  legislation. 

Medical  resident  work  hours.  SB  243 
was  introduced  proposing  to  limit  the 
hours  medical  residents  or  interns 
could  spend  in  training.  It  prohibits 
training  hospitals  from  scheduling 
residents  or  interns  for  more  than  80 
hours  per  week  and  for  more  than  24 
consecutive  hours.  It  also  requires 
hospitals  to  schedule  24  consecutive 
hours  of  time  off  per  week.  The 
resident  or  intern  is  similarly 
prohibited  from  working  in  other 
settings  if  the  combined  hours  exceed 
these  maximums.  SMS  opposed  SB 
243.  It  died  in  committee. 

Prescription  refills.  The  SMS 
supported  AB  684  allowing  a 


pharmacist  to  refill  a Schedule  III  or 
IV  prescription  up  to  five  times  in 
instances  where  less  than  five  were 
authorized  by  the  original 
prescription.  All  of  the  following 
conditions  must  be  met:  the 

practitioner  authorizes  the  refill;  the 
refill  is  not  more  than  the  quantity 
authorized  in  the  original  prescription; 
and  6 months  have  not  elapsed  since 
the  original  prescription  was  issued. 
The  bill  passed  the  Assembly  but 
died  in  the  Senate. 

Insurance 

Health  care  for  the  uninsured. 
Although  much  time  was  spent  by 
the  Assembly  Select  Committee  on 
Health  Care  Financing  developing  a 
state  program  for  health  insurance 
for  the  uninsured,  no  legislation  was 
enacted.  AB  476  initially  proposed  an 
employer-employee  payroll  tax  to 
provide  a funding  mechanism,  but  it 
was  deemed  too  controversial  and 
was  dropped.  The  Select  Committee 
later  adopted  a proposal  for  a state- 
funded  program  for  low-income 
uninsured,  which  died  in  the  Joint 
Finance  Committee.  Another  bill,  AB 
850,  proposed  tax  credits  to  small 
businesses  without  employer 
insurance  who  opt  for  a basic  benefit 
plan  described  in  the  bill.  That 
legislation,' which  parallels  SMS’ Task 
Force  on  the  Uninsured  proposal, 
remained  in  committee. 

HMO  financial  standards.  A bill  (SB 
143)  which  creates  additional  financial 
standards  for  HMOs  and  a separate 
account  in  the  Insurance  Security 
Fund  to  cover  HMO  insolvency,  was 
enacted  into  law.  The  bill  contained 
provisions  related  to  hold  harmless 
agreements  for  physicians  whereby 
the  physician  agrees  not  to  bill 
enrollees  for  covered  services  in  cases 
where  the  HMO  is  unable  to  pay  the 
physician  due  to  insolvency  or  for 
other  reasons.  The  SMS  successfully 
sought  changes  in  the  bill  to  assure 
full  disclosure  of  hold  harmless 
requirements  and  options,  along  with 
financial  information,  to  physicians 
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Speaker  of  the  House  Richard  Roberts,  MD,  presided  over  the  1990  House  of  Delegates. 


contracting  with  HMOs.  The  SMS 
supported  the  bill  as  modified,  which 
became  1989  Wisconsin  Act  23. 

Infertility  treatment.  Two  bills  (SB 
261,  AB  428)  were  introduced  aimed 
at  requiring  insurance  coverage  of 
procedures  for  the  diagnosis  and 
treatment  of  infertility.  Both  bills 
require  the  coverage  if  the  health 
insurance  plan  offers  maternity 
coverage.  Neither  bill  passed. 

Mammography  coverage.  AB  116 
requires  insurance  policies  to  cover 
at  least  two  examinations  of  low-dose 
mammography  performed  when  the 
woman  is  between  the  ages  of  45  to  49 
and  then  annually  thereafter.  The 
coverage  applies  when  the 
examination  is  performed  at  the 
direction  of  a physician  or  nurse 
practitioner.  This  insurance 

requirement  was  enacted  and  become 
1989  Wisconsin  Act  129. 

Liability 

Joint  and  several  liability.  A number 
of  bills  were  introduced  to  modify  the 
legal  rule  of  joint  and  several  liability. 
Under  most  of  the  bills,  a party  who 
contributes  to  an  injury  would  be 
limited  in  an  award  payment  to  his  or 
her  proportionate  share  of 

comparative  negligence.  A plaintiff 
may  currently  collect  total  damages 
against  any  individual  who  was  a party 
to  the  injury.  One  bill  (AB  151)  limited 
liability  to  the  proportionate  share  if 
it  was  less  than  25%  of  comparative 
negligence.  None  of  the  bills  were 
reported  out  of  committee.  The  SMS 
supported  elimination  of  joint  and 
several  liability. 

Noneconomic  damages.  Six  bills  were 
introduced  which  contained,  at  least 
in  part,  the  SMS-supported  provision 
to  cap  noneconomic  damages  on 
medical  liability  awards  at  $250,000. 
A majority  of  the  legislature  signed 
on  to  AB  688,  a bill  requested  by  the 
SMS.  None  of  the  bills  were  reported 
out  of  the  standing  committees  in 
either  House.  Attempts  to  attach  the 


$250,000  cap  amendment  on  bills  that 
did  reach  the  floor  ended  when  they 
were  ruled  non-germane  by  the 
presiding  officer  in  each  House.  Abill 
which  would  have  removed  the  Dec 
30,  1990,  sunset  on  the  current  $1 
million  cap  (Special  Session  AB  24) 
was  tabled  by  the  Assembly,  at  SMS’ 
urging,  after  amendments  to  lower 
the  cap  were  ruled  non-germane. 

Patients  Compensation  Fund.  AB  277 
makes  a number  of  technical  and 
administrative  changes  to  the  Patients 
Compensation  Fund  operations.  One 
of  the  more  significant  changes  is  the 
removal  of  the  current  requirement 
that  the  fund’s  assets  be  invested  in 
short-term  instruments.  Instead, 
assets  will  be  invested  in  instruments 
“appropriate  to  the  needs  of  the  fund.” 
The  fund’s  actuaries  estimate  that 
this  will  significantly  increase 
investment  earnings  and  reduce  the 
fund’s  deficit.  The  SMS  supported 
AB  277,  which  became  1989 
Wisconsin  Act  187. 

Volunteer  health  care  provider 
program.  The  SMS  recommended 


support  for  AB  822,  which  establishes 
a pilot  program  in  Brown  and  Racine 
counties  to  provide  state  liability 
protection  for  physicians,  dentists, 
optometrists  or  nurses  who  volunteer 
their  services  to  a non-profit  agency. 
Providers  could  not  currently  be 
receiving  income  from  their  practice. 
The  volunteer  provider  would  be 
limited  to  basic  services.  Surgeries, 
hospitalizations  or  emergency 
services  would  be  prohibited.  The 
bill  benefits  existing  programs 
providing  free  care  in  the  pilot 
counties.  Although  the  governor 
vetoed  this  legislation  when  it  was 
attached  to  the  biennial  budget  bill 
(SB  31),  he  did  sign  AB  822  and  it 
became  1989  Wisconsin  Act  206. 

Wrongful  death  actions.  Current  law 
authorizes  damages  for  pecuniary 
injury  from  wrongful  death  to  any 
person  entitled  to  bring  a wrongful 
death  action.  Additional  damages,  not 
to  exceed  $50,000  for  loss  of  society 
and  companionship,  maybe  awarded 
to  a close  relative  of  the  deceased. 
Legislation  (SB  110,  AB  230) 
promoted  by  the  Academy  of  Trial 


Wisconsin  Medical  Journal  *July  1990 


415 


Lawyers  sought  to  remove  the  cap  on 
loss  of  society  and  companionship. 
The  SMS  opposed  elimination  of  the 
cap.  AB  230  was  reported  out  of  the 
Assembly  Financial  Institutions  and 
Insurance,  but  neither  AB  230  nor  SB 
110  were  brought  to  the  floor  for 
passage. 

Medicare  and  Medicaid 

Medicare  assignment.  The  mandatory 
Medicare  assignment  issue  was 
considered  in  two  bills  (AB  347,  SB 
283)  as  well  as  in  biennial  budget  bill 
deliberations.  Only  AB  347  saw  any 
movement  when  the  Assembly  Aging 
Committee  voted  6 - 5 to  report  out  a 
bill  requiring  acceptance  of 
assignment  for  persons  below 
$18,000,  the  Homestead  Tax  Credit 
level.  Assembly  floor  action  further 
modified  the  bill  by  removing  all 
mandatory  assignment  aspects,  and 
instead,  directing  various  state 
agencies  to  promote  a voluntary 
assignment  program  (PartnerCare) 
to  senior  citizens.  SMS  proposed  the 
alternative  bill.  AB  347  later  passed 
the  Senate  with  some  SMS  requested 
modifications.  The  bill  has  been 
signed  by  the  governor  and  is  1989 
Wisconsin  Act  294. 

Healthy  Start  expansion.  The  SMS 
supported  legislation  to  expand 
eligibility  in  the  Healthy  Start 
Program.  Enacted  in  both  AB  644 
and  in  the  budget  adjustment  bill  (SB 
542),  pregnant  women  and  children 
up  to  age  6 whose  family  income  is 
below  165%  of  the  poverty  line  will  be 
eligible  for  benefits  under  Medical 
Assistance. 

Physician  Medicaid  reimbursement. 
During  the  biennial  budget 
deliberations,  the  SMS  actively 
supported  increases  in  physician 
Medicaid  reimbursement.  As  the 
budget  passed,  it  contained  3% 
increase  for  each  year,  the  highest  in 
several  years.  The  SMS  also  sought 
subsequent  legislation,  in  both  the 
Healthy  Start  bill  (AB  644)  and  the 
budget  adjustment  bill  (SB  542),  to 


increase  physician  reimbursement 
under  Medicaid  for  obstetric  care  and 
pediatric  care  to  approximately  75% 
of  normal  charges.  The  governor 
partially  vetoed  both  proposals  and 
instead  directed  the  DHSS  to  raise 
those  rates  to  60%  of  normal  charges. 
Subsequent  efforts  to  override  the 
vetoes  resulted  in  a pledge  from  the 
governor  to  increase  obstetric  rates 
to  65%,  effective  Jan  1,  1991,  and  to 
include  funds  in  the  next  biennial  bill 
to  raise  obstetric  and  pediatric  rates 
to  75%  of  the  charges. 

Public  health 

Breast  cancer  screening  program.  The 
budget  adjustment  bill  (SB  542) 
contains  a provision  for  allocation  of 
grant  funds  by  the  DHSS  to  providers 
of  portable  and  mobile  mammography 
services.  The  program  is  to  benefit 
women  age  40  or  over  who  reside  in 
twelve  specified  counties  with  a high 
incidence  of  breast  cancer.  This 
provision  was  enacted  in  1989 
Wisconsin  Act  336. 

Immunization  of  school  children. 
Legislation  aimed  at  strengthening 
the  immunization  requirements  for 
school  age  children  was  passed  and 
signed  into  law.  AB  900  shifts  much 
of  the  immunization  enforcement 
provisions  from  the  district  attorney 
to  the  schools.  Schools  will  be 
authorized  to  exclude  students  who 
have  not  met  their  immunization 
requirements.  In  later  years,  schools 
will  be  required  to  exclude 
noncomplying  students  if  optimal 
immunization  levels  are  not  achieved. 
The  bill  also  requires  school  boards 
to  cooperate  with  local  public  health 
agencies  to  create  a plan  to  encourage 
compliance  with  the  immunization 
requirements.  AB  900  became  1989 
Wisconsin  Act  264. 

Public  health  funding.  In  the  budget 
adjustment  bill  (SB  542),  the 
legislature  approved  a $1  per  capita 
appropriation  to  be  distributed  to  local 
public  health  agencies  for  various 
public  health  initiatives.  The  per  capita 


funding  for  public  health  coincides 
with  recommendations  made 
previously  by  the  SMS.  The  funding 
was  vetoed  by  the  governor. 

Public  safety 

ATV  safety.  Three  proposals  to 
establish  additional  restrictions  and 
requirements  on  all-terrain  vehicle 
(ATV)  operators  were  introduced. 
One  bill,  SB  285,  did  pass  the  Senate 
before  it  died  in  an  Assembly 
committee.  That  bill  would  have: 
prohibited  ATV  operation  for  persons 
under  16  (now  12);  prohibited 
passengers;  required  helmets  if  under 
18;  and  required  use  of  lights  during 
operation.  The  SMS  supported  the 
ATV  safety  legislation. 

Blood  alcohol  concentration.  Current 
law  prohibits  any  person  from 
operating  motor  vehicles,  ATVs, 
motorboats  or  snowmobiles  with 
blood  alcohol  concentrations  (BAC) 
of . 1%  or  more  by  weight  of  alcohol  in 
the  person’s  blood.  SB  225  would 
reduce  the  operating  while  intoxicated 
(OWI)  law  to  .08%  BAC.  The  bill  was 
favorably  reported  out  of  its  standing 
committee,  but  it  later  died  in  the 
Joint  Finance  Committee.  The  SMS 

supported  the  legislation. 

\ 

Drinking  age.  Various  bills  were 
introduced  to  lower  Wisconsin’s 
minimum  drinking  age  of  21  to  18  or 
19.  One  bill  (AB  96),  lowered  the  age 
to  19  for  members  of  the  US  armed 
forces  and  to  veterans,  while  another 
(AB  890)  lowered  the  age  to  19  for 
high  school  graduates  or,  for  those 
who  did  not  complete  high  school, 
upon  successful  passage  of  an 
examination  dealing  with  alcohol 
health  and  safety  issues.  None  of  the 
bills  passed.  The  SMS  opposed  all 
legislation  to  lower  the  minimum 
drinking  age. 

Fire-safe  cigarettes.  SB  294  requires 
the  Department  of  Industry,  Labor 
and  Human  Relations  to  promulgate 
rules  that  establish  fire  safety 
standards  for  little  cigars  and 
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cigarettes  sold  in  Wisconsin.  Two  and 
one  half  years  after  the  effective  date 
of  the  bill,  it  would  be  illegal  to  sell 
little  cigars  or  cigarettes  in  Wisconsin 
if  they  do  not  meet  the  fire  safety 
standards.  The  SMS  recommended 
introduction  of  this  type  of  legislation 
in  the  interest  of  preventing  the  many 
deaths  and  injuries  caused  by  the 
careless  use  of  tobacco  products  with 
a high  ignition  propensity.  SB  294 
received  favorable  action  in  its  Senate 
standing  committee  before  it  died  in 
the  Joint  Committee  on  Finance. 

Injury  prevention  programs. 
Legislation  was  introduced  in  SB  394 
and  AB  729  to  create  an  injury 
prevention  program  in  the  DHSS  and 
to  authorize  allocation  of  grants  to 
applying  organizations  and  public 
health  agencies  for  purposes  of 
establishing  injury  prevention 
campaigns.  The  types  of  injury 
prevention  issues  required  for  the 
campaigns  are  enumerated  in  the 
legislation.  Priorities  in  awarding 
grants  would  be  given  to  organizations 
or  agencies  with  a proposed  injury 
prevention  campaign  that  includes 
coordination  with  local  EMS. 
Supported  by  the  SMS,  SB  394  was 
enacted  in  1989  Wisconsin  Act  318. 

Seat  belt  use.  Two  bills  (SB  7,  AB  7) 
were  introduced  to  repeal  the  June 
30,  1989,  sunset  date  on  the  law 
requiring  motor  vehicle  operators  and 
passengers  to  use  seat  belts.  While 
neither  bill  passed,  the  seat  belt  law 
was  extended  until  June  30,  1991, 
through  an  amendment  attached  to 
the  biennial  budget  bill  (SB  31). 
Legislation  (AB  815)  was  later 
introduced  to  repeal  the  law  earlier  if 
that  was  the  will  of  the  voters  on  a 
referendum  in  the  spring  (committee 
amended  to  fall)  1990  elections.  That 
proposal  was  defeated  in  committee. 
The  SMS  supported  legislation 
mandating  seat  belt  use. 

Rural  health 

Rural  health  initiative.  AB  700 
contains  several  proposals  to  maintain 


and  enhance  the  rural  health  care 
system.  The  bill  creates  a loan 
forgiveness  program  (up  to  $50,000) 
for  physicians  who  practice  in  rural 
and  other  underserved  areas,  creates 
a rural  hospital  loan  guarantee 
program  for  plant  improvements  and 
equipment  acquisitions,  provides 
funds  to  both  UW  and  MCW  for  joint 
planning  for  Area  Health  Education 
Centers,  and  creates  a Rural  Health 
Development  Council  in  the 
Department  of  Development.  Most 
of  the  bill’s  provisions  reflect 
recommendations  of  the  SMS  Rural 
Health  Task  Force.  The  bill  was 
enacted  in  1989  Wisconsin  Act  317. 

Rural  Medicare  payment  inequities. 
Two  resolutions  were  adopted  which 
address  the  reimbursement 
differential  between  rural  and  urban 
areas  under  Medicare.  Assembly  Joint 
Resolution  19  recommends 
enactment  of  federal  legislation  to 
change  the  Medicare  DRG  system  so 
that  more  equitable  treatment  is 
provided  to  rural  hospitals  versus  their 
urban  counterparts.  Assembly  Joint 
Resolution  44  recommends  federal 
legislation  to  change  the  Medicare 
physician  reimbursement  system  so 
that  rural  physicians  are  treated 
equitably  with  urban  physicians.  The 


SMS  supported  the  resolutions. 

Provider  loan  forgiveness.  Attached  to 
the  budget  adjustment  bill  (SB  542) 
is  a program  establishing  loan 
forgiveness  for  a variety  of  health 
care  providers  including  podiatrists, 
nurses,  physical  therapists, 
occupational  therapists,  medical 
technologists,  pharmacists  and 
physician  assistants.  The  program  is 
operated  through  the  Higher 
Education  Aids  Board  and  would 
authorize  loan  repayments  up  to 
$50,000  for  practicing  in  a health 
manpower  shortage  area.  (No  new 
funds,  however,  are  appropriated  for 
loan  forgiveness.)  The  program  was 
enacted  in  1989  Wisconsin  Act  336. 

Tobacco 

Banning  tobacco  use  on  school  property. 
The  SMS  supported  a bill  (SB  142) 
banning  the  use  of  tobacco  products 
on  premises  which  is  owned,  rented 
by  or  under  the  control  of  a school 
board  has  been  enacted  into  law.  It 
became  1989  Wisconsin  Act  209. 

Clean  indoor  air.  Currently, 
Wisconsin  has  a law  which  restricts 
smoking  to  designated  areas  in 
various  places  accessible  to  the  public. 
SB  66,  which  was  enacted  into  law 
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(1989  Wisconsin  Act  97),  expands 
the  law  to  include  private  offices, 
prisons  and  state  institutions.  It 
removes  authority  to  designate 
smoking  areas  in  entire  rooms  and 
buildings.  It  also  subjects  smokers  to 
a $10  fine  for  violations.  The  SMS 
supported  this  expansion  of  the  Clean 
Indoor  Air  Act. 

Free  distribution  of  cigarettes.  Three 
bills  were  introduced  which  proposed 
bans  on  the  promotional  free 
distribution  of  cigarettes  to  individuals 
on  any  street,  alley  or  area  used  for 
pedestrian  travel.  AB  410  passed  the 
Assembly,  but  became  stalled  in  the 
Senate.  The  contents  of  the  bill, 
however,  passed  in  the  budget 
adjustment  bill  (SB  542)  during  the 
final  week  of  the  session.  That  bill 
allows  local  municipalities  to  adopt 
ordinances  to  implement  free 
distribution  bans  on  cigarettes. 
Althought  the  SMS  supported  the 
proposal,  it  was  subsequently  vetoed 
by  the  governor. 

Tobacco  use  information  on  death 
certificates.  AB  507  adds  a section  to 
the  death  certificate  to  provide  the 


signer  a place  to  indicate  the 
relationship  between  tobacco  use  and 
chronic  disease  or  death  of  the 
subject.  The  bill  was  favorably 
reported  out  of  committee,  but  was 
not  scheduled  for  Assembly  floor 
debate. 

Workers  compensation 

Workers  Compensation  expert  witness. 
In  the  biennial  budget  bill  (SB  31), 
the  legislature  approved  a 
requirement  that  persons  testifying 
as  expert  witnesses  on  treatment 
issues  in  a Workers  Compensation 
case  must  be  of  the  same  profession 
as  the  treating  practitioner,  and  must 
generate  at  least  50%  of  their  income 
from  the  care  and  treatment  of  private 
patients.  The  budget  amendment  was 
requested  by  the  Wisconsin 
Chiropractic  Association.  The 
provision  was  deleted  by  line  item 
veto.  The  SMS  requested  that  it  be 
vetoed. 

Workers  Compensation  necessity  of 
treatment.  The  Workers 
Compensation  Advisory  Council, 
which  is  composed  of  equal  numbers 
representing  management  and  labor, 


biennially  recommends  changes  to 
the  Workers  Compensation  laws. 
Because  the  issues  are  bargained, 
amendments  to  the  compromise  bill 
are  met  with  great  resistance.  This 
session’s  bill  (AB  602)  created  a 
system  whereby  the  Workers 
Compensation  Division  can  rule  on 
the  reasonableness  of  a health  care 
service  and  deny  payment  to  the 
provider  if  the  treatment  is  deemed 
unnecessary.  The  health  care 
provider  must  be  given  reasonable 
notice  from  the  party  who  disputed 
the  care  and  be  given  a reasonable 
opportunity  to  provide  a written 
explanation  of  the  treatment  The  SMS 
and  other  provider  organizations 
attempted  to  remove  the  provision  by 
Assembly  amendment  After  several 
votes  were  taken,  the  amendment 
was  finally  defeated  by  one  vote.  The 
provision  is  contained  in  1989 
Wisconsin  Act  64.  It  carries  a July  1, 
1992  sunset  date. 

Workers  Compensation  patient  record 
fees.  Another  recommended  issue  in 
the  Workers  Compensation  Advisory 
Council  legislation  is  a provision  to 
place  a limit  on  charges  for  medical 
records  requested  in  Workers 
Compensation  proceedings.  The  limit 
is  the  greater  of  actual  costs  not  to 
exceed  25  cents  per  page  or  $5  per 
request.  The  SMS,  along  with  a 
contingent  of  other  groups,  attempted 
to  amend  this  provision  from  the  bill, 
but  it  remained  intact  on  a narrow 
vote.  The  limits,  which  expire  on  July 
1,  1992,  are  contained  in  1989 
Wisconsin  Act  64.  Subsequently, 
compromise  legislation  (SB  522)  was 
introduced  to  set  the  fee  at  45  cents 
per  page  with  a minimum  $7.50  charge 
per  request,  plus  postage.  While  the 
bill  passed  both  Houses,  it  died  when 
the  Senate  was  prevented,  by  an 
unrelated  filibuster,  from  taking  up 
an  Assembly  amendment  on  the  final 
day  of  session. 

Miscellaneous 

Anatomical  Gift  Act.  The  SMS 
supported  AB  550  which  adopts 
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various  changes  to  the  current 
Anatomical  Gift  Act  Many  of  the 
changes  are  technical  while  others 
are  designed  to  promote  and 
encourage  organ  donation.  The 
governor  has  signed  the  bill.  It  was 
signed  into  law  and  became  1989 
Wisconsin  Act  298. 

Durable  power  of  attorney  for  health 
care.  Legislation  (AB  305)  was 
enacted  this  session  which  creates  a 
durable  power  of  attorney  for  health 
care  decisions.  Under  the  legislation, 
which  was  supported  by  the  SMS,  a 
patient  may  designate  another  person 
to  make  health  care  decisions  on  the 
patient’s  behalf  when  the  patient  is 
unable  to  make  such  decisions  due  to 
disability  or  incapacity.  Forms  for 
designating  the  health  care  agent  are 
established  in  the  legislation.  The  bill 
became  1989  Wisconsin  Act  200. 

Laboratory  of  Hygiene  board.  The 
degree  to  which  the  State  Laboratory 
of  Hygiene  is  in  direct  competition 


with  private  laboratories  has  been  an 
issue  of  concern  to  both  clinical  and 
environmental  testing  laboratories. 
Legislation  was  introduced  in  SB  68 
to  place  a representative  of  private 
environmental  testing  labs  on  the  Lab 
of  Hygiene  Board.  An  SMS 
amendment  was  adopted  to  the  bill 
which  adds  a physician  representing 
clinical  labs  as  a board  member.  SB 
68  was  enacted  and  become  1989 
Wisconsin  Act  20. 

Medical  record  copying  fees.  Current 
law  authorizes  health  care  providers 
to  charge  a reasonable  fee  for  copying 
costs  when  furnishing  patient  records. 
A bill  (SB  116)  was  introduced  to 
limit  those  charges  to  10  cents  per 
record  page  or  $2  per  x-ray,  plus  a 5 
processing  fee.  The  SMS  opposed 
the  bill.  It  remained  in  : mmittee. 

One-For-Ufe.  AB  429  proposed  to  raise 
funds  for  EMS  systems  by  adding  a 
$1  surcharge  per  year  to  each  licensed 
motor  vehicle  in  the  state.  The  bill 


was  enacted  in  1989  Wisconsin  Act 
102,  however,  the  $1  surcharge  was 
replaced  with  a combination  of 
general  purpose  and  transportation 
revenues  to  come  up  with  the  funding. 
The  funding  will  be  distributed  to 
local  EMS  systems  for  improvement 
and  training.  The  bill  also  extends 
immunity  under  the  peer  review 
statutes  to  physicians  serving  as 
medical  directors  for  emergency 
medical  services.  The  SMS  supported 
increased  funding  for  local  EMS. 

School  health  cai  rvices  study.  AB 
262  directs  the  state  superintendent 
of  public  instruction  to  study  the  fiscal 
and  programmatic  impact  of  limiting 
the  involyement  of  school  district 
employees,  who  are  not  health  care 
professionals,  in  providing  specialized 
physical  health  care  services  to  pupils. 
The  study  was  due  in  April  1990  and 
is  to  be  sent  to  the  governor  and 
Legislature.  The  SMS  supported  AB 
262.  It  was  enacted  and  became  1989 
Wisconsin  Act  82.  □ 


Public  Health 

Cigarette  smoking  trends  in  Wisconsin:  1984-1989 


Patrick  L Remington,  MD,  and 
Michael  Soref,  PhD,  Madison 

Recently,  the  Wisconsin  Division 
of  Health  released  the  results  of 
the  1989  Behavioral  Risk  Factor 


Dr  Remington  is  a medical  epidemiologist 
in  the  Chronic  Disease  Surveillance  Unit, 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin 
Division  of  Health.  Dr  Soref  is  a research 
analyst  in  the  Center  for  Health  Statistics, 
Wisconsin  Division  of  Health.  Reprint 
requests  to:  Patrick  Remington,  MD, 

Wisconsin  Division  of  Health,  1 W Wilson 
St,  Madison,  WI  53701-0309.  Copyright 
1990  by  the  State  Medical  Society  of 
Wisconsin. 


Surveys  (BRFS).1  According  to  this 
report,  26%  of  adults  in  Wisconsin 
were  current  cigarette  smokers  in 
1989.  Because  this  estimate  was 
greater  than  the  estimate  of  23%  for 
the  previous  year,  it  was  widely 
reported  in  the  press  that  cigarette 
smoking  was  increasing  in  the  state. 

Because  the  margin  of  error  (plus 
or  minus  2-3  percent)  of  this  survey  is 
the  same  as  the  observed  change  in 
prevalence,  however,  it  is  not  possible 
to  conclude  that  smoking  is  increasing 
in  the  state.  Therefore,  to  more 
accurately  assess  recent  trends  in 
cigarette  smoking  in  Wisconsin,  we 
analyzed  data  from  all  telephone 
surveys  conducted  since  1984.  In 


addition,  we  compared  these  results 
to  cigarette  sales  data  collected  during 
this  same  time  period. 

Data  on  trends  in  cigarette 
smoking  in  Wisconsin  come  from  two 
different  sources.  First,  telephone 
surveys  of  adults  have  been  conducted 
every  year  since  1984  using 
comparable  methods.  Respondents 
are  identified  using  random  digit 
dialed  techniques  and  are  asked  a 
series  of  questions  about  health  risk 
behaviors.  Current  smokers  are 
defined  as  those  persons  who  smoked 
at  least  100  cigarettes  in  their  lifetime 
and  who  currently  smoke.  Second, 
data  on  the  per  capita  sales  of 
Continued  on  next  page 
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Trends  in  the  prevalence  of  cigarette  smoking  among  Wisconsin 
adults:  1984-1989  (telephone  survey  data). 


Year 

Percent 

smokers 

95%  Cl* 

Sample 

size 

Per  capita 
cigarette  sales 

1984 

27.8 

1.8 

2382 

106 

1985 

24.6 

3.0 

965 

107 

1986 

26.0 

2.6 

1268 

105 

1987 

26.0 

2.5 

1341 

106 

1988 

23.1 

2.7 

1272 

103 

1989 

26.0 

2.6 

1276 

100 

* Confidence  Interval 


Survey  data  from  1984  are  from  the  Wisconsin  Health  Status  Survey.  Data 
from  1985-1989  are  from  the  Behavioral  Risk  Factor  Surveys.  Data  on  per 
capita  sales  of  cigarettes  are  from  the  Tobacco  Institute  (see  reference  2) . 


Series  coordinators.  The 
Wisconsin  Division  of  Health’s 
Henry  Anderson,  MD,  chief  of 
the  Section  of  Environmental 
and  Chronic  Disease 
Epidemiology,  and  Patrick 
Remington,  MD,  are 
coordinating  this  public  health 
series  for  the  Wisconsin 
Medical  Journal.  In  an  effort  to 
accelerate  the  decline  in 
cigarette  smoking  in  Wisconsin, 
a state-wide  coalition  has  been 
established  to  develop  a 
comprehensive  tobacco  control 
plan  for  the  state.  Over  the  next 
several  years,  the  coalition  will 
define  the  extent  of  the  tobacco 
use  problem  in  Wisconsin  and 
identify  resources  and 
programs  to  reduce  the 
prevalence  of  smoking. 


Fig  1. -Trends  in  the  prevalence  of  smoking  in  Wisconsin,  1984-1989.  The 
95%  confidence  interval  brackets  are  provided  for  each  estimate. 


Continued  from  preceding  page 
cigarettes  from  1984-1989  were 
obtained  from  the  Tobacco  Institute 
Report  TheTax  Burden  onTobacco.2 

The  results  from  the  telephone 
surveys  are  shown  in  the  Table  and 
Fig  1.  The  95%  confidence  interval  of 
each  estimate  is  also  listed  in  the 
table  and  on  the  figure.  A linear 
regression  of  these  data  suggests  that 
the  prevalence  of  smoking  declined 
about  0.5%  per  year  during  this  period 
(95%  confidence  interval  for  the  slope 
+0.3%,  -1.2%).  It  should  be  noted, 
however,  that  this  decline  is  not 
statistically  significant.  At  this  rate,  it 
might  take  8 to  10  years  of  similar- 
sized surveys  before  a statistically 
significant  decline  could  be  observed. 

Data  on  the  trends  in  per  capita 
sales  of  cigarettes  are  also  listed  in 
the  Table  and  in  Fig  2.  Data  for 
Wisconsin  show  a slight  decline  in 
the  per  capita  sales  of  cigarettes 
during  this  5-year  period,  from  106 
packs  per  person  in  1984  to  100  packs 
per  person  in  1989.  In  contrast,  the 
decline  in  the  United  States  during 
this  same  period  was  far  greater,  from 


123  packs  per  person  in  1984  to  106  in 
1989. 

Comment 

Although  an  increase  in  the 
prevalence  of  smoking  was  reported 
based  on  the  1989  survey  results,  this 
clearly  is  not  the  case  when  multiple 
years  of  survey  data  are  combined 
with  data  on  trends  in  per  capita  sales. 
In  fact,  data  from  telephone  surveys 
conducted  over  the  past  5 years, 


combined  with  per  capita  sales  data 
for  this  same  time  period,  suggest 
that  the  prevalence  of  smoking  may 
be  declining  in  Wisconsin.  Never- 
theless, these  data  do  show  that  the 
decline  in  the  prevalence  of  smoking 
in  Wisconsin  has  been  minimal  during 
this  period  and  is  less  than  that  being 
observed  in  the  rest  of  the  nation. 

The  Public  Health  Agenda  for  the 
state  of  Wisconsin  has  set  an  objective 
for  the  state  to  reduce  the  prevalence 
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of  smoking  to  less  that  15%  by  the 
year  2000.3  Reaching  this  goal  will 
require  that  the  prevalence  of 
smoking  decline  about  1%  per  year 
over  the  next  10  years.  This  is  twice 
the  rate  of  decline  observed  over  the 
past  5 years  in  Wisconsin. 

Evidence  from  national  surveys 
suggests  that  progress  in  reducing 
the  prevalence  of  smoking  has  come 
mostly  from  progress  in  cessation.  In 
Wisconsin,  for  example,  more  than 
half  of  all  adults  who  ever  smoked 
have  quit.4  In  contrast,  less  progress 
has  been  made  in  recent  years  in 
preventing  youth  from  starting  to 
smoke.  In  1989,  28%  of  young  adults 
in  Wisconsin  were  current  cigarette 
smokers,  reflecting  high  rates  of 
initiation  among  youth.  Reaching  the 
goal  for  the  year  2000  for  Wisconsin 
of  a smoking  prevalence  of  less  than 
15%  will  require  progress  in  both 
areas-not  only  helping  smokers  quit 
but  also  keeping  youth  from  starting. 
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Physicians  Insurance  Company  of  Wisconsin:  a report 


The  Physicians  Insurance 
Company  of  Wisconsin  (PIC) 
was  established  in  1986  to  provide 
medical  professional  liability 
insurance  for  members  of  the  SMS. 
In  just  over  3 years  the  company  has 
written  coverage  for  approximately 
3,400  Wisconsin  physicians 
(including  the  Medical  College  of 
Wisconsin),  for  a market  share  of 
approximately  46%.  The  retention  rate 
of  policy  renewals,  reported  at  slightly 


more  than  70%  for  1987,  has  risen  to 
97.5%  for  1990  renewals,  evidence  of 
a successful  effort  to  withstand  severe 
competition. 

A year  of  achievement 
With  the  close  of  1989,  PIC  Wisconsin 
registered  its  third  full  year  of 
operations.  It  was  a year  marked  by 
continued  financial  success,  a 
strengthening  of  the  management 
team  and  the  introduction  of  a 


profusion  of  new  products,  features 
and  plans. 

The  positive  results  of  operations 
since  the  inception  of  the  company 
permitted  the  declaration  of  a $2.6 
million  policyholder  dividend, 
distributed  to  the  policyholders  in 
the  form  of  a 10%  offset  to  their 
premiums. 

This  was  also  a year  of  growth  for 
our  management  team.  A re- 
Continued  on  next  page 
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Continued  from  preceding  page 
examination  of  the  company’s 
organizational  structure  led  to  the 
realignment  of  management  responsi- 
bilities at  the  officer  level,  and  also  to 
the  addition  of  several  new  middle- 
level  management  staff.  This  will  allow 
for  increased  depth  of  management 
experience  in  specialized  areas  and 
more  efficient  allocation  of  executive 
staff  functions. 

The  following  new  products, 
features  and  services  were  offered 
for  the  first  time  in  1989: 

Policy  endorsements  and  features 

• Limited  practice  endorsement 

• Suspension  of  coverage  endorse- 
ment 

• Claims-made  plus  tail  policy 
(limited  availability) 

• Group  residents  program 

• Group  practice  policy 

• Prior  acts  coverage 

Rating  enhancements  and  credits 

• Loss-free  credit 

• Anesthesiologist-CRNA  credit 

• Revised  relativities 

• Group  practice  deductible  (limited 
availability) 

Payment  options 

• Premium  financing 

• Group  tail  5-year  option 

Loss  prevention  and  risk  management 

• Group  practice  profile 

• In-house  loss  prevention  program 

• Multi-specialty  loss  prevention 
seminars 

• Joint  risk  management  newsletter 
(with  the  physicians  insurance 
companies  of  Indiana,  Michigan  and 
Ohio). 

PIC-Wisconsin  continued  its 
strong  support  of  the  SMS  through 
1989.  The  company  began  sponsoring 
the  President’s  Reception  at  the  SMS 
annual  meeting,  as  well  as  several 
other  occasions.  The  licensing 
agreement  was  enhanced  for  1989, 
resulting  in  an  additional  $133,952  in 
licensing  fees  for  the  year.  With  these 
efforts,  together  with  the  agency 
relationship  and  office  lease,  the 
relationship  between  the  company 


and  the  SMS  continues  to  be 
advantageous  to  both  parties. 

Looking  toward  the  future 

Last  renewal  period,  PIC-Wisconsin 
was  faced  with  strong  competition 
for  the  first  time  in  its  brief  history. 
Policyholder  response,  at  97.5%,  was 
overwhelming  in  its  support  of  the 
company’s  success  in  fulfilling  its 
mission  of  meeting  the  needs  of 
Wisconsin  physicians. 

While  that  response  is  significant 
and  encouraging,  a number  of 
disturbing  trends  have  surfaced  both 
as  a result  of  Company  renewal  efforts 
and  with  respect  to  the  professional 
liability  market  in  general. 

For  the  first  time  since  1986,  a 
nationwide  increase  in  claims 
frequency  has  been  detected  by  our 
actuary.  This  increase,  when 
combined  with  the  continuing 
increase  in  severity  Goss  payments), 
suggests  that  the  recent  abatement 
in  premiums  may  come  to  an  end. 
With  many  risk  retention  groups, 
commercial  carriers  and  other 
insurers  competing  for  market  share, 
some  of  whom  are  not  as  fiscally 
responsible  as  we  are,  the  company 
will  undoubtedly  lose  some  market 
share.  The  danger  is  that  as  the  hard 
liability  market  (which  is  charac- 
terized by  increasing  loss  costs) 
resumes,  the  fiscally  irresponsible 
companies  will  fail  or  will  be  forced  to 
raise  rates  higher  to  compensate  for 
poor  judgment,  and  affordability  will 
once  again  become  a major  issue. 

Second,  while  the  company 
enjoyed  a remarkable  retention  level 
for  its  1990  renewals,  it  was  clear  that 
price  was  the  focus  in  much  of  the 
decision-making  by  multi-physician 
practices.  While  loyalty  may  have 
made  up  for  any  modest  differences 
in  price,  the  company  must  look  for 
ways  to  compensate  for  what  may  be 
much  larger  differences  in  price.  Also, 
the  company  must  look  for  methods 
of  counter-balancing  the  cyclical 
nature  of  medical  professional  liability 
insurance  if  it  hopes  to  maintain  its 
strong  financial  stature  and  position 
of  leadership  in  the  years  ahead. 


For  1990,  then,  PIC-Wisconsin 
essentially  has  two  goals  that  will 
impact  its  future  for  years  to  come. 
First,  the  company  has  a responsibility 
to  assure  that  its  products  and  services 
meet  the  needs  of  its  policyholders  to 
the  best  of  its  ability.  Second,  the 
company  must  also  identify  prudent 
ways  of  diversifying  its  product  and 
policyholder  mix  beyond  its  current 
single  line.  Sufficient  resources  are 
already  present  within  the  company, 
both  in  terms  of  talented  personnel 
and  capital  funding,  to  satisfy  those 
goals  while  taking  the  company 
forward  into  the  ’90s  and  beyond. 

During  its  short  lifetime,  PIC- 
Wisconsin  has  gained  an  excellent 
reputation  within  the  Wisconsin 
medical  community  and  within  the 
national  organization  of  physician 
owned  companies,  Physician  Insurers 
Association  of  America  (PLAA).That 
reputation  is  founded  upon 
responsiveness  to  the  market, 
efficiency  in  management,  and 
prudent  financial  behavior.  As  the 
company  accepts  the  challenges  of 
change  one  thing  is  clear:  We  will 
never  lose  sight  of  our  primary  goal, 
which  is  to  provide  quality 
professional  liability  coverage  and 
related  services  to  Wisconsin 
physicians  at  responsible  rates. 

PIC  board  of  directors 

Richard  W.  Edwards,  MD,  chair, 
Richland  Center 

Thomas  L.  Adams,  SMS,  Madison, 
Timothy  T.  Flaherty,  MD,  Neenah 
Jerome  W.  Fons,  MD,  Cudahy 
John  J.  Gaughan,  MD,  Cleveland 
Joseph  K.  Gilmore,  insurance 
consultant,  Johnstown,  Ohio 
William  J.  Listwan,  MD,  West  Bend 
William  T.  Montei,  CPA,  executive 
vice  president,  treasurer  and  CEO, 
Madison 

John  P.  Mullooly,  MD,  Milwaukee 
Daniel  P.  Schmidt,  administrator, 
Ochner  Clinic,  New  Orlean,  LA 
William  L Treacy,  MD,  Milwaukee 
Roger  L.  von  Heimburg,  MD,  Green 
Bay  o 
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Preamble 


Medical  examinations 


Physicians  and  lawyers  are  both  essential  in  a devel- 
oped society.  The  physician  guards  the  health  of  people. 
The  lawyer  is  concerned  with  helping  to  develop  and 
maintain  orderly  interrelationships  of  people  with  each 
other  and  with  their  governments  and  other  institu- 
tions. Both  professions  recognize  the  need  for  coop- 
eration for  the  benefit  of  the  people  they  serve.  This 
code  provides  a delineation  of  basic  duties  and  respon- 
sibilities for  physicians  and  lawyers  to  follow  when 
working  with  a patient/client.  This  code  is  designed  to 
aid  both  professions  in  working  together  to  serve  the 
patient/client.  No  policies  or  guidelines  are  offered  by 
the  code  to  the  physician  who  is  involved  in  legal 
proceedings  as  plaintiff  or  defendant. 


Interprofessional  relationships  in  legal 
proceedings 

The  approach  of  a physician  when  serving  a patient 
and  of  a lawyer  representing  a client  in  legal  proceed- 
ings differ  substantially.  Medical  diagnosis  and  treat- 
ment involves  decisions  made  by  physicians  through 
a process  of  observation,  deduction  and  possibly  con- 
sultation. Legal  proceedings  are  usually  conducted 
under  a system  in  which  two  or  more  contestants 
present  their  views  to  a neutral  third  person  or  to 
persons  who  weigh  the  opposing  claims  and  make  a 
decision.  Lawyers  are  advocates  for  their  clients’  legal 
interests.  Lawyers  are  obligated  to  present  the  client’s 
case  as  completely  and  effectively  as  possible,  keeping 
in  mind  that  they  must  not  start  or  continue  frivolous 
or  groundless  litigation.  Physicians  are  always  advo- 
cates for  their  patient’s  health  and  well-being. 

There  should  be  cooperation  between  the  physi- 
cian and  the  lawyer,  with  each  assuming  appropriate 
responsibility  for  the  benefit  of  the  patient/client. 
Physicians  and  lawyers  should  communicate  with  each 
other,  when  appropriately  authorized,  about  a particu- 
lar patient/ client.  They  should  try  to  resolve  any  differ- 
ences they  may  have  concerning  what  is  best  for  the 
patient/client  in  the  circumstances. 

A physician  may  advise  a patient  to  consult  a lawyer 
but  should  not  discourage  the  patient  from  seeking 
legal  advice.  Physicians  should  not  advise  on  legal 
matters. 

A lawyer  may  advise  a client  to  consult  a physician 
but  should  not  discourage  the  client  from  seeking 
medical  treatment  or  management.  Lawyers  should 
not  advise  on  medical  treatment  or  management. 


A . General 

1.  The  law  provides  that  a person  who  brings  a 
lawsuit  may  be  required  by  the  opposing  party  to 
undergo  a medical  examination.  Such  examination 
may  be  by  agreement  of  the  lawyers  or  under  a court 
order. 

2.  The  lawyer  who  arranges  for  an  examination  is 
obligated  to  pay  the  reasonable  charges  for  the  exami- 
nation. When  a lawyer  makes  an  appointment  for  a 
medical  examination  which  is  related  to  litigation,  the 
lawyer  for  the  party  to  be  examined  should  instruct 
that  party  that  if  the  appointment  is  going  to  be  missed 
for  any  reason,  the  physician  should  be  notified  as  far 
ahead  of  the  appointment  date  as  possible.  If  the 
cancellation  is  not  made  long  enough  before  the  ap- 
pointment so  that  the  physician  can  reschedule  the 
time,  the  physician  may  be  justified  in  charging  for  the 
cancelled  appointment. 

B.  Scope  of  examination 

1.  Before  or  at  the  scheduled  time  of  an  examina- 
tion, the  lawyer  requesting  an  examination  should 
discuss  the  nature  of  the  patient’s/client’s  problem 
with  the  physician.  The  lawyer  should  offer  an  expla- 
nation of  any  special  problems  of  proof  which  are  part 
of  the  burden  placed  by  law  on  the  patient/client.  The 
lawyer  should  discuss  any  other  matters  with  the 
physician  which  will  help  determine  the  scope  of  the 
examination  or  tests  which  are  contemplated.  The 
lawyer  should  also  determine  what  other  information 
the  physician  will  need.  The  clearer  the  questions  put 
to  the  physician  the  better  the  answers  will  be. 

The  examination  may  be  limited  by  lawyer  agree- 
ment or  court  order.  The  lawyer  who  represents  the 
party  to  be  examined  has  the  responsibility  of  letting 
the  physician  know  of  any  such  limitation.  The  physi- 
cian should  be  given  a copy  of  any  written  agreement 
or  court  order  which  sets  out  the  limits  of  an  examina- 
tion. The  physician  may  decline  to  do  an  examination 
if  the  physician  thinks  these  limitations  may  preclude 
the  formation  of  a responsible  medical  opinion. 

2.  Subject  to  the  above  limitation,  physicians  may 
take  a history  and  do  the  examination  as  necessary  in 
their  judgment  to  form  an  opinion  about  the  nature  and 
extent  of  the  party’s  medical  condition.  If,  during  the 
examination,  it  becomes  clear  that  additional  examina- 
tion or  testing  not  earlier  contemplated  will  be  neces- 
sary to  give  an  adequate  opinion,  the  physician  should 
advise  the  patient,  the  patient’s  lawyer  and  the  lawyer 
requesting  the  examination  before  trying  to  extend 
the  scope  of  examination  or  testing.  Any  limitations  or 
restrictions  encountered  by  the  examining  physician 
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should  be  noted  in  the  report  and  communicated  to  the 
patient. 

C.  Presence  of  lawyer 

Although  it  is  uncommon,  a patient  being  examined 
may  have  his  or  her  lawyer  present  during  the  exami- 
nation, if  the  court  approves. 


Written  medical  reports 

A . Definitions 

Medical  reports.  A written,  narrative  report  in  which 
the  physician  discusses  the  nature  and  extent  of  the 
physical  or  mental  condition  in  enough  detail  to  an- 
swer the  lawyer’s  stated  questions  or  as  otherwise 
agreed.  The  clearer  the  questions  put  to  the  physician 
the  better  the  answers  will  be. 

Medical  records.  State  law  defines  patient  health  care 
records  to  mean  all  records  related  to  the  health  of  a 
patient  prepared  by  or  under  the  supervision  of  a 
health  care  provider,  but  not  those  records  subject  to 
the  Mental  Health  Act  (Chapter  51,  Wisconsin  Stat- 
utes). Medical  records  as  referred  to  by  this  code 
mean  all  those  records  in  the  possession  of  the  physi- 
cian or  records  custodian.  Medical  records  in  this 
context  include  medical  reports  generated  for  a legal 
proceeding  as  well  as  medical  reports  of  other  physi- 
cians which  may  have  become  a part  of  the  medical 
record. 

Proper  authorization.  Patient  health  care  information 
is  privileged  and  confidential  and  generally  is  released 
only  when  a signed  authorization  has  been  furnished 
which  conforms  to  the  Wisconsin  Statutes.  (The  re- 
quired contents  of  a consent  form  are  found  in  Appen- 
dix A). 

No  authorization  is  necessary  to  get  copies  of  the 
records  referring  to  the  claimed  injuiy  if  the  patient 
reports  an  injury  to  be  work  related,  or  files  an  applica- 
tion for  hearing  under  the  Worker’s  Compensation 
law.  In  that  case  the  patient  has  waived  the  privilege  of 
confidentiality  for  that  injury. 

B.  Physician’s  Duties. 

1.  Reports. 

a.  Timely  compliance.  A valid  request  for  a medical 
report  should  be  answered  within  a reasonable  time.1 
If  you  cannot  furnish  a report  promptly  or  cannot 
arrange  for  the  patient’s  examination  or  necessary 


1.  How  much  time  is  reasonable  will  depend  on  the  circum- 
stances but  should  not  exceed  30  days. 


testing  promptly,  the  person  who  made  the  request 
should  be  notified  promptly.  You  should  also  let  the 
person  requesting  a report  know  if  the  request  cannot 
be  honored  because  of  improper  or  inadequate  au- 
thorization for  the  release  of  information. 

b.  Content.  The  following,  unless  otherwise  agreed 
between  you  and  the  party  requesting  the  report, 
should  be  included  in  the  report 

1.  Date,  time  and  place  of  first  visit 

2.  The  history  of  the  injury  or  medical  condition 
including  preexisting  disease  or  injury. 

3.  Nature  of  examination  and  findings. 

4.  Results  of  laboratory  work,  x-rays  and  consulta- 
tions. 

5.  Diagnosis  and  prognosis  where  possible.  The 
opinion  should  evaluate  future  impairment  or  residual 
effects,  the  need  for  future  medical  treatment,  if  any, 
the  effect  or  aggravation  of  any  preexisting  disease  or 
injury,  and  projected  convalescence. 

6.  In  injury  cases,  a statement  saying  what,  if  any,  of 
the  patient’s  problems  are  related  to  the  accident  or 
other  occurrence.  The  lawyer  needs  your  opinion  to  a 
reasonable  medical  probability.  To  state  something  to 
a reasonable  medical  probability  you  must  believe 
that,  based  upon  your  knowledge  of  medicine  and  the 
case  facts,  the  subject  of  your  opinion  is  more  likely  to 
be  true  than  not.  Put  in  terms  of  percentage,  the  proba- 
bility must  be  greater  than  50%. 

In  addition,  where  you  have  been  treating  the  pa- 
tient: 

7.  State  the  patient’s  present  condition  if  known. 

8.  Enclose  separately  an  itemized  statement  of  the 
charges  for  the  medical  services  which  have  been 
provided  up  to  the  date  of  the  report.  Charges  for 
medical  reports  and  lawyer  consultations  should  be 
submitted  separately. 

9.  Include  an  estimate  of  future  medical  care  costs 
if  that  is  appropriate. 

c.  Charges.  The  charges  for  preparing  a medical 
report  should  be  discussed  with  the  lawyer  before  or 
at  the  time  the  examination  is  scheduled  or  the  report 
is  requested. 

2.  Records. 

a.  Cooperation.  You  should  recognize  that  although 
you,  or  the  organizations  for  which  you  work,  own  the 
records,  patients  have  the  right  to  inspect  and  copy 
medical  information  unless  limited  by  law.  If  the  pa- 
tient authorized  the  release  of  medical  information  to 
his  or  her  lawyer  or  the  insurance  company  repre- 
sented by  a lawyer,  you  must  honor  the  request  for 
copies  of  the  pertinent  records.  Appendix  A outlines 
what  an  authorization  must  contain.  When  all  of  the 
medical  records  have  been  requested,  the  complete 
records  should  be  furnished  unless  there  is  a law 
which  would  prohibit  some  material  from  being  in- 
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eluded.  If  some  material  is  being  withheld,  that  fact, 
and  the  reason  for  it,  should  be  shown  at  the  time  the 
records  are  provided. 

b.  Discussions  with  lawyers.  Do  not  discuss  the 
patient  or  the  patient’s  treatment  or  condition  with  any 
lawyer  unless  the  patient  has  specifically  authorized 
such  discussions.  Many  release  forms  say  that  no 
discussion  is  permitted. 

c.  Failure  to  pay  bills.  It  is  unethical  for  you  to 
withhold  patient  records  because  of  an  unpaid  profes- 
sional fee  for  patient  care.  It  is  appropriate  for  a lawyer 
to  agree  with  you  that  your  fees  will  be  protected  if 
money  is  received  because  of  a settlement  or  decision. 

d.  Subpoena.  To  make  the  court  system  work,  the 
legislature  has  provided  the  power  to  the  courts,  attor- 
neys and  others  to  compel  someone  to  appear  at  a 
specified  time  and  place  to  produce  documents  and 
other  materials  and  to  give  testimony.  The  document 
which  imposes  such  a requirement  is  called  a “sub- 
poena.” Some  of  the  reasons  for  using  a subpoena  are: 

1.  When  there  is  a question  about  the  propriety  of 
the  witness  voluntarily  producing  documents  and 
materials  or  testifying.  Sometimes  this  is  done  at  the 
request  of  the  witness  and  sometimes  on  the  lawyer’s 
own  initiative. 

2.  When  the  person  making  the  arrangements  wants 
to  be  sure  that  the  documents  and  materials  are  pro- 
duced or  that  the  person  appears  at  the  time  and  place 
specified  to  give  testimony. 

Sometimes  a subpoena  may  be  the  most  practical 
and  best  way  to  meet  the  need  for  records.  Subpoenas 
can  be  issued  by  many  different  people  including 
lawyers,  judges,  and  people  who  are  authorized  to  take 
testimony.  You  or  your  records  custodian  may  be 
subpoenaed  to  produce  all  medical  records  relating  to 
the  patient.  This  may  be  done  even  when  you  have  not 
received  a written  release  for  the  information.2  If  that 


2.  Hospital  records  can’t  be  subpoened  unless  the  hospital  is 
party  to  the  action,  a judge  has  authorized  the  subpoena  or  the 
hospital  has  not  supplied  the  records  within  2 business  days  of 
the  request. 

3.  See  Appendix  A for  information  on  certified  copy  of  records. 

4.  A law  says  that  a hospital  can  make  a minimum  charge  of 
$5  per  request  but  can’t  charge  more  than  10  cents  per  record 
page  and  $2  per  x-ray  copy.  This  law  does  not  apply  to 
physicians  or  clinics. 

5.  How  much  lead  time  is  reasonable  will  depend  on  the 
circumstances  but  you  should  try  to  allow  at  least  30  days. 

6.  If  the  patient  reports  an  injury  to  be  work  related  or  files  an 
application  for  hearing  under  the  Worker’s  Compensation  law 
the  patient  has  waived  the  privilege  for  that  injury.  The  patient 
also  has  no  claimof  privilege  where  the  patient’s  medical 
condition  is  an  element  of  a civil  claim. 


happens  you  or  the  records  custodian  shall  take  the 
records  to  the  place  provided  in  the  subpoena  unless 
other  satisfactory  arrangements  are  made  for  provid- 
ing the  requested  material. 

You  may  wish  to  contact  the  person  who  issued  the 
subpoena  to  see  if  such  arrangements  can  be  made. 
Sometimes  it  may  be  possible  to  arrange  for  providing 
a copy  of  the  materials  being  sought  without  the 
necessity  of  having  a person  produce  the  materials  at 
the  time  and  place  specified  in  the  subpoena.3 

e.  Charges.  You  may  charge  only  for  the  costs 
reasonably  related  to  duplicating  medical  records, 
including  an  appropriate  charge  for  overhead.4  If  the 
costs  are  challenged  you  should  be  prepared  to  justify 
them. 

C.  Lawyer’s  Duties 

1.  Reports. 

Request  for  reports  should  be  made  or  confirmed  in 
writing.  The  request  should  state  whom  you  represent 
and  what  area  or  problems  the  physician  is  to  address. 
If  you  are  uncertain  about  the  relevance  of  certain 
medical  problems,  issues  or  areas,  you  should  inform 
the  physician  of  your  uncertainty  and  request  the 
physician’s  advice  about  what  is  or  could  be  pertinent 
information. 

2.  Authorization  for  release  of  information. 

Generally,  you  must  secure  and  include  with  the 

request  for  records  the  patient’s  written  authorization 
for  the  release  of  the  patient’s  medical  information. 
The  request  should  indicate  what  portions  of  the  pa- 
tient’s records  are  being  requested.  Don’t  request 
what  you  do  not  need.  Make  the  request  in  a timely 
manner.5  (The  required  contents  of  a consent  form  are 
found  in  Appendix  A) . 

If  you  believe  that  no  authorization  is  needed  to  get 
the  records,6  you  should  inform  the  custodian  of  the 
records  at  the  time  the  request  is  made  of  the  legal 
basis  for  obtaining  copies  of  the  records  without  an 
authorization.  You  should  be  prepared  to  furnish  evi- 
dence of  the  basis  for  that  belief  to  the  custodian  of  the 
records. 

3.  Subpoena. 

If  you  believe  that  it  may  be  necessary  to  subpoena 
medical  records,  contact  the  physician  and  explain 
why.  Your  decision  to  subpoena  records  should  be 
given  to  the  physician  or  his  or  her  records  custodian 
as  soon  as  practical.  To  subpoena  records  places  a 
substantial  burden  on  the  physician  or  records  custo- 
dian. You  should  cooperate  in  trying  to  work  out 
satisfactory  arrangements  for  providing  the  material 
which  would  be  less  burdensome  than  compliance 
with  a subpoena. 

4.  Charges. 

You  have  the  primary  responsibility  to  pay  the 
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reasonable  charges  for  the  work  you  requested.7  If 
there  is  to  be  any  limitation  on  how  or  when  you  will 
pay,  such  limitation  must  be  disclosed  to  the  physician 
at  the  time  the  report  or  records  are  requested. 


Depositions 

A.  Nature  and  purpose. 

At  a deposition,  oral  testimony  is  given  by  a witness 
in  answer  to  questions  asked  by  the  lawyers  for  the 
parties  in  a lawsuit.  Often,  more  than  one  lawyer  may 
ask  questions.  The  deposition  is  an  official  proceeding 
authorized  by  law  to  find  out  what  the  facts  of  the  case 
are,  to  preserve  testimony  for  trial  or  as  a substitute  for 
having  the  witness  testify  at  the  trial.  The  witness  is 
usually  “deposed”  in  an  informal  setting,  such  as  a 
lawyer’s  or  physician’s  office  rather  than  in  a court- 
room. The  proceeding  begins  by  administering  the 
standard  oath,  so  the  physician  is  under  the  same 
obligation  to  tell  the  truth  and  faces  the  same  penalties 
of  perjury  as  in  a formal  courtroom  setting.  After  the 
oath-taking,  a reporter  takes  down  everything  that  is 
said.  The  lawyers  usually  want  to  find  out  what  the 
physician  knows  about  the  facts;  to  learn  the  physi- 
cian’s opinions  of  cause,  prognosis  and  treatment  and 
learn  the  basis  of  those  opinions.  Often,  one  of  the 
purposes  of  the  deposition  is  to  gather  background 
about  the  case  in  a process  known  as  “discovery.”  The 
discovery  process  is  broad.  Questions  can  be  asked  at 
discovery  which  would  not  be  proper  at  a trial. 

The  questions  asked  and  the  answers  given  are 
typed  into  a permanent  record  called  a transcript.  The 
physician,  or  any  party,  has  the  right  to  have  the 
complete  transcript  of  the  deposition  submitted  to  the 
physician  for  examination  to  make  sure  that  the  ques- 
tions and  answers  were  accurately  transcribed.  The 
transcript  will  not  be  sent  to  the  physician  for  review 
and  signing  unless  it  has  been  requested.  Any  changes 
in  form  or  substance  which  the  physician  desires  to 
make  will  be  added  to  the  transcript  by  the  reporter 
who  took  the  deposition.  The  reporter  will  not  remove 
or  make  any  changes  to  any  answer  which  are  part  of 
the  transcript  given  to  the  physician.  The  only  excep- 
tion is  a typographic  error  or  a misspelling. 

The  reporter  will  put  in  a statement  of  the  reasons 
given  by  the  physician  for  making  the  changes.  The 
physician  will  then  sign  the  transcript  unless  the  par- 
ties agree  that  signing  is  not  necessary.  The  physician 

7.  A law  says  that  a hospital  can  make  a minimum  charge  of 
$5  per  request  but  can’t  charge  more  than  10  cents  per  record 
page  and  $2  per  x-ray  copy.  This  law  does  not  apply  to 
physicians  or  clinics. 


should  return  the  transcript  to  the  reporter  within  30 
days  of  receiving  it.  If  the  physician  has  not  returned 
the  transcript  within  the  30  days,  the  reporter  will  sign 
it  and  forward  it  to  the  parties.  If  the  physician  refuses 
to  sign,  the  reporter  will  sign  the  transcript  and  will 
also  put  down  any  reason  given  for  refusing  to  sign. 
The  transcript  may  often  be  used  even  if  the  physician 
has  not  signed  the  transcript 

B.  Physician’s  Duties. 

1.  Generally. 

You  have  an  obligation  as  part  of  your  civic  respon- 
sibility to  participate  in  the  legal  process  when  there 
are  medical  questions  about  a patient  to  whom  you 
have  provided  treatment.  You  may,  but  do  not  have  to, 
become  involved  in  a case  in  which  you  have  had  no 
professional  relationship  with  the  patient 

2.  Time  and  place. 

You  should  try  to  agree  on  a time  and  place  for  the 
deposition.  You  should  understand  that  it  is  not  always 
possible  to  arrange  a deposition  at  a time  and  place 
which  is  convenient  to  you.  You  should  make  a reason- 
able effort  to  accommodate  the  parties.  If  the  deposi- 
tion is  held  at  your  office,  make  every  effort  to  assure 
that  the  deposition  will  not  be  interrupted  except  by  a 
true  emergency.  If  an  emergency  prevents  you  from 
keeping  the  scheduled  time,  the  parties  should  be 
given  as  much  notice  as  possible.  If  it  is  necessary  to 
cancel  or  reschedule  the  deposition  notice  should  be 
given  to  the  lawyer  who  scheduled  the  deposition  as 
soon  as  practicable.  Cancellations  are  very  inconven- 
ient for  everyone.  Mutual  courtesy  and  respect  re- 
quires reasonable  notice  when  cancellation  is  neces- 
sary. 

3.  Preparation  before  testifying. 

You  should  have  fully  reviewed  the  patient’s  case 
and  record-as  well  as  the  medical  literature  when 
warranted-before  the  deposition.  You  should  be  fully 
prepared  to  respond  to  questions  about  the  facts  or 
your  professional  opinion.  You  may  have  your  records 
with  you  and  may  refer  to  them  as  you  testify.  You 
cannot  be  compelled  to  form  a professional  opinion.  If 
you  have  an  opinion,  you  can  be  required  to  state  the 
substance  of  your  opinion  or  observations  if  you  did 
observe  the  patient. 

4.  Response  to  questions  by  the  lawyer  who  called  you 
to  testify. 

You  should  give  clear  answers  to  the  questions 
asked.  Use  non-technical  language  whenever  possible. 
If  testimony  does  not  explain  and  clarify  ideas,  it  has 
not  served  its  purpose.  Sometimes  it  may  be  necessary 
to  follow  technical  terms  with  simplified  explanations 
or  illustrations.  You  must  not  try  to  unfairly  impress  or 
prejudice  the  court.  You  must  not  allow  testimony  to 
be  influenced  by  your  own  or  the  patient’s  personal 


Wisconsin  Medical  Journal  • July  1990 


429 


interest.  Sometimes  the  lawyer  asking  the  questions 
will  ask  you  to  answer  the  question  “yes”  or  “no.”  If  you 
believe  that  “yes”  or  “no”  will  not  accurately  answer 
the  question,  tell  the  questioner.  The  lawyer  will  often 
permit  you  to  qualify  or  explain  the  answer. 

5.  Objection  to  questions. 

A lawyer  may  object  to  a question  which  has  been 
asked  by  another  lawyer.  You  should  not  answer  the 
question  until  the  lawyer  who  arranged  for  you  to 
testify  tells  you  that  you  may  answer.  You  should  not 
decide  legal  questions  by  making  up  your  mind  that 
certain  questions  are  improper  and  either  refusing  to 
answer  or  treating  the  question  as  if  it  were  unimpor- 
tant or  insignificant  and  therefore  answering  only  in 
part.  If  you  feel  that  a question  is  improper  and  there  is 
no  objection,  you  may  ask  the  lawyer  who  arranged  for 
you  to  testify  whether  you  must  answer  the  question. 
If  the  question  is  unclear,  you  may  ask  to  have  it 
repeated  or  explained. 

6.  Questions  asking  for  your  opinion. 

The  lawyer  needs  your  opinion  to  a “reasonable 
medical  probability.”  To  state  something  to  a “reason- 
able medical  probability,”  you  must  believe  that,  based 
upon  your  knowledge  of  medicine  and  the  case  facts, 
the  subject  of  your  opinion  is  more  likely  to  be  true 
than  not.  Put  in  terms  of  percentage,  the  probability 
must  be  greater  than  50%.  You  should  not  be  reluctant 
to  express  an  opinion  because  other  physicians  have 
expressed  different  opinions.  If  new  facts  or  other 
opinions  are  brought  to  your  attention  which  cause 
you  to  change  or  modify  your  opinion,  you  should  not 
hesitate  to  say  so.  If  you  do  not  have  a professionally 
adequate  basis  for  an  opinion  about  a patient  you  did 
not  observe,  you  cannot  be  compelled  to  offer  an  opin- 
ion. However,  if  you  are  asked  for  your  opinion  and  you 
have  one,  you  must  state  it. 

7.  Hypothetical  questions. 

Make  sure  that  you  understand  all  the  elements  of 
a hypothetical  question  and  that  the  question  is  com- 
plete enough  so  that  you  can  properly  express  an 
opinion.  The  answer  must  be  based  exclusively  on  the 
facts  stated  in  the  hypothetical  question.  If  you  can 
answer  such  questions,  you  must.  If  you  cannot  an- 
swer the  question  without  special  study,  or  the  ques- 
tion does  not  contain  sufficient  facts  to  let  you  form  an 
answer,  you  should  say  so. 


8.  You  may  be  entitled  to  additional  fees  if  you  are  testifying  as 
an  expert  witness,  but  these  do  not  need  to  be  paid  or  tendered 
when  you  are  given  the  subpoena. 

9.  When  your  records  are  part  of  a combined  record  with  a 
hospital,  you  should  inform  the  lawyer  of  that  fact.  You  cannot 
produce  records  that  are  not  called  for  in  the  subpoena. 


8.  Cross  examination. 

The  lawyer’s  job  is  to  present  the  facts  for  his  client. 
To  do  this,  the  lawyer  must  place  before  the  court  all 
admissible  evidence  favorable  to  his  cause.  The  law- 
yer’s questions  are  intended  to  show  facts  bearing  on 
the  weight  and  credibility  of  your  testimony.  Cross 
examination  is  intended  to  test  your  qualifications, 
competence,  credibility,  bias,  memory,  diagnosis, 
prognosis  and  opinions  within  the  framework  of  appro- 
priate legal  procedure.  If  the  lawyer  asking  you  ques- 
tions goes  beyond  the  bounds  of  propriety,  the  lawyer 
who  called  you  as  a witness  may  intervene. 

9.  Subpoenas. 

To  make  the  court  system  work,  the  legislature  has 
provided  the  power  to  compel  someone  to  appear  at  a 
specified  time  and  place  to  give  testimony  and,  in  some 
cases,  to  produce  documents  and  other  materials.  The 
document  which  imposes  such  a requirement  is  called 
a “subpoena.”  Some  of  the  reasons  for  using  a sub- 
poena are: 

1.  When  there  is  a question  about  the  propriety  of 
the  witness  voluntarily  testifying  or  producing  docu- 
ments and  materials.  Sometimes  this  is  done  at  the 
request  of  the  witness  and  sometimes  on  the  lawyer’s 
own  initiative. 

2.  When  the  person  making  the  arrangements  wants 
to  be  sure  that  the  person  appears  at  the  time  and  place 
specified  to  give  testimony  or  to  be  sure  that  the 
documents  and  materials  are  produced. 

a.  Attendance.  If  a deposition  cannot  be  scheduled 
by  agreement,  with  the  exception  stated  in  the  next 
paragraph,  you  can  be  compelled  by  subpoena  to 
attend  a deposition.  Usually  the  arrangements  for  a 
deposition  including  the  time  and  place  should  be 
worked  out  between  you  or  your  office  and  the  lawyer. 
Sometimes,  even  when  you  can  agree,  there  are  rea- 
sons for  using  a subpoena.  Under  Wisconsin  law,  any 
lawyer  who  is  representing  one  of  the  parties  in  a case 
may  issue  a subpoena  that  requires  a witness  to  attend 
a deposition,  hearing  or  trial. 

Subpoenas  can  only  compel  attendance  at  a deposi- 
tion to  be  taken  within  100  miles  from  the  place  where 
you  live,  are  employed  or  are  served  with  a copy  of  the 
subpoena.  Also,  you  are  not  required  to  attend  unless 
the  standard  witness  fees  are  paid  or  tendered,8  in  cash 
or  by  check,  together  with  travel  fees.  The  fees  are  set 
by  the  state  legislature.  The  current  fees  are  shown  in 
Append  be  B. 

b.  Production  of  documents.  The  subpoena  can  re- 
quire that  you  bring  documents  or  other  materials  to 
the  deposition.  You  must  bring  those  materials  to  the 
deposition  unless  other  arrangements  have  been  made 
with  the  lawyer  who  issued  the  subpoena.9  If  there  is 
any  doubt  about  what  materials  are  covered  by  the 
subpoena,  you  should  consult  with  the  lawyer  who 


430 


Wisconsin  Medical  Journal  • July  1990 


issued  the  subpoena,  another  lawyer  who  is  involved 
in  the  case,  your  own  lawyer,  or  the  court 

c.  Questions  about  validity  of  a subpoena.  You  should 
consult  with  the  lawyer  who  issued  the  subpoena,  or 
another  lawyer  involved  in  the  case,  your  own  lawyer, 
or  the  court  if  there  is  any  doubt  about  the  force  and 
effect  of  a subpoena. 

d.  Abuse  of  subpoena.  You  should  make  a complaint 
to  the  court  if,  after  discussion  suggested  in  the  para- 
graph above,  you  believe  that  a lawyer  is  using  the 
subpoena  to  subject  you  to  harassment  If  the  court 
agrees,  it  may  order  that  the  deposition  stop  or  may 
limit  the  scope  and  manner  of  the  taking  of  the  depo- 
sition. 

e.  Attendance  a hardship.  If  the  time  and  place 
described  in  the  subpoena  for  the  deposition  creates  a 
substantial  hardship  for  your  patients,  you  should 
immediately  bring  this  fact  to  the  attention  of  the 
lawyer  who  issued  the  subpoena.  If  no  solution  can  be 
worked  out  with  that  lawyer,  you  may  consult  with 
your  own  attorney  or  the  court. 

10.  Charges.  You  should  discuss  your  compensation 
with  the  lawyer  who  made  arrangements  for  your 
testimony  or  issued  the  subpoena.  Except  for  the 
situation  where  you  are  a party  to  the  action  you  are 
entitled  to  reasonable  compensation  for  time  spent 
concerning  the  matter.  In  determining  what  is  reason- 
able compensation,  you  may  consider  what  your  usual 
income  would  have  been  for  the  time  if  you  had  been 
doing  your  usual  work.10  You  may  include  time  spent 
in  preparation  to  testily  and  travel  to  the  place  of  the 
deposition,  as  well  as  the  actual  time  spent  at  the 
deposition.  The  amount  of  money  a person  is  trying  to 
recover  should  not  be  a consideration  in  determining 
your  charges.  If  you  are  testifying  as  an  expert  witness- 
-giving  opinions  on  medical  matters  which  require 
analysis  beyond  the  treatment  record-you  may  also 
consider: 

• the  difficulty  of  the  work  which  you  did  in  prepara- 
tion to  testify; 

• any  special  level  of  expertise  you  have  in  the  area; 
and 

• extensiveness  of  any  required  research. 

C.  Lawyers  Duties. 

1.  Time  and  place.  You  should  contact  the  physician 
whose  testimony  is  desired  as  far  in  advance  as  is 
practical  to  try  to  agree  on  a time  and  place  for  the 
deposition.  You  should  make  a reasonable  effort  to 
accommodate  the  physician  and  the  other  parties.  If 

10.  You  should  deduct  any  costs  that  you  would  usually  incur 
but  which  were  saved. 

11.  The  physician  should  deduct  any  costs  that  the  physician 
would  usually  incur  but  which  were  saved. 


the  arrangements  were  oral,  they  should  be  confirmed 
in  writing.  If  it  is  necessary  to  cancel  or  reschedule  the 
deposition,  mutual  courtesy  and  respect  requires  you 
to  notify  the  physician  and  the  parties  as  soon  as 
practicable.  Cancellations  are  very  inconvenient  for 
everyone.  When  the  physician  does  not  have  a reason- 
able opportunity  to  fill  the  time,  it  is  reasonable  to 
expect  that  the  physician  will  charge  for  the  lost  time. 

2.  Purpose,  scope  and  duration.  A reasonable  period 
of  time  before  the  deposition,  the  lawyer  on  whose 
behalf  the  physician  is  going  to  testify  should  contact 
the  physician  and  discuss  with  him  the  purpose,  scope 
and  possible  duration  of  the  deposition  examination. 

3.  Subpoenas. 

a.  Attendance.  If  you  believe  that  it  is  necessary  or 
advisable  to  use  a subpoena,  the  physician  should  be 
told  that  a subpoena  will  be  issued  and  the  reason  for 
its  use.  If  possible,  agree  on  the  time  and  place  of  the 
deposition  with  the  physician. 

b.  Production  of  documents.  You  should  let  the 
physician  know  in  advance  what,  if  any,  materials  the 
physician  should  bring  to  the  deposition.  Care  should 
be  taken  to  describe  the  materials  in  enough  detail  so 
there  is  no  doubt  about  what  material  is  to  be  pro- 
duced. 

c.  Attendance  a hardship.  You  should  make  reason- 
able efforts  to  accommodate  the  physician  whose 
patients  will  suffer  a substantial  hardship  if  the  deposi- 
tion is  held  at  the  time  and  place  scheduled. 

d.  Review  of  deposition.  You  should  tell  the  physi- 
cian of  the  right  to  review  the  transcript.  If  the  physi- 
cian is  expected  to  testify  again  in  the  matter,  a copy  of 
the  transcript  should  be  furnished  to  the  physician  far 
enough  in  advance  of  the  date  for  the  physician’s 
testimony  to  allow  full  review  of  the  transcript. 

4.  Charges.  You  should  discuss  compensation  with 
the  physician  before  the  deposition.  The  physician  is 
entitled  to  reasonable  compensation  for  the  time  spent 
concerning  the  matter,  except  in  the  case  where  the 
physician  is  a party  to  the  action.  In  determining  what 
is  reasonable  compensation,  physicians  may  consider 
what  their  usual  income  would  have  been  for  the  time 
if  they  had  been  doing  their  usual  work.* 11  The  physi- 
cian may  include  time  spent  in  preparation  to  testify 
and  travel  to  the  place  of  the  deposition,  as  well  as  the 
actual  time  spent  at  the  deposition.  If  the  physician  is 
testifying  as  an  expert  witness-giving  opinions  on 
medical  matters  which  require  analysis  beyond  the 
treatment  record-the  physician  may  also  consider: 

• the  difficulty  of  the  work  which  was  done  in  prepa- 
ration to  testify; 

• any  special  level  of  expertise  the  physician  has  in 
the  area;  and 

• extensiveness  of  any  required  research. 
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Relationship  of  physician  and 
lawyer  before  trial 

A-  Conflict  of  interest 

1.  Treating  physicians.  When  a physician  has  treated 
a patient  or  has  consulted  with  or  obtained  information 
from  a lawyer  representing  one  side  of  a case,  the 
physician  should  not  discuss  the  case  nor  give  any 
information  to  anyone  from  the  other  side  of  the  case 
without  the  express  consent  of  the  patient  or  the 
lawyer  first  consulted. 

2.  Consultants  and  experts.  A lawyer  who  wants  to 
consult  with  a physician  or  retain  one  as  an  expert 
witness,  should  first  find  out  whether  the  physician 
has  consulted  with  or  been  retained  by  the  other  side. 
If  so,  the  lawyer  should  inform  the  physician  of  the 
lawyer’s  involvement  in  the  case  and  not  discuss  the 
case  or  the  patient  without  the  express  consent  of  the 
opposing  lawyer. 

B.  Conferences  between  physicians  and  lawyers 

1.  Necessity  for  conferences.  Physicians  and  lawyers 
must  fairly  and  adequately  present  the  medical  infor- 
mation in  a legal  controversy.  For  that  reason,  and 
because  mistakes  or  omissions  may  be  impossible  to 
correct,  it  is  important  that  the  physician  and  the 
lawyer  confer  about  the  case  well  in  advance. 

2.  Preparation  for  conferences.  An  appointment  for 
such  a conference  should  be  made,  and  sufficient  time 
allowed  for  full  discussion  of  the  case.  Both  parties 
should  have  reviewed  the  records  before  the  confer- 
ence and  should  be  prepared  to  discuss  the  issues 
involved. 

3.  Fees.  The  physician  should  receive  a reasonable 
fee  for  such  preparation  and  conference,  which  may 
include  telephone  conferences.  The  amount  of  the  fee 
should  be  discussed  and  agreed  upon  at  the  time  the 
conference  is  arranged.  In  determining  what  is  reason- 
able compensation,  physicians  may  consider  what 
their  usual  income  would  have  been  for  the  time  if  they 
had  been  doing  their  usual  work. 12  The  physician  may 
include  time  spent  in  preparation  for  the  conference  as 
well  as  the  actual  time  spent  in  conference.  If  the 
physician  is  going  to  be  testifying  as  an  expert  witness- 
-giving  opinions  on  medical  matters  which  require 
analysis  beyond  the  treatment  record-the  physician 
may  also  consider: 

• the  difficulty  of  the  work  done  in  preparation  to 
testify; 


12.  The  physician  should  deduct  any  costs  that  the  physician 
would  usually  incur  but  which  were  saved. 


• any  special  level  of  expertise  the  physician  has  in 
the  area;  and 

• extensiveness  of  any  required  research. 

Unless  other  arrangements  have  been  made,  the 
lawyer  who  retained  the  physician  is  responsible  for 
payment  of  the  charges  for  the  conference. 

Arrangements  for  court 
appearances 

A.  Generally 

While  the  conduct  of  the  business  of  the  courts 
cannot  depend  upon  the  convenience  of  litigants, 
lawyers  or  witnesses,  arrangements  can  and  should  be 
made  for  the  attendance  of  the  physician  as  a witness 
which  consider  the  professional  demands  upon  the 
physician’s  time.  As  soon  as  it  is  practicable,  the  phy- 
sician is  entitled  to  notice  of  the  intention  to  call  the 
physician  as  a witness.  The  physician  should  be  ad- 
vised by  telephone  of  the  approximate  time  to  be  at  the 
court  house.  The  physician  should  be  notified  by 
phone  as  soon  as  practicable  of  any  postponement  or 
settlement  of  the  case. 

B.  Attendance  at  trial 

Usually  the  attendance  of  the  physician  at  trial  will 
be  arranged  by  the  lawyer  who  wants  the  physician’s 
testimony.  To  make  the  court  system  work,  the  legis- 
lature has  provided  the  power  to  compel  someone  to 
appear  at  a specified  time  and  place  to  give  testimony 
and  to  produce  documents  and  other  materials.  The 
document  which  imposes  such  a requirement  is  called 
a “subpoena.”  Some  of  the  reasons  for  using  a sub- 
poena are: 

1.  When  there  is  a question  about  the  propriety  of 
the  witness  voluntarily  testifying  or  producing  docu- 
ments and  materials.  Sometimes  this  is  done  at  the 
request  of  the  witness  and  sometimes  on  the  lawyer’s 
own  initiative. 

2.  When  the  person  making  the  arrangements  wants 
to  be  sure  that  the  person  appears  at  the  time  and  place 
specified  to  give  testimony  or  to  be  sure  that  the 
documents  and  materials  are  produced. 

Because  of  conditions  in  a certain  case  or  because 
of  the  necessity  for  protecting  the  client,  the  lawyer  is 
sometimes  required  to  subpoena  the  physician  as  a 
witness.  The  physician  should  not  take  offense  when 
the  subpoena  is  being  used  for  such  purposes. 

1.  Physician ’s  duties.  You  have  the  same  duty  as  any 
other  citizen  to  testify  at  a trial.  Our  system  of  justice 
depends  upon  being  able  to  require  any  citizen’s  atten- 
dance at  a judicial  proceeding  and  to  give  testimony 
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regarding  the  case.  You  should  be  punctual,  emergen- 
cies being  excepted. 

An  emergency  must  always  involve  the  genuine 
professional  needs  of  a patient.  If  you  have  received  a 
subpoena,  you  take  the  risk  of  convincing  the  court 
that  the  emergency  was  of  sufficient  gravity  to  justify 
your  failure  to  appear  at  the  proper  time. 

2.  Lawyer’s  duties.  You  must  give  the  physician 
timely  notice  that  the  physician’s  testimony  will  be 
needed  for  trial.  You  should  notify  the  physician  of  the 
anticipated  trial  date  as  soon  as  it  is  known.  You  shall 
make  every  effort  to  arrange  the  time  the  physician  will 
be  called  to  testify.  You  should  not  subpoena  a physi- 
cian without  prior  notice.  You  should  notify  the  physi- 
cian promptly  if  the  case  is  postponed  or  if  the  physi- 
cian will  not  need  to  testify. 

C.  Conduct  in  court 

Lawyers  and  physician  witnesses  perform  an  im- 
portant function  in  the  administration  of  justice.  The 
conduct  of  each  should  be  dignified  and  respectful  of 
the  position  of  the  other.  Mutual  courtesy  and  consid- 
eration are  highly  desirable.  The  physician  should 
realize,  however,  that  under  the  “adversary  system”  it 
is  permissible  and  not  unusual  for  the  lawyer  to  take  a 
partisan  attitude  toward  the  testimony  being  elicited 
from  the  physician. 

1.  Physician’s  duties. 

a.  Generally.  All  witnesses  should  testify  impar- 
tially. Your  duty  is  to  testify  without  regard  to  whether 
the  testimony  will  be  favorable  to  one  party  or  the 
other.  You  should  not  be  concerned  with  how  the 
testimony  will  affect  the  result  of  the  lawsuit.  Your 
function  is  to  enlighten  the  court  as  an  impartial  wit- 
ness. 

b.  Preparation  before  testifying.  You  should  have 
fully  reviewed  the  patient’s  case  and  record,  any  depo- 
sition that  you  gave  as  well  as  any  medical  literature 
that  is  warranted,  before  coming  to  court.  You  should 
be  fully  prepared  to  respond  to  questions  about  the 
facts  or  asking  for  professional  opinions.  You  may  take 
the  records  with  you  to  the  stand  when  you  testify  and 
may  use  them  as  necessary  to  answer  questions.  You 
cannot  be  compelled  to  form  a professional  opinion. 
However,  if  you  have  an  opinion,  you  can  be  required 
to  state  it’s  substance  or  your  observations  if  you  did 
observe  the  patient 

c.  Response  to  questions  by  the  lawyer  who  called  you 
to  testify.  You  should  give  clear  answers  to  the  ques- 
tions asked.  Use  non-technical  language  whenever 
possible.  If  testimony  does  not  explain  and  clarify 
ideas,  it  has  not  served  its  purpose.  Sometimes  it  may 
be  necessary  to  follow  technical  terms  with  simplified 
explanations  or  illustrations.  You  must  not  try  to  un- 
fairly impress  or  prejudice  the  court.  You  must  not 


allow  testimony  to  be  influenced  by  your  own  or  the 
patient’s  personal  interest  Sometimes  the  lawyer  asking 
the  questions  or  the  judge  will  ask  you  to  answer  the 
question  “yes”  or  “no.”  If  you  believe  that  “yes”  or  “no” 
will  not  accurately  answer  the  question,  tell  the  court. 
The  judge  will  usually  permit  you  to  qualify  or  explain 
the  answer. 

d.  Objection  to  questions.  Trials  are  governed  by  the 
rules  of  evidence  which  may  limit  the  questions  which 
can  properly  be  asked  or  limit  the  answers  given.  A 
lawyer  may  object  to  a question  which  has  been  asked 
by  another  lawyer  or  the  judge.  You  should  not  answer 
the  question  until  the  court  has  ruled  on  the  objection. 
If  the  court  overrules  the  objection  you  may  answer 
the  question.  You  should  not  decide  legal  questions  by 
making  up  your  mind  that  certain  questions  are  im- 
proper and  either  refusing  to  answer  or  treating  the 
question  as  if  it  were  unimportant  or  insignificant  and 
therefore  answering  only  in  part.  If  you  feel  that  a 
question  is  improper  and  there  is  no  objection,  you 
may  ask  the  court  whether  you  must  answer  the 
question . If  the  question  is  unclear  you  may  ask  to  have 
it  repeated  or  explained. 

e.  Questions  asking  for  your  opinion.  The  lawyer 
needs  your  opinion  to  a “reasonable  medical  probabil- 
ity.” To  state  something  to  a “reasonable  medical 
probability,”  you  must  believe  that,  based  upon  your 
knowledge  of  medicine  and  the  case  facts,  the  subject 
of  your  opinion  more  likely  to  be  true  than  not.  Put  in 
terms  of  percentage,  the  probability  must  be  greater 
than  50%.  You  should  not  be  reluctant  to  express  an 
opinion  because  other  physicians  have  expressed  dif- 
ferent opinions.  If  new  facts  or  other  opinions  are 
brought  to  your  attention  which  cause  you  to  change 
or  modify  your  opinion,  you  should  not  hesitate  to  say 
so.  If  you  do  not  have  a professionally  adequate  basis 
for  an  opinion  about  a patient  you  did  not  observe,  you 
cannot  be  compelled  to  offer  an  opinion.  If  you  are 
asked  for  your  opinion  and  you  have  an  opinion,  you 
must  state  it. 

f.  Hypothetical  questions.  Make  sure  that  you  under- 
stand all  the  elements  and  that  the  question  is  com- 
plete enough  so  that  you  can  properly  express  an 
opinion.  The  answer  to  a hypothetical  question  must 
be  based  exclusively  on  the  facts  stated  in  the  hypo- 
thetical question.  If  you  can  answer  such  questions, 
you  must.  If  you  cannot  answer  the  question  without 
special  study,  or  the  question  does  not  contain  suffi- 
cient facts  to  let  you  form  an  answer,  you  should  say  so. 

g.  Cross  examination.  The  lawyer’s  job  is  to  present 
the  facts  for  his  client.  To  do  this,  the  lawyer  must  place 
before  the  court  all  admissible  evidence  favorable  to 
his  cause.  The  lawyer’s  questions  are  intended  to  show 
facts  bearing  on  the  weight  and  credibility  of  your 
testimony.  Cross  examination  is  intended  to  test  your 
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qualifications,  competence,  credibility,  bias,  memory, 
diagnosis,  prognosis  and  opinions  within  the  frame- 
work of  appropriate  legal  procedure.  If  the  lawyer 
asking  you  questions  goes  beyond  the  bounds  of 
propriety,  the  court  or  the  lawyer  who  called  you  as  a 
witness  may  intervene. 

h.  Charges.  You  should  discuss  compensation  with 
the  lawyer  who  made  arrangements  for  your  testi- 
mony or  issued  the  subpoena.  Except  for  the  situation 
where  you  are  a party  to  the  action,  you  are  entitled  to 
reasonable  compensation  for  time  spent  concerning 
the  matter.  In  determining  what  is  reasonable  com- 
pensation, you  may  consider  what  your  usual  income 
would  have  been  for  the  time  if  you  had  been  doing 
your  usual  work.13  You  may  include  time  spent  in 
preparation  to  testify  and  travel  to  court  as  well  as  the 
actual  time  spent  at  the  trial  or  hearing.  If  you  are 
testifying  as  an  expert  witness-giving  opinions  on 
medical  matters  which  require  analysis  beyond  the 
treatment  record-you  may  also  consider: 

• the  difficulty  of  the  work  which  you  did  in  prepara- 
tion to  testify; 

• any  special  level  of  expertise  you  have  in  the  area; 
and 

• extensiveness  of  any  required  research. 

2.  Lawyer’s  duties. 

a.  Generally.  You  should  treat  the  physician  on  the 
stand  with  courtesy  and  tact.  There  is  no  justification 
for  you  to  abuse,  badger  or  brow-beat  any  non-party 
witness  including  a physician  witness. 


b.  Questions  to  be  asked.  A reasonable  time  before 
the  date  the  physician  is  to  testify,  you  should  go  over 
with  the  physician  the  material  you  expect  to  ask 
questions  about.  It  may  be  necessary  to  use  hypotheti- 
cal questions.  It  is  a good  idea  to  pose  these  questions 
to  the  physician  in  advance,  in  writing,  to  eliminate  any 
misunderstanding.  You  should  also  go  over  the  areas 
which  you  expect  to  be  covered  on  cross  examination 
and  share  any  insights  you  have  of  the  techniques  or 
personality  of  the  people  who  will  be  doing  the  cross 
examination. 

c.  Charges.  You  should  discuss  compensation  with 
the  physician  before  the  trial  or  hearing.  The  physician 
is  entitled  to  reasonable  compensation  for  the  time 
spent  concerning  the  matter  except  in  the  case  where 
the  physician  is  a party  to  the  action.  In  determining 
what  is  reasonable  compensation,  the  physician  may 
consider  what  his  or  her  usual  income  would  have 
been  for  the  time  if  they  had  been  doing  their  usual 
work. 14  The  physician  may  include  time  spent  in  prepa- 
ration to  testify  and  travel  to  court,  as  well  as  the  actual 
time  spent  at  the  trial  or  hearing.  If  the  physician  is 
testifying  as  an  expert  witness-giving  opinions  on 
medical  matters  which  require  analysis  beyond  the 
treatment  record-the  physician  may  also  consider: 

• the  difficulty  of  the  work  done  in  preparation  to 
testify; 

• any  special  level  of  expertise  the  physician  has  in 
the  area;  and 

• extensiveness  of  any  required  research. 


13.  You  should  deduct  any  costs  that  you  would  usually  incur 
but  which  were  saved. 


14.  The  physician  should  deduct  any  costs  that  the  physician 
would  usually  incur  but  which  were  saved. 
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Release  of  medical  record  information 

The  right  to  determine  who  can  have  access  to  medical  records  belongs  to  the  patient,  not  the  physician.  The  confidentiality  of  medical 
records  of  most  patients  is  governed  by  §§  146.81  thru  146.83  of  the  Wisconsin  Statutes  as  well  as  §905.04.  There  are  several  exceptions. 
Wisconsin  Statues  §143.07  governs  the  reporting  of  sexually  transmitted  disease.  Wisconsin  Statutes  §146.025  governs  the  disclosure 
of  AIDS  test  results.  Wisconsin  Statutes  §51.30  and  42  United  States  Code  §290dd-3  govern  records  for  patients  treated  for  the  primary 
purpose  of  mental  illness,  developmental  disability,  or  drug  or  alcohol  abuse.  Worker’s  Compensation  is  covered  by  Wis  Stats  §102.13, 
and  Wisconsin  Statutes  §905.04  lists  some  situations  where  there  is  no  privileged1 

A.  Consent  form  requirements. 

Written  consent  to  disclosure  of  information  from  the  patient’s  health  care  records  must  contain  the  following: 

1.  the  name  of  the  patient  whose  record  is  being  disclosed; 

2.  the  purpose  of  the  disclosure; 

3.  the  type  of  information  to  be  disclosed; 

4.  the  individual,  agency  or  organization  to  which  disclosure  may  be  made; 

5.  the  types  of  health  care  providers  making  the  disclosure; 

6.  the  signature  of  the  patient  or  the  person  authorized  by  the  patient; 

7.  the  date  on  which  the  consent  is  signed;  and 

8.  the  time  period  during  which  the  consent  is  effective. 

If  the  consent  form  is  to  include  information  on  drug  or  alcohol  treatment,  there  is  an  additional  requirement: 

9.  a statement  that  the  consent  is  subject  to  revocation  at  any  time  except  to  the  extent  that  action  has  been  taken  in  reliance  on  the 
consent. 

B.  What  records  are  covered. 

All  records  about  the  health  of  a patient  which  were  prepared  by  or  under  the  supervision  of  the  physician  or  the  physician’s  staff  are 
covered.  No  AIDS  test  results,  records  involving  mental  illness,  developmental  disabilities,  alcoholism,  or  drug  dependence  can  be 
released  unless  that  specific  type  of  information  is  listed  in  the  release.  The  physician  must  also  release  reports,  correspondence  or 
other  information  if  the  release  form  authorizes  its  release. 

C.  Certified  copy  of  record. 

In  some  cases,  the  person  asking  for  a copy  of  the  medical  record  will  request  a certified  copy  of  the  record.  The  certification  should: 

1.  list  the  patient’s  name; 

2.  show  the  time  period  for  which  the  records  are  being  provided; 

3.  show  the  number  of  pages  being  provided; 

4.  contain  a statement  that  the  material  is  an  accurate  duplicate  of  the  records  being  maintained  by  the  person  or  institution; 

5.  if  the  request  was  for  a complete  record,  contain  a statement  that  the  record  is  complete  to  the  best  of  the  knowledge  and  belief 
of  the  person  certifying  the  record  or  list  the  type(s)  of  records  which  are  not  included; 

6.  be  signed  by  the  person  who  is  responsible  for  seeing  that  the  copy  is  an  accurate  duplicate;  and 

7.  the  signature  should  be  notarized. 

A sample  Medical  Record  Certification  is  shown  elsewhere  in  this  appendix. 

D.  Releases  signed  by  someone  other  than  the  patient. 

1.  The  minor  patient 

For  most  minor  patients,  the  release  should  be  signed  by  the  parent,  guardian,  or  person  who  is  acting  in  place  of  a parent.  There  are 
three  exceptions  where  the  minor  can  sign  the  release  without  anyone  else  signing: 

a.  If  the  minor  is  14  years  of  age  or  older  and  treatment  is  for  mental  illness,  alcoholism  or  drug  dependence; 

b.  A married  minor, 

c.  A minor  who  is  not  in  any  way  reliant  upon  parental  support  and  control,  known  as  emancipated.  The  burden  is  on  the  minor 
patient  to  fully  satisfy  you  that  true  emancipation  exits. 

2.  The  incompetent  patient. 

Most  releases  are  signed  by  the  patient.  If  patients  are  not  competent  to  manage  their  own  affairs  and  a guardian  of  the  person  has  been 
appointed  by  the  court,  the  release  will  be  signed  by  the  guardian.  You  can  request  a copy  of  the  document  appointing  the  guardian, 
usually  called  letters  of  guardianship,  so  as  to  be  sure  that  the  person  signing  is  authorized  to  do  so. 

3.  Power  of  attorney. 

Competent  patients  can  give  someone  the  power  to  act  for  them.  The  holder  of  such  a power  is  known  as  an  "attomey-in-fact."  The 
attorney-in-fact  derives  his  power  from  a document  known  as  a power  of  attorney.  You  should  get  a copy  of  that  document  and  examine 


Al.  The  pertinent  statutes  and  regulations  are  set  out  at  the  end  of  this  Appendix. 
Wisconsin  Medical  Journal  • July  1990 


435 


CERTIFICATION  OF  MEDICAL  RECORDS 

Dr. 

p Wisconsin 


PATIENT: 


RECORDS  FROM 


TO 


(d*> 


(<*•> 


I, , Medical  Records  Clerk,  hereby  certify 

that  the  documents  attached  to  this  certificate,  consisting  of 

pages,  constitute  an  accurate,  legible  and  complete  copy  of  the 
records  of  the  patient  named  above  for  the  period  show  above. 


The  records,  from  which  this  copy  was  made,  were  made  in  the 

regular  course  of  the  business  of  Dr. and  at  the  time 

of  the  events  recorded  in  the  records  or  within  a reasonable  time 
after  those  events. 


Medical  Record  Clerk 
Subscribed  and  sworn  to  before  me, 


This 


day  of 


, 19. 


Notary  Public,  State  of  Wisconsin 
My  Commission  Expires: 


436 


Wisconsin  Medical  Journal  • July  1990 


1. 


AUTHORIZATION  FOR  DISCLOSURE  OF  MEDICAL  INFORMATION 
(Complete  In  1uL  See  ravers*  side  for  instructions) 


Patient 


Not*  - Last  First,  Ml 


Street  Address 


City  State 

2.  Records  Released  From: 


Zip  Code 

3.  Records  Released  To: 


Name 


Name 


Street  Address 


Street  Address 


"CEy 555 ZpT33T  "T By §55 Zp  Code 

4.  Type  or  extent  of  Information  to  be  disclosed.  (Check  an  appicabte  categories) 

Medical  history  and  physical  Laboratory  reports 

examination  reports.  Prescriptions 

Operation  reports  Consultations 

Treatment  or  tests  X-ray  reports 

AIDS  test  results  copies  of  all  other  reports 

Hospital  records,  Including  All  other  reports 

all  reports  Alcohol,  drug  abuse  records 

Mental  health  records 


5.  Purpose  or  need  for  disclosure.  (Check  appBcebi#  categories) 

payment  of  Insurance  claim  legal  Investigation 

personal  other 

6.  This  authorization  will  remain  in  effect  until 

Date 

7.  This  authorization  shall  be  effective  for  medical  records  created  until  such  date 
even  If  created  after  the  date  of  signing  of  this  authorization. 

(Over) 
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8.  I understand  that  written  notification  is  necessary  to  cancel  this  request  before 
its  expiration  date.  This  authorization  may  be  revoked  at  any  time,  except  to  the 
extent  action  has  been  taken  based  on  it. 

9.  Date:  

Signature  of  Patient 

(If  signed  by  person  other  than  patient,  state  relationship  and 
authority  to  do  so.) 

Patient  is:  Minor  Incompetent  Deceased 

Legal  Authority:  Legal  Guardian  Parent  of  Minor  Next  of  Kin  of  Deceased 

The  numbers  listed  below  correspond  to  the  numbered  sections  on  the  authorization  form. 

6.  If  the  date  placed  in  this  blank  is  later  than  the  date  of  the  patient's  signature,  this  authorization  will 

indude  the  release  of  records  dated  up  to  an  induding  that  date 

9.  Generally,  all  patients  18  years  of  age  and  older  must  sign  for  release  of  their  records.  Read  the  following 

to  determine  exceptions  for  patients  older  or  younger  than  18  years. 

A.  The  patient  is  younger  than  18. 

Patients  less  than  18  years  of  age  must  sign  for  release  of  their  medical  records  when: 

The  minor  is  married  - these  people  are  considered  to  be  adults. 

The  minor  is  emancipated  • in  other  words  the  minor  is  not  in  any  way  reliant  upon  parental 
support  and  control.  NOTE:  The  burden  should  rest  on  the  minor  to  fully  satisfy  you  that  true 
emancipation  exists. 

The  minor  is  14  years  of  age  or  older  and  treatment  is  for  mental  illness,  alcoholism 
or  drug  dependence 

The  records  are  of  treatment  or  diagnoses  for  the  presence  of  a sexually  transmitted  disease. 

To  health  cate  providers  or  persons  under  their  supervision  who  are  assisting  the  patient,  being 
consulted  regarding  the  patient’s  health  or  the  patient  appears  to  be  in  danger  and  the 
information  may  aid  the  person  rendering  assistance. 

In  other  cases  the  release  should  be  signed  by  the  parent,  guardian  or  legal  custodian. 

B.  The  patient  is  more  than  18  years  old  but  not  competent  or  can  not  sign. 

When  the  patient  is  older  than  18  years  of  age  and  is  either  incompetent  or  can  not  sign  for  some  reason 
the  release  can  be  signed  by  someone  else: 

• The  patient  is  incompetent  - the  release  should  be  signed  by  the  patient's  guardian 

The  patient  is  dead  - the  release  should  be  signed  by  the  spouse  or  if  there  is  no  spouse  by 
an  adult  child,  brother,  sister,  parent  or  grandparent  of  the  deceased  patient 
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it  to  be  sure  that  it  is  broad  enough  to  cover  the  release  of  medical  records.  If  the  power  of  attorney  form  says  that  the  disability  or 
incapacity  of  the  person  who  granted  the  power  does  not  change  the  power,  it  is  known  as  a “durable  power  of  attorney.”  A durable 
power  of  attorney  is  effective  even  though  the  person  who  signed  it  has  become  incompetent.  Unless  a power  of  attorney  provides  that 
it  ends  on  a given  date  or  with  the  happening  of  a given  event,  it  will  be  effective  until  you  get  notice  that  it  has  been  revoked  or  the 
person  who  gave  the  power  dies. 

4.  The  deceased  patient. 

If  you  know  that  the  patient  has  died,  the  release  should  be  signed  by  the  spouse  or  the  personal  representative  of  the  deceased.  If  no 
spouse  survives  a deceased  patient,  an  adult  child,  brother,  sister,  parent  or  grandparent  of  the  deceased  may  sign  the  release.  If  the 
deceased  was  a minor,  a parent,  guardian  or  legal  custodian  can  sign  the  release.  If  the  release  is  signed  by  the  personal  representative 
of  a deceased  patient,  you  should  also  receive  a copy  of  the  document  which  appointed  that  person.  This  document  is  known  as  “letters 
testamentary.” 

E.  Worker’s  Compensation 

Wisconsin  Statutes  §102.13  says  that  any  employee  who  reports  an  injury  to  be  work  related  or  files  an  application  for  hearing  waives 
the  privilege  of  confidentiality  for  that  injury.  A physician  who  receives  evidence  of  such  a claim  must  release  medical  information  on 
the  written  request  of  the  employee,  employer,  worker’s  compensation  insurer  or  the  department  of  Industry  Labor  and  Human 
Relations.  A sample  Medical  Records  Authorization  which  is  intended  to  cover  all  records  and  all  information  which  can  be  released 
is  shown  elsewhere  in  this  appendix. 

F.  Reporting  without  the  patient’s  consent. 

There  are  situations  when  the  physician  is  required  to  or  may  report  to  someone  even  though  the  patient  has  not  given  consent 

a.  Wisconsin  Statute  §48.981  (2)  requires  the  physician  to  report  suspected  child  abuse  seen  in  the  course  of  professional  duties:*2 

b.  Wisconsin  Statute  §143.07  (lm)  requires  the  physician  to  report  a sexually  transmitted  disease  to  the  local  health  officer  and  to 
the  department  of  health. 

c.  Wisconsin  Statute  §146.995  requires  the  physician  to  report  gunshot  wounds  and  any  other  wound  that  the  physician  has 
reasonable  cause  to  believe  occurred  as  a result  of  a crime.  These  are  reported  to  the  local  police  department  or  county  sheriffs  office 
for  the  area  where  the  treatment  is  given. 

d.  Wisconsin  Statute  §146.82  (3)  allows  the  physician  to  report  to  the  department  of  transportation  without  the  informed  consent 
of  the  patient  when  the  physician  believes  the  patient  may  not  have  the  ability  to  exercise  reasonable  and  ordinary  control  over  a motor 
vehicle. 

e.  Wisconsin  Statute  §146.82  (2)  lists  several  situations  where  records  can  be  released  on  request  without  informed  consent. 


Selected  statutes 

48.981  Abused  or  neglected  children... 

(2)  Persons  required  to  report 

A physician,  coroner,  medical  examiner,  nurse,  dentist,  chiropractor,  optometrist,  other  medical  or  mental  health  professional, 
social  or  public  assistance  worker,  school  teacher,  administrator  or  counselor,  mediator  under  § 767.1 1,  child  care  worker  in  a day  care 
center  or  child  caring  institution,  day  care  provider,  alcohol  or  other  drug  abuse  counselor,  member  of  the  treatment  staff  employed 
by  or  working  under  contract  with  a county  department  under  § 46.23,  51.42  or  51.437,  physical  therapist,  occupational  therapist, 
speech  therapist,  emergency  medical  technician  - advanced  (paramedic),  ambulance  attendant  or  police  or  law  enforcement  officer 
having  reasonable  cause  to  suspect  that  a child  seen  in  the  course  of  professional  duties  has  been  abused  or  neglected  or  having  reason 
to  believe  that  a child  seen  in  the  course  of  professional  duties  has  been  threatened  with  abuse  or  neglect  and  that  abuse  or  neglect 
of  the  child  will  occur  shall,  except  as  provided  under  sub.  (2m) , report  as  provided  in  sub.  (3) . Any  other  person,  including  an  attorney, 
having  reason  to  suspect  that  a child  has  been  abused  or  neglected  or  reason  to  believe  that  a child  has  been  threatened  with  abuse 
or  neglect  and  that  abuse  or  neglect  of  the  child  will  occur  may  make  such  a report.  No  person  making  a report  under  this  subsection 
may  be  discharged  from  employment  for  so  doing. 

(2m)  Exception  to  reporting  requirement,  (a)  The  purpose  of  this  subsection  is  to  allow  children  to  obtain  confidential  health 
care  services. 

(b)  In  this  subsection: 

1.  “Health  care  provider”  means  a physician,  as  defined  under  § 448.01(5),  a physician’s  assistant,  as  defined  under  § 448.01(6),  or 
a nurse  holding  a certificate  of  registration  under  § 441.06(1)  or  a license  under  § 441.10(3). 

2.  “Health  care  service”  means  family  planning  services,  pregnancy  testing,  obstetrical  health  care  or  screening,  diagnosis  and 
treatment  for  sexually  transmitted  disease. 

(c)  Except  as  provided  under  pars,  (d)  and  (e),  the  following  persons  are  not  required  to  report  as  suspected  or  threatened  abuse, 
as  defined  under  sub.  (1)  (a)  2,  sexual  intercourse  or  sexual  contact  involving  a child. 

1.  A health  care  provider  who  provides  any  health  care  service  to  a child. 

4.  A person  who  obtains  information  about  a child  who  is  receiving  or  has  received  health  care  services  from  a health  care  provider. 


A2.  There  is  some  sexual  contact  which  the  physician  is  not  required  to  report.  This  is  covered  in  Wis  Stat  §48.981  (2m). 
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(d)  Any  person  described  under  par.  (c)  1 or  4 shall  report  as  required  under  sub.  (2)  if  he  or  she  has  reason  to  suspect  any  of  the 
following: 

1.  That  the  sexual  intercourse  or  sexual  contact  occurred  or  is  likely  to  occur  with  any  of  the  following: 

a.  A relative  of  the  child. 

b.  The  child’s  guardian. 

c.  The  child’s  legal  custodian. 

d.  An  employe  of  a residential  facility  or  child  caring  institution  in  which  the  child  was  or  is  placed. 

e.  A person  who  provides  or  has  provided  care  for  the  child  in  or  outside  of  the  child’s  home. 

f.  A person  who  resides  or  has  resided  regularly  or  intermittently  in  the  same  dwelling  with  the  child. 

g.  Any  other  person  who  exercises  or  has  exercised  temporary  or  permanent  control  over  or  who  temporarily  or  permanently 
supervises  or  has  supervised  the  child. 

2.  That  the  child  suffered  or  suffers  from  a mental  illness  or  mental  deficiency  that  rendered  or  renders  the  child  temporarily  or 
permanently  incapable  of  understanding  or  evaluating  the  consequences  of  his  or  her  actions. 

3.  That  the  child,  because  of  his  or  her  age  or  immaturity,  was  or  is  incapable  of  understanding  the  nature  or  consequences  of  sexual 
intercourse  or  sexual  contact. 

4.  That  the  child  was  unconscious  at  the  time  of  the  act  or  for  any  other  reason  was  physically  unable  to  communicate  unwillingness 
to  engage  in  sexual  intercourse  or  sexual  contact 

5.  That  another  participant  in  the  sexual  contact  or  sexual  intercourse  was  or  is  exploiting  the  child. 

(e)  In  addition  to  the  reporting  requirements  under  par.  (d) , a person  described  under  par.  (c)  1 or  4 shall  report  as  required  under 
sub.  (2)  if  he  or  she  has  any  reasonable  doubt  as  to  the  voluntariness  of  the  child’s  participation  in  the  sexual  contact  or  sexual 
intercourse. 

51.30  Records. 

(1)  Definitions.  In  this  section: 

(b)  “Treatment  records”  include  the  registration  of  all  other  records  concerning  individuals  who  are  receiving  or  who  at  any  time 
have  received  services  for  mental  illness,  developmental  disabilities,  alcoholism,  or  drug  dependence  which  are  maintained  by  the 
department,  by  county  departments  under  s.  51.42  or  51.437  and  their  staffs,  and  by  treatment  facilities.  Such  records  do  not  include 
notes  or  records  maintained  for  personal  use  by  an  individual  providing  treatment  services  for  the  department,  a county  department 
under  s.  51.42  or  51.437,  or  a treatment  facility  if  such  notes  or  records  are  not  available  to  others. 

(2)  Informed  consent  An  informed  consentfor  disclosure  of  information  from  court  or  treatment  records  to  an  individual,  agency, 
or  organization  must  be  in  writing  and  must  contain  the  following:  the  name  of  the  individual,  agency,  or  organization  to  which  the 
disclosure  is  to  be  made;  the  name  of  the  subject  individual  whose  treatment  record  is  being  disclosed;  the  purpose  or  need  for  the 
disclosure;  the  specific  type  of  information  to  be  disclosed;  the  time  period  during  which  the  consent  is  effective;  the  date  on  which 
the  consent  is  signed;  and  the  signature  of  the  individual  or  person  legally  authorized  to  give  consent  for  the  individual. 

(4)  Access  to  registration  and  treatment  records. 

(a)  Confidentiality  of  records.  Except  as  otherwise  provided  in  this  chapter  and  ss.  905.03  and  905.04,  all  treatment  records  shall 
remain  confidential  and  are  privileged  to  the  subject  individual.  Such  records  may  be  released  only  to  the  persons  designated  in  this 
chapter  or  ss.  905.03  and  905.04,  or  to  other  designated  persons  with  the  informed  written  consent  of  the  subject  individual  as  provided 
in  this  section 

(c)  Limitation  on  release  of  alcohol  and  drug  treatment  records.  Notwithstanding  par.  (b) , whenever  federal  law  or  applicable  federal 
regulations  restrict,  or  as  a condition  to  receipt  of  federal  aids  require  that  this  state  restrict  the  release  of  information  contained  in  the 
treatment  records  of  any  patient  who  receives  treatment  for  alcoholism  or  drug  dependency  in  a program  or  facility  to  a greater  extent 
than  permitted  under  this  section,  the  department  may  rule  to  restrict  the  release  of  such  information  as  may  be  necessary  to  comply 
with  federal  law  and  regulations.  Rules  promulgated  under  this  paragraph  shall  supersede  this  section  with  respect  to  alcoholism  and 
drug  dependency  treatment  records  in  those  situations  in  which  they  apply. 

(e)  Notation  of  release  of  information.  Each  time  written  information  is  released  from  a treatment  record,  a notation  shall  be  made 
in  the  record  by  the  custodian  thereof  that  includes  the  following:  the  name  of  the  person  to  whom  the  information  was  released;  the 
identification  of  the  information  released;  the  purpose  of  the  release;  and  the  date  of  the  release 

(5)  Minor  and  incompetents. 

(a)  Consent  for  release  of  information.  The  parent,  guardian,  or  person  in  the  place  of  a parent  of  a minor  or  the  guardian  of  an  adult 
adjudged  incompetent  under  ch.  880  may  consent  to  the  release  of  confidential  information  in  court  or  treatment  records.  A minor  who 
is  aged  14  or  more  may  consent  to  the  release  of  confidential  information  in  court  or  treatment  records  without  the  consent  of  the 
minor’s  parent,  guardian  or  person  in  the  place  of  a parent.  Consent  under  this  paragraph  must  conform  to  the  requirements  of  sub.  (2) . 

HSS  92.03  General  requirements.  (1)  Treatment  records.  . . . 

(b)  If  notes  or  records  maintained  for  personal  use  regarding  to  be  made  available  to  other  persons,  they  shall  be  placed  in  the 
treatment  record,  become  part  of  that  record  and  be  governed  by  this  chapter. 

(g)  Whenever  requirements  of  federal  law  regarding  alcoholism  and  drug  dependence  services  in  42  CFR  Part  2 require  restrictions 
on  the  disclosure  of  treatment  records  greater  than  the  restrictions  required  by  this  section,  the  federal  requirements  shall  be 
observed. 
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102.13  Examination  by  physician,  chiropractor  or  podiatrist;  competent  witnesses;  exclusion  of  evidence;  autopsy. . . 

(2)  An  employe  who  reports  an  injury  alleged  to  be  work-related  or  files  an  application  for  hearing  waives  any  physician-patient  or 
chiropractor-patient  privilege  with  respect  to  any  condition  or  complaint  reasonably  related  to  the  condition  for  which  the  employe 
claims  compensation.  Not-withstanding  ss.  51.30  and  146.82  and  any  other  law,  any  physician,  chiropractor,  podiatrist,  hospital  or 
health  care  provider  shall,  within  a reasonable  time  after  written  request  by  the  employe,  employer,  worker’s  compensation  insurer 
or  department  or  its  representative,  provide  that  person  with  any  information  or  written  material  reasonably  related  to  any  injury  for 
which  the  employe  claims  compensation. 

143.07  Sexually  transmitted  disease.  (1)  In  this  section,  “sexually  transmitted  disease”  means  syphilis,  gonorrhea  and  other 
diseases  the  department  includes  by  rule. 

(lm)  Any  person  infected  with  a sexually  transmitted  disease  in  a communicable  form  is  a menace  to  the  public  health.  A physician 
called  to  attend  a person  infected  with  any  form  of  sexually  transmitted  disease,  as  specified  by  the  department  by  rule,  shall  report 
the  disease  to  the  local  health  officer  and  to  the  department  in  the  manner  directed  by  the  department  in  writing  on  forms  furnished 
by  the  department.  A physician  may  treat  a minor  infected  with  a sexually  transmitted  disease  or  examine  and  diagnose  a minor  for 
the  presence  of  such  a disease  without  obtaining  the  consent  of  the  minor’s  parents  or  guardian.  The  physician  shall  incur  no  civil 
liability  solely  by  reason  of  the  lack  of  consent  of  the  minor’s  parents  or  guardian. 

HSS  145.12  Definitions.  In  this  subchapter  . . . 

(3)  “Sexually  transmitted  diseases”  mean  syphilis,  gonorrhea,  chancroid,  granuloma  inguinale,  lymphogranuloma  venereum, 
genital  herpes  infection  (first  clinical  episode  only) , nongonococcal  urethritis,  chlamydia  trachomatis,  other  nongonococcal  cervicitis, 
and  sexually  transmitted  pelvic  inflammatory  disease. 

HSS  145.14  Reporting  of  cases  delinquent  in  treatment  Whenever  any  person  with  a sexually  transmitted  disease  fails  to  return 
to  the  physician  who  has  treated  that  person  within  the  time  directed,  the  physician  shall  report  the  person,  by  name  and  address,  to 
the  local  health  officer  and  the  department,  as  delinquent  in  treatment. 

HSS  145.19  Treatment  of  minors.  A physician  may  treat  a minor  with  a sexually  transmitted  disease  or  examine  and  diagnose 
a minor  for  the  presence  of  the  disease  without  obtaining  the  consent  of  the  minor’s  parents  or  guardian.  The  physician  shall  incur  no 
civil  liability  solely  by  reason  of  the  lack  of  consent  of  the  minor’s  parent  or  guardian,  as  stated  in  s.  143.07(lm),  Stats. 

146.025  Restrictions  on  use  of  a test  for  HIV  or  an  antibody  to  HIV.  . . . 

(2)  Informed  consent  for  testing  or  disclosure. 

(a)  No  health  care  provider,  blood  bank,  blood  center  or  plasma  center  may  subject  a person  to  a test  for  the  presence  of  HIV  or 
an  antibody  to  HIV  unless  the  subject  of  the  test  first  provides  informed  consent  for  testing  or  disclosure  as  specified  under  par.  (b), 

(b)  The  health  care  provider,  blood  bank,  blood  center  or  plasma  center  that  subjects  a person  to  a test  for  the  presence  of  HIV  or 
an  antibody  to  HIV  under  par.  (a)  shall,  in  instances  under  that  paragraph  in  which  consent  is  required,  provide  the  potential  test  subject 
with  an  informed  consent  form  for  testing  or  disclosure  that  shall  contain  the  following  information  and  shall  obtain  the  potential  test 
subject’s  signature  on  the  form: 

1.  The  name  of  the  potential  test  subject  who  is  giving  consent  and  whose  test  results  may  be  disclosed. 

2.  A statement  of  explanation  to  the  potential  test  subject  that  the  test  results  may  be  disclosed  as  specified  under  sub.  (5)  (a)  2 to 
14  [A  list  of  persons  who  can  be  given  information  without  the  patient’s  consent]  or  a statement  that  the  listing  is  available  upon  request 

3.  Spaces  specifically  designated  for  the  following  purposes: 

a.  The  signature  of  the  potential  test  subject  providing  informed  consent  for  the  testing  and  the  date  on  which  the  consent  is  signed. 

b.  The  name  of  a person  to  whom  the  potential  test  subject  authorizes  that  disclosure  of  test  results  be  made,  if  any,  the  date  on  which 
the  consent  to  disclosure  is  signed,  and  the  time  period  during  which  the  consent  to  disclosure  is  effective. 

(3)  Written  consent  to  disclosure.  A person  who  receives  a test  for  the  presence  of  HIV  or  an  antibody  to  HIV . . . may  authorize 
in  writing  a health  care  provider, ...  to  disclose  his  or  her  test  results  to  anyone  at  any  time  subsequent  to  providing  informed  consent 
for  disclosure  under  sub.  (2)  (b)  and  a record  of  this  consent  shall  be  maintained  by  the  health  care  provider, ...  so  authorized. 

146.81  Health  care  records;  definitions.  In  ss.  146.81  to  146.83: 

(1)  “Health  care  provider”  means  a nurse  licensed  under  ch.441,  a chiropractor  licensed  under  ch.446,  a dentist  licensed  under 
ch.447,  a physician,  podiatrist  or  physical  therapist  licensed  or  an  occupational  therapist  licensed  under  ch.455,  a partnership  thereof, 
a corporation  thereof  that  provides  health  care  services,  an  operational  cooperative  sickness  care  plan  organized  under  ss.  185.981  to 
185.985  that  directly  provides  services  through  salaried  employees  in  its  own  facility,  or  an  inpatient  health  care  facility  or  community- 
based  residential  facility,  as  defined  in  s.  140.85(1)  or  140.86. 

(2)  “Informed  consent”  means  written  consent  to  the  disclosure  of  information  from  patient  health  care  records  to  an  individual, 
agency  or  organization  containing  the  name  of  the  patient  whose  record  is  being  disclosed,  the  purpose  of  the  disclosure,  the  type  of 
information  to  be  disclosed,  the  individual,  agency  or  organization  to  which  disclosure  may  be  made,  the  types  of  health  care  providers 
making  the  disclosure,  the  signature  of  the  patient  or  the  person  authorized  by  the  patient,  the  date  on  which  the  consent  is  signed 
and  the  time  period  during  which  the  consent  is  effective. 
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(3)  “Patient”  means  a person  who  receives  health  care  services  from  a health  care  provider. 

(4)  “Patient  health  care  records”  means  all  records,  including  pupil  health  care  records,  as  defined  in  s.  118.125(1)  (cm),  related 
to  the  health  of  a patient  prepared  by  or  under  the  supervision  of  a health  care  provider,  but  not  those  records  subject  to  s.  51.30  [The 
section  on  records  under  the  mental  health  act],  reports  collected  under  s.  69.186  [ Induced  abortion  reporting],  records  of  tests 
administered  under  s.  343.305  [ Blood-alcohol  tests  on  drivers]  or  fetal  monitor  tracings,  as  defined  under  s.  146.817(1). 

(5)  “Person  authorized  by  the  patient”  means  the  parent,  guardian  or  legal  custodian  of  a minor  patient,  as  defined  in  s.  48.02(8) 
and  (11)  [person  or  agency  to  whom  the  court  gave  custody],  the  guardian  of  a patient  adjudged  incompetent,  as  defined  is  s.  880.01(3) 
and  (4),  the  personal  representative  or  spouse  of  a deceased  patient  or  any  person  authorized  in  writing  by  the  patient.  If  no  spouse 
survives  a deceased  patient,  “person  authorized  by  the  patient”  also  means  an  adult  member  of  the  deceased  patient’s  immediate  family, 
as  defined  in  s.  632.895(1)  (d)  [spouse,  children,  parents,  grandparents,  brothers  and  sisters].  A court  may  appoint  an  temporary  guardian 
for  a patient  believed  incompetent  to  consent  to  the  release  of  records  under  this  section  as  the  person  authorized  by  the  patient  to 
decide  upon  the  release  of  records,  if  no  guardian  has  been  appointed  for  the  patient. 

146.82  Confidentiality  of  patient  health  care  records. 

(2)  Access  without  informed  consent  (a)  Notwithstanding  sub. (1),  patient  health  care  records  shall  be  released  upon  request 
without  informed  consent  in  the  following  circumstances: 

1.  To  health  care  facility  staff  committees,  or  accreditation  or  health  care  services  review  organizations  for  the  purposes  of 
conducting  management  audits,  financial  audits,  program  monitoring  and  evaluation,  health  care  services  reviews  or  accreditation. 

2.  To  the  extent  that  performance  of  their  duties  requires  access  to  the  records,  to  a health  care  provider  or  any  person  acting  under 
the  supervision  of  a health  care  provider  or  to  a person  licensed  under  s.  146.35  [emergency  medical  technician  - advanced  (paramedic)  ] 
or  146.50  [ambulance  attendant],  including  but  limited  to  medical  staff  members,  employees  or  person  serving  in  training  programs 
or  participating  in  volunteer  programs  and  affiliated  with  the  health  care  provider,  if: 

a.  The  person  is  rendering  assistance  to  the  patient; 

b.  The  person  is  being  consulted  regarding  the  health  of  the  patient;  or 

c.  The  life  or  health  of  the  patient  appears  to  be  in  danger  and  the  information  contained  in  the  patient  health  care  records  may  aid 
the  person  in  rendering  assistance. 

d.  The  person  prepares  or  stores  records,  for  the  purposes  of  the  preparation  or  storage  of  those  records. 

3.  To  the  extent  that  the  records  are  needed  for  billing,  collection  or  payment  of  claims. 

4.  Under  a lawful  order  of  a court  of  record. 

5.  In  response  to  a written  request  by  any  federal  or  state  governmental  agency  to  perform  a legally  authorized  function,  including 
but  not  limited  to  management  audits,  financial  audits,  program  monitoring  and  evaluation,  facility  licensure  or  certification  or 
individual  licensure  or  certification.  The  private  pay  patient,  except  if  a resident  of  a nursing  home,  may  deny  access  granted  under 
this  subdivision  by  annually  submitting  to  a health  care  provider,  other  than  a nursing  home,  a signed,  written  request  on  a form 
provided  by  the  department.  The  provider,  if  a hospital,  shall  submit  a copy  of  the  signed  for  the  patient’s  physician. 

6.  For  purposes  of  research,  if  the  researcher  is  affiliated  with  the  health  care  provider  and  provides  written  assurances  to  the 
custodian  of  the  patient  health  care  records  that  the  information  will  be  used  only  for  the  purposes  for  which  it  is  provided  to  the 
researcher,  the  information  will  not  be  released  to  a person  not  connected  with  the  study,  and  the  final  product  of  the  research  will  not 
reveal  information  that  may  serve  to  identify  the  patient  whose  records  are  being  released  under  this  paragraph  without  the  informed 
consent  of  the  patient.  The  private  pay  patient  may  deny  access  granted  under  this  subdivision  by  annually  submitting  to  the  health 
care  provider  a signed,  written  request  on  a form  provided  by  the  department. 

7.  To  a county  agency  designated  under  s.  46.90  (2)  [to  report  elder  abuse]  for  proposes  of  s.  46.90(4)  (a)  and  (5).  The  health  care 
provider  may  release  information  by  initiating  contact  with  the  county  agency  without  receiving  a request  for  release  of  the  information 
from  the  county  agency. 

8.  To  the  department  under  s.  46.73 [Cancer  reporting].  The  release  of  a patent  health  care  record  under  this  subdivision  shall  be 
limited  to  the  information  prescribed  by  the  department  under  s.  46.73(2). 

9.  To  staff  members  of  the  protection  and  advocacy  agency  designated  under  s.  51.62(2)  [protection  and  advocacy  agency  for 
developmental  disability]  or  to  staff  members  of  the  private,  nonprofit  corporation  with  which  the  agency  had  contracted  under  s. 
51.62(3)  (a)  3,  if  any,  for  the  purpose  of  protecting  and  advocating  the  rights  of  a person  with  development  disabilities,  as  defined  under 
s.  51.62(1)  (a),  who  resides  in  or  who  is  receiving  services  from  an  inpatient  health  care  facility,  as  defined  under  51.62(1)  (b)  [includes 
community-based  residential  facilities],  or  a person  with  mental  illness,  as  defined  under  s.  5.62(1)  (bm),  except  that  if  the  patient  has 
a guardian  information  concerning  the  patient  obtainable  by  staff  members  of  the  agency  or  nonprofit  corporation  with  which  the 
agency  has  contracted  is  limited  to  the  name,  birth  date  and  county  of  residence  of  the  patient,  information  regarding  whether  the 
patient  was  voluntarily  admitted,  involuntarily  committed  or  protectively  placed  and  the  date  and  place  of  admission,  placement  or 
commitment,  and  the  name  and  address  of  any  guardian  of  the  patient  and  the  date  and  place  of  the  guardian’s  appointment.  Any  staff 
member  who  wishes  to  obtain  additional  information  shall  notify  the  patient’s  guardian  in  writing  of  the  request  and  of  the  guardian’s 
right  to  object.  The  staff  member  shall  send  the  notice  by  mail  to  the  guardian’s  address.  If  the  guardian  does  not  object  in  writing  within 
15  days  after  the  notice  is  mailed,  the  staff  member  may  obtain  the  additional  information.  If  the  guardian  objects  in  writing  within  15 
days  after  the  notice  is  mailed,  the  staff  member  may  not  obtain  the  additional  information. 

11.  To  a county  department,  as  defined  under  s.  48.02  (2g)  [County  Department  of  Social  or  Human  Services],  a sheriff  or  police 
department  or  a district  attorney  for  purposes  of  investigation  of  threatened  or  suspected  child  abuse  or  neglect  or  prosecution  of 
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alleged  child  abuse  or  neglect  if  the  person  conducting  the  investigation  or  prosecution  identifies  the  subject  of  the  record  by  name. 
The  health  care  provider  may  release  information  by  initiating  contact  with  a county  department,  sheriff  or  police  department  or  district 
attorney  without  receiving  a request  for  release  of  the  information.  A person  to  whom  a report  or  record  is  disclosed  under  this 
subdivision  may  not  further  disclose  it,  except  to  the  persons,  for  the  purposes  and  under  the  conditions  specified  in  s.  48.981(7). 

12.  To  a school  district  employe  or  agent,  with  regard  to  patient  health  care  records  maintained  by  the  school  district  by  which  he 
or  she  is  employed  or  is  an  agent,  if  any  of  the  following  apply: 

a.  The  employee  or  agent  has  responsibility  for  preparation  or  storage  of  patient  health  care  records. 

b.  Access  to  the  patient  health  care  records  is  necessary  to  comply  with  a requirement  in  federal  or  state  law. 

13.  To  persons  and  entities  under  s.  940.22  [exploitation  by  therapist ]. 

(b)  Unless  authorized  by  a court  of  record,  the  recipient  of  any  information  under  par.  (a)  shall  keep  the  information  confidential 
and  may  not  disclose  identifying  information  about  the  patient  whose  patient  health  care  records  are  released. 

(3)  Reports  made  without  informed  consent,  (a)  Notwithstanding  sub.(l),  a physician  who  treats  a patient  whose  physical  or 
mental  condition  in  the  physician’s  judgment  affects  the  patient’s  ability  to  exercise  reasonable  and  ordinary  control  over  a motor 
vehicle  may  report  the  patient’s  name  and  other  information  relevant  to  the  condition  to  the  department  of  transportation  without  the 
informed  consent  of  the  patient. 

(b)  N otwith  standing  sub.  (1) , an  optometrist  who  examines  a patient  whose  vision  in  the  optometrist’s  judgment  affects  the  patient’s 
ability  to  exercise  reasonable  and  ordinary  control  over  a motor  vehicle  may  report  the  patient's  name  and  other  information  relevant 
to  the  condition  to  the  department  of  transportation  without  the  informed  consent  of  the  patient. 

146.83  Patient  access  to  health  care  records. 

(1)  Except  as  provided  in  s.  51.30  or  146.82  (2)  [Access  without  informed  consent] , any  patient  or  other  person  may,  upon  submitting 
a statement  of  informed  consent: 

(a)  Inspect  the  health  care  records  of  a health  care  provider  pertaining  to  that  patient  at  any  time  during  regular  business  hours, 
upon  reasonable  notice. 

(b)  Receive  a copy  of  the  patient’s  health  care  records  upon  payment  of  reasonable  costs. 

(c)  Receive  a copy  of  the  health  care  provider’s  x-ray  reports  or  have  the  x-rays  referred  to  another  health  care  provider  of  the 
patient’s  choice  upon  payment  of  reasonable  costs. 

(2)  The  health  care  provider  shall  provide  each  patient  with  a statement  paraphrasing  the  provision  of  this  section  either  upon 
admission  to  any  inpatient  health  care  facility,  as  defined  in  s.  140.85(1),  or  upon  the  first  provision  of  services  by  the  health  care 
provider  after  April  20, 1980. 

(3)  The  health  care  provider  shall  note  the  time  and  date  of  each  request  by  a patient  or  person  authorized  by  the  patient  to  inspect 
the  patient’s  health  care  records,  the  name  of  the  inspecting  person,  the  item  and  date  of  inspection  and  identify  the  records  released 
for  inspection. 

146.995  Reporting  of  gunshot  and  suspicious  wounds. . . . 

(2)  (a)  Any  person  licensed,  certified  or  registered  by  the  state  under  ch.  441  [nursing],  [medical practice]  or  455  [psychologists] 

who  treats  a patient  suffering  from  any  of  the  following  wounds  shall  report  in  accordance  with  par.  (b): 

1.  A gunshot  wound. 

2.  Any  other  wound  if  the  person  has  reasonable  cause  to  believe  that  the  wound  occurred  as  a result  of  a crime. 

(b)  For  any  mandatory  report  under  par.  (a) , the  person  shall  report  the  patient’s  name  and  the  type  of  wound  involved  as  soon  as 
reasonably  possible  to  the  local  police  department  or  county  sheriffs  office  for  the  area  where  the  treatment  is  rendered. 

(c)  Any  such  person  who  intentionally  fails  to  report  as  required  under  this  subsection  may  be  required  to  forfeit  not  more  than 
$500. 

(3)  Any  person  reporting  in  good  faith  under  sub.  (2),  and  any  inpatient  health  care  facility  that  employs  the  person  who  reports, 
are  immune  from  all  civil  and  criminal  liability  that  may  result  because  of  the  report.  In  any  proceeding,  the  good  faith  of  any  person 
reporting  under  this  section  shall  be  presumed. 

(4)  The  reporting  requirement  under  sub.  (2)  does  not  apply  under  any  of  the  following  circumstances: 

(a)  The  patient  is  accompanied  by  a law  enforcement  officer  at  the  time  treatment  is  rendered. 

(b)  The  patient’s  name  and  type  of  wound  have  been  previously  reported  under  sub.  (2). 

(c)  The  wound  is  a gunshot  wound  and  appears  to  have  occurred  at  least  30  days  prior  to  the  time  of  treatment. 

905.04  Physician-patient,  registered  nurse-patient,  chiropractor-patient  or  psychologist-patient  privilege.  . . . 

(4)  Exceptions,  (a)  Proceedings  for  hospitalization.  There  is  no  privilege  under  this  rule  as  to  communications  and  information 
relevant  to  an  issue  in  proceedings  to  hospitalize  the  patient  for  mental  illness,  if  the  physician,  registered  nurse,  chiropractor  or 
psychologist  in  the  course  of  diagnosis  or  treatment  has  determined  that  the  patient  is  in  need  of  hospitalization. 

(b)  Examination  by  order  of  judge.  If  the  judge  orders  an  examination  of  the  physical,  mental  or  emotional  condition  of  the  patient, 
or  evaluation  of  the  patient  for  purposes  of  protective  placement,  communications  made  in  the  course  thereof  are  not  privileged  under 
this  section  with  respect  to  the  particular  purpose  for  which  the  examination  is  ordered  unless  the  judge  orders  otherwise. 

(c)  Condition  an  element  of  claim  or  defense.  There  is  no  privilege  under  this  section  as  to  communications  relevant  to  or  within 
the  scope  of  discovery  examination  of  an  issue  of  the  physical,  mental  or  emotional  condition  of  a patient  in  any  proceedings  in  which 
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he  relies  upon  the  condition  as  an  element  of  his  claim  or  defense,  or,  after  the  patient’s  death,  in  any  proceeding  in  which  any  party 
relies  upon  the  condition  as  an  element  of  his  claim  or  defense. 

(d)  Homicide  trials.  There  is  no  privilege  in  trials  for  homicide  when  the  disclosure  relates  directly  to  the  facts  or  immediate 
circumstances  of  the  homicide. 

(f)  Tests  for  intoxication.  There  is  no  privilege  concerning  the  results  of  or  circumstances  surrounding  any  chemical  test  for 
intoxication  or  blood  alcohol  concentration. 

(h)  Reporting  gunshot  and  suspicious  wounds.  There  is  no  privilege  regarding  information  contained  in  a report  under  § 146.995 
pertaining  to  a patient’s  name  and  type  of  wound. 


Appendix  B 

Witness  Fees 

The  fees  are  determined  under  Wisconsin  Statutes  sections  814.67(2)  and  814.04(2).  The  basic  fee  for  a witness  is  $16  per  day.  If 
the  witness  is  an  expert  witness,  there  is  an  additional  fee  of  $ 100.  The  fee  for  travel  is  at  the  rate  of  20  cents  per  mile  going  and  returning 
from  his  or  her  residence  if  within  the  state;  or,  if  without  the  state,  from  the  point  where  he  or  she  crosses  the  state  boundary  to  the 
place  of  attendance,  and  returning  by  the  usually  traveled  route  between  such  points. 

The  witness  may  be  entitled  to  additional  compensation  if  testifying  as  an  expert  witness,  but  it  does  not  need  to  be  paid  or  tendered 
when  the  subpoena  is  served.  See  the  discussion  of  charges  at  pages  20  and  21  for  guidance  as  to  how  additional  compensation  can 
be  calculated. 
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Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60  bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  1-800-253-1795  in  Michigan  1-800-632- 
3496.  p7/90 

Antigo,  Wisconsin.  Seeking  director,  full-time 
and  part-time  emergency  physicians  for  low 
volume  facility  located  in  sportsman’s  paradise. 
Excellent  compensation  and  paid  malpractice 
insurance.  Contact  Emergency  Consultants, 
Inc,  2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496.  p7/90 

Family  practice  associate  wanted,  near  Green 
Bay,  Wise,  to  eventually  take  over  practice 
established  27  years  ago.  Three  local  hospitals 
and  unlimited  recreational  activities. 
Guaranteed  first  year  salary,  contact  O.S. 
Reiser,  MD,  116SThird  St  De  Pere.Wl  54115; 
ph  414-336-1618.  p7/90 

Emergency  medicine  medical  director 
needed!  Facility  located  in  southeastern 
Wisconsin,  45  minutes  west  of  Milwaukee.  Nice 
103-bed  facility  with  new  ED  in  progress.  Scenic 
area  near  university  with  abundant  recreational 
activities.  Position  requires  BE/BC  in  primary 
care  specialty  with  ED  experience  and  ACLS. 
As  an  independent  contract  physician  with 
Spectrum  you  will  receive  competitive 
compensation  plus  administrative  stipend. 
Spectrum  offers  occurrence  malpractice 
insurance,  Wisconsin  Comp  Fund,  health, 
dental,  life  insurance,  and  after  12  months, 
participation  in  a 401k  program.  Contact 
Mallarry  Smallwood,  Spectrum  Emergency 
Care,  Inc,  PO  Box  27352,  St  Louis,  MO  63141; 
1-800-325-3982,  ext  1029.  7-9/90 

Family  practice.  Marshfield  Clinic,  a multi- 
specialty group  practice  with  nearly  350 
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physicians,  is  seeking  a seventh  BE/BC  family 
practitioner  for  one  of  its  expanding  (12 
physician)  regional  centers  in  northwestern 
Wisconsin  within  approximately  2 hours  of 
Minneapolis-St  Paul  and/or  Lake  Superior.  The 
ability  to  perform  cesarean  sections  is  a 
prerequisite  for  this  position.  Construction  for 
a new  $2  million  clinic  is  scheduled  for  mid- 
1990.  Position  offers  an  excellent  professional 
environment  combined  with  an  exceptional 
blend  of  recreational,  cultural  and  educational 
opportunities.  No  start-up  expense.  Salary 
negotiable  ($90,000+)  with  outstanding  fringe 
benefit  package  (includes  clinic  self-insured 
malpractice).  Opportunity  to  practice  broad 
spectrum  family  practice  with  on-site  access  to 
a variety  of  consultants  and  time  to  enjoy  family 
and  recreation.  Send  CV  and  references  to 
David  L.  Draves,  Director  Regional 
Development,  1000  North  Oak  Ave,  Marshfield, 
WI  54449;  or  call  collect  at  715-387-5376.  7/90 

AIM  HIGH.  Today’s  Air  Force  has  special 
opportunities  for  qualified  physicians.  As  an  Air 
Force  physician  you  can  pursue  medical 
excellence  as  well  as  enjoy  30  days  vacation 
with  pay  per  year  and  a non-contributing 
retirement  plan  if  you  qualify.  Discover  how 
special  an  Air  Force  physician  can  be.  Call  Capt 
Stacy  Rupert,  collect,  414-291-9475.  7/90 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insurance 
provided  and  benefit  package  available  to  full- 
time staff.  Contact  Emergency  Consultants, 
Inc,  2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-34%.  p7/90 

Family  practice.  Opportunities  available  in  55- 
member  clinic  or  small  rural  clinic  with  or 
without  night  call  and  hospitalization.  Excellent 
lifestyle  and  benefits  in  beautiful  southern 
Wisconsin.  Send  CV  to  Dr  Stan  Gruhn, 
Riverview  clinic,  580  North  Washington, 
Janesville,  WI  53545.  p7-10-90 

BC/BE  Internal  medicine.  Opportunity  to 
join  two  young  well-established  BC  general 
internists  by  summer  of  1991  or  sooner. 
Guaranteed  first  year  salary  with  bonus  potential 
and  partnership  opportunity  after  first  year. 
Excellent  regional  hospital  facilities  located  in 
northeastern  Wisconsin.  Send  CV  to 
Administrator,  IMA  PO  Box  151,  Neenah,  WI 
54956.  7-10/90 

Two  young  BC  internists  seek  a third  BE/BC 
internist  to  join  them  in  a thriving  practice  in  the 
heart  of  Wisconsin  vacationland.  The  office 
complex  with  fully  trained  ancillary  help  is 
contiguous  to  the  hospital.  The  medical  facility 
utilized  is  a 100-bed  completely  modem  acute 


care  facility.  Excellent  guarantee  plus  benefits 
with  subsequent  full  partnership.  Contact  Dept 
629  in  care  of  the  Journal.  7/90 

Michigan-Ann  Arbor  suburb.  Primary  care 
specialists  needed.  Group  managed  practice. 
Call  one  in  three.  First  year  income  guarantee, 
benefits  and  paid  malpractice.  Call  Wanda 
Parker,  Sr  Associate,  E G Todd  Associates,  535 
Firth  Ave,  Suite  1100,  New  York,  NY  10017. 
Toll-free:  800-221-4762.  Collect  212-599-6200. 

7-12/90 

Radiologist  A three-physician  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive, 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radi-ology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  Michigan  49801;  ph  906- 
779-4565.  7-8/90 

Family  practice.  Physicians  seeking  a BE/BC 
family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  Contact:  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Noway,  Michigan  49870;  ph  906-563-9243  or 
office  906-563-9255.  7-8/90 

Pediatrics.  The  Racine  Medical  Clinic,  a 38- 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  53408-5001.  6tfn/90 

Internist  BC/BE,  to  join  a progressive  13- 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  715- 
425-6701  or  612-436-8809.  3tfn/90 

Small  progressive  hospital  in  southwestern 
Iowa  seeking  third  family  practice  physician. 
Fust-year  minimum  income  guarantee  $70,000, 
plus  benefits.  Omaha,  Nebraska,  within  hour’s 
drive.  Specialists  from  Omaha  provide  clinics/ 
backup.  Call  Wanda  Parker,  800-221-4762,  or 
collect  212-599-6200,  E G Todd  Associates,  535 
Fifth  Ave,  Suite  1100,  New  York,  NY  10017. 

4-8/90 
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Physicians  Exchange 

continued 

Orthopedic  surgeon.  A progressive  126-bed, 
two-hospital  system  is  seeking  an  orthopedic 
surgeon  to  join  an  established  practice  in  the 
Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  Must  be  BE/BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population  of 
over  45,000.  Dr  Roberts  will  guarantee  $250,000 
plus  malpractice  insurance,  office  space,  CME, 
vacation  and  relocation  expenses.  Contact;  John 
Schon,  Administrator,  Dickinson  County 
Hospitals,  400  Woodward  Ave,  Iron  Mountain, 
MI  49801;  ph  906-7794500.  6-7/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 

progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practices  in  the  Iron  Mountain  area  of 
Michigan’s  upper  peninsula.  Must  be  BE/BC. 
Located  100  miles  north  of  Green  Bay, 
Wisconsin,  Dickinson  County  Hospitals  has  a 
medical  staff  of  45  full-time  physicians  and  a 
total  service  area  population  of  over  45,000. 
Diagnostic  capabilities  include  a CT  scanner, 
C02  laser,  and  a fully-staffed  special  diagnostic 
department.  Contact;  John  Schon, 
Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-4500.  6-9/90 


General  surgeon--Amery, 

Wisconsin.  Apple  River  Hospital  and 
Family  Medical  Clinic  have  an  excellent 
opportunity  available  for  a general 
surgeon  to  join  nine  family  physicians 
in  a well-established,  progressive  group 
practice.  Come  fish,  ski,  and  swim  in 
beautiful  Amery;  the  community  is 
graced  with  three  lakes  and  the  famous 
Apple  River-all  located  within  the  city 
limits!  This  opportunity  is  able  to  offer 
the  best  of  both  worlds:  a challenging 
practice  combined  with  a “quality  of 
life”  your  entire  family  will  be  able  to 
appreciate.  For  more  information, 
forward  your  curriculum  vitae  or 
contact:  Loriese  A.  Stoll,  Director  of 
Professional  Services,  Ramsey  Clinic, 
640  Jackson  St,  St  Paul,  MN  55101;  ph 
612-221-2067.  7-9/90 


Family  practice  physician  wanted  to 
join  solo  practitioner  in  a very 
progressive  suburb  of  Green  Bay, 
Wisconsin.  Clinic  is  equipped  with  lab 
and  x-ray  facilities.  Located  near  large 
recreational  area.  Send  CV  or  contact 
M.  F.  Falk,  MD,  2353  S Ridge  Rd,  Green 
Bay,  WI 54304;  ph  4 1 4-494-9685.  p7/90 
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Emergency  medicine.  Compensation  package 
over  $110,000  per  year.  Career  opportunities  in 
emergency  medicine  with  company  providing 
emergency  physician  services  to  14  hospitals  in 
Iowa.  Physicians  work  as  independent 
contractors,  with  a guaranteed  hourly 
compensation,  excellent  benefit  package,  and 
paid  malpractice  insurance.  Physicians  must 
be  certified  in  ACLS  and  have  pertinent 
experience  in  emergency  medicine.  Part-time 
positions  also  available.  Please  contact  Lowell 
Sisson,  Emergency  Practice  Associates,  PO 
Box  1260,  Waterloo,  Iowa  50704  or  call  1-800- 
458-5003.  P&-8/90 

Scenic  southern  Wisconsin  family  practice 
solo/small  group  opportunity.  Supported  by 
240-bed  hospital,  good  coverage  schedule. 
Academic  affiliation.  Near  major  cities. 
Competitive  compensation  package.  Contact; 
Darell  McWilliams,  MEDILINE,  210  25th  Ave, 
North,  Nashville,  TN  37203;  ph  615-327-1910. 

p6-7/90 

Scenic  southern  Wisconsin  psychiatry  solo/ 
small  group  opportunity.  Supported  by  200-bed 
hospital.  Involvement  in  existing  agency 
contracts.  Academic  affiliation.  Competitive 
compensation  package.  Contact:  Darell 
McWilliams,  MEDILINE,  210  25th  ave,  North, 
Nashville,  TN  37203;  ph  615-327-1910.  p6-7/90 

Minnesota/Wisconsin.  Dermatology,  family 
practice,  psychiatry,  surgery,  locum  tenens. 


Moveable  medical  clinic:  28'  X 56" 
(divides  into  two  units  of  14'  X 56"  for 
transportation).  Currently  arranged  with 
three  exam  rooms,  a combined  special 
procedure  and  x-ray  room,  lab  and 
nurse’s  area,  reception,  waiting  room, 
two  restrooms,  a closet  and  employee 
lounge.  Available  late  summer,  1990. 
Asking  $50K  and  purchaser  is 
responsible  for  moving  cost  Call  John 
Nemec  at  Skemp  Clinic  608-782-9760. 

7tfn/90 


New  Physicians 
for  Wisconsin 
is  seeking 

• Family  Physicians  • Internists 
and  many  other  specialties 

Contact:  Karen  M.  Paulson 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 

608-273-5964  COLLECT 

7-12/90;l-6/91 


Urban  and  rural  locations,  single  specialty  and 
multi-specialty  groups,  strong  hospital  support 
Contact  LifeSpan  Health  Care  Services,  800 
East  28th  St  Minneapolis,  MN  55407;  ph  612- 
863-4193,  ask  for  Jerry  Hess.  6-8/90 

First  care  walk-in  medical  clinic  needs  full- 
time physician  (FP,GP,DO)  for  busy,  fee-for- 
service  walk-in  medical  clinic  associated  with 
St  Elizabeth  Hospital.  Enjoy  the  benefits  of  the 
Fox  River  Valley,  recreational  opportunities, 
excellent  school  systems  and  a growing 
progressive  community.  Competitive  salary 
with  incentive  bonus  plan,  liability  insurance, 
CME  paid  time  off,  6 hour  work  days,  flexible 
schedule  and  no  after-hours  call.  For  an 
opportunity  to  be  part  of  the  team,  contact: 
Medical  Director,  First  Care  Clinic,  1225  W 
Northland  Ave,  Appleton,  WI  54914;  ph  414- 
738-2005.  6-8/90 

Dermatology.  The  Racine  Medical  Clinic,  a 37- 
physician  multi-specialty  group  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  curriculum  vitae 
to:  R.D.  Lacock,  Administrator,  Racine  Medical 
Clinic,  3807  Spring  St,  PO  Box  085001,  Racine, 
WI  53408-5001.  4tfn/88 

Bara  boo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact: 
Thomas  Warwick,  Executive  vice  President,  St 
Clare  Hospital,  707 14th  St,  Baraboo,  WI  53913; 
608-356-5561,  ext  492.  lltfii/89 


Relocated  physician  has  locally  stored 
medical  equipment,  office  furniture,  and 
miscellaneous  supplies  for  sale,  ie,  angle 
lead  ECG,  lithotomy  chair,  sterilizer, 
centrifuge,  etc.  Please  call  608-221-6410 
or  800-728-9898.  p7/90 


Lancaster,  Wisconsin 

Design  your  practice  and  lifestyle! 
Challenging  group  medical  practice 
seeking  three  primary  care  physicians, 
no  commuting,  leisure  activities  in  area, 
one-two  year  contract,  debt  retirement 
assistance  negotiable.  Contact:  Jean 
Fuller,  Clinic  Manager,  608-7232131 
collect,  235  N Madison,  Lancaster,  WI 
53813.  p5-7/90 
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Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact:  J. 
Linstroth,  MD,  414-835-7761.  8tfn/89 

The  Wausau  Medical  Center  is  seeking  BC/ 
BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics/Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedic 
Surgery,  Otolaryngology,  Urgent  Care  and 
Rheumatology.  Modem  clinic  facility  located 
across  the  street  from  modem  300-bed  hospital. 
Full  partnership  in  three  years.  Easy  access  to 
lakes,  woods,  and  mountains.  Write  including 
CV  to  D.K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  W1  54401.  p4tfh/8 8 

Pediatrician.  115-physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of  northeastern 
Wisconsin  desires  a BC/BE  pediatrician  to  join 
department  of  17-BC/BE  pediatricians.  Two- 
year  guarantee  plus  comprehensive  benefit 
package  offered.  The  community  offers  a superb 
recreational  cultural,  and  family  environment 
in  which  to  practice.  For  information  please  call 
or  write:  Roger  Rathert,  MD,  La  Salle  Clinic, 
411  Lincoln  St,  Neenah,  W1  54956;  414-727- 
2702.  5-7/90 

Two  family  practitioners  to  join  family  group 
in  Lake  Mills  on  Interstate  94  and  beautiful 
Rock  Lake  in  southern  Wisconsin.  Resort  area. 
Competitive  salary  and  fringe  benefits.  Contact 
J.P.  Wishau,  MD,  120  E Oak  St,  Lake  Mills,  W1 
53551;  ph  414-648-2391.  4-7/90 

Family  practice.  Physicians  seeking  a BE/BC 
family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  contact:  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Norway,  MI  49870;906-563-9243  or  office  906- 
563-9255.  5-7/90 


Retiring  physician  is  selling  his  busy 
medical  center,  7,800  square  feeL  Sees 
an  average  of  40  patients  daily.  Equipped 
with  8 exam  rooms,  lab,  x-ray,  and 
fluoroscopy.  Excellent  opportunity  for 
teaching  medical  students  and 
residents.  Physician  will  stay  to 
introduce  new  physician  (s).  Call  Maria 
Knavel  414-671-5410  or  414-476^624. 

6-11/90 
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BC/BE  surgeon.  General/vascular  experience 
required.  Endoscopy  and/or  thoracic  desirable. 
Multi-specialty  clinic.  Position  available  1991. 
Attractive  northeast  Wisconsin.  Abundant 
outdoor  activities  in  family-oriented  community. 
Send  CV  to  David  Manke,  MD,  West  Side  Clinic, 
SC,  PO  Box  19070,  Green  Bay,  WI 54307. 5-8/90 

Time  for  living!  Time  for  family,  children 
traveling,  hobbies,  sports,  hiking,  music, 
boating,  art,  skiing,  community  activity. 
Madison  Ambulatory  Care  Center  outpatient 
family  practice,  occupational  health. 
Approximately  25  hours  per  week,  very  flexible 
scheduling.  Salary  $30,000  plus  paid  health,  life, 
malpractice,  401K  (total  package  worth  in 
excess  of  $40,000).  Contact  David  Goodman, 
MD,  MedicEast,  2810  East  Washington  Ave, 
Madison  53704;  ph  608-244-1213.  p5-6tfn/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
and  an  internist  with  or  without  subspecialty 
interests  to  join  a well-established  nine-man 
expanding  multi-specialty  group.  Location  is  in 
a southeastern  Wisconsin  city  of  36,000  and  a 
drawing  area  of  85,000.  240-bed  well-equipped 
hospital.  Guaranteed  salary  for  the  first  year. 
Full  status  in-service  corporation  with  shared 
overhead  and  an  incentive  oriented  formula 
after  the  first  year.  Please  contact  David 
Lawrence,  MD,  92  E Division  St,  Fond  du  Lac, 
Wl  54935;  ph  414-921-0560  collect  ltfn/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.Trepanier,  MD,  481 E Division  St,  Fond  du 
Lac,  Wl  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 
• General  Surgery 
• OB/GYN  • Family  Practice 
A variety  ot  practice  settings— many  on  lakes. 
Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  & ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  Wl  53092 


Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  Wl  54022; 
ph  715-425-6701  or  612-436^809.  3tfii/90 

A unique  opportunity.  The  Ashland  Eye 
Clinic,  SC  (founded  1965)  a well-established 
practice  located  in  beautiful  Ashland, 
Wisconsin,  on  Lake  Superior,  needs  one  BC/ 
BE  ophthalmologist  now  and  another  within 
the  next  two  to  three  years.  Competitive  salary 
plus  incentive  first  year,  then  negotiable  buy-in 
as  present  two  partners  wish  to  retire  within  five 
years.  Attractive  and  modem,  well-equipped 
building  with  new  physician-owned  optical,  well 
trained  staff  and  low  overhead.  Four  year  college 
and  vocational  college  in  Ashland  with  graduate 
programs  within  commuting  distance.  Modem, 
100-bed  hospital  with  37  physicians  on  staff. 
Great  fishing,  sailing,  skiing,  ski-flying,  and 
hunting.  Please  call  Dr  Ken  Morrow  collect 
evenings,  715-682-8146;  or  write  to  him 
enclosing  CV  at  PO  Box  233,  Ashland,  Wl 
54806.  3-8/90 

Twenty-nine  physician  multi-specialty  clinic 
located  in  desirable  East  Central  Wisconsin 
location  is  seeking  board-certified  or  qualified 
orthopedic  surgeon  to  round  out  its  services. 
Lab,  x-ray,  excellent  hospital.  Liberal  guarantee 
and  benefits.  If  interested  contact  D.F.  Sweet, 
MD,  Fond  du  Lac  Clinic,  SC,  80  Sheboygan  St, 
Food  du  Lac,  Wl  54935.  9tfh/90 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  LC.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  Wl  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


Beloit  Clinic,  SC,  an  expanding  44- 
physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
general  (vascular)  surgeon,  a plastic 
surgeon,  and  a neurologist  Guaranteed 
salary  with  incentive,  plus  excellent 
fringe  benefits.  Send  CV  to  James  F. 
Ruethling,  Administrator,  Beloit  Clinic, 
SC,  1905  Huebbe  Parkway,  Beloit,  WI 
53511;  ph  608-364-2200.  5-7/90 
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Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St,  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfn/88 

Small  hospital,  45  minutes  west  of 
Minneapolis,  has  noted  geriatric  program.  First- 
year  minimum  salary  of  $50,000  plus  37% 
adjusted  revenues,  4 weeks  vacation,  2 weeks 
CME,  401  (K)  pension  plan,  malpractice. 
Lakeside  community.  Call  Wanda  Parker  at 
800-221-4762  or  collect  212-599-6200.  4-8/90 

Family  practice  physicians  to  join  established 
clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Struthers  or 
Mr  Erik  Malchow  at  the  Parkers  Prairie  District 
Hospital,  Parkers  Prairie,  MN  56361;  ph  218- 
338-4011.  p3/90;4tfn/90 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Education 
courses  at  the  following  rates:  55  cents 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must  be 
prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  issue 
is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  Wl  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 

I 
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Medical  Meetings-Continuing 
Medical  Education 


September  13-15,  1990:  Wisconsin  Society 
of  Internal  Medicine,  Concourse  Hotel, 
Madison.  gl-8/90 

September  14-15, 1990:  Pediatric  Epilepsy 
Update:  A Primary  Care  Physician's 

Perspective,  Minneapolis,  Minn.  Contact 
Catherine  Glunz,  Gillette  Children's  Hospital, 
200  E University  Ave,  St  Paul,  MN  55101;  ph 
612-229-3870.  p7/90 

September  14-16,  1990:  Wisconsin  Society 
of  Anesthesiologists,  Embassy  Suites,  Green 
Bay.  gl-8/90 

October  22-26,  1990:  the  56th  Annual 
Scientific  Assembly  of  the  American  College  of 
Chest  Physicians,  at  the  Sheraton  Centre  Hotel 
and  the  Metro  Toronto  Convention  Centre, 
Toronto,  Ontario,  Canada.  Info:  American 
College  of  Chest  Physicians,  911  Busse  Hwy, 
Park  Ridge,  IL  60068;  ph  312-698-2200. 

g5-9/90 

AMA 


December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee  at 
the  Milwaukee  Exposition  and  Convention 
Center  and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1991  - April  18-20:  Milwaukee 
Wyndham  Hotel 

1992  - April  23-25:  Milwaukee 

1993  - April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994  - April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and  Friday; 
the  first  session  of  the  House  of  Delegates 
will  convene  on  Thursday;  the  second  and 
third  on  Friday.  Scientific  programming 
will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on 

Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  Wl  53701.  Local  Telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800- 
362-9080. 


June  23-7,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 


Real  Estate 


Medical  Office.  Milwaukee-76th  and 
Bluemound.  Eight  exam  rooms,  three  consult, 
x-ray,  minor  surgery,  physical  medicine, 
medical  records,  two  nurses  station,  three 
bathrooms,  private  entrance,  kitchen  and 
employee  area.  All  cabinets  and  sinks  in  place. 
For  information  and  appointment,  contact  Jerry 
Walsh  414-771-6904.  p7/90 
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96%  of  patients 
don't  ask  about 
their  medicines,1 
but  72%  want  more 
information.2 

Don't  disappoint  them. 


Write  for  a free  “Talk  About  Prescriptions”  Month  Guide 
containing  “how-to”  ideas  and  reproducible  patient  handouts  to: 

M K The  National  Council  on  Patient  Information  and  Education 

; M K 666  11th  Street,  NW,  Suite  810 
Washington,  D.C.  20001 

* FDA  survey,  “Patient  Receipt  of  Rx  Drug  Information”,  1983 

- A Study  of  Attitudes,  Concerns,  and  Information  Needs  for  Rx  Drugs 
and  Related  Illnesses,  CBS  Television  Network  Consumer  Model  Survey,  1983 


Alien  HMOs  are  establishing 
satellite  offices  in  commu- 
nities farther  and  farther 
away  from  their  central 
facilities,  competing  for  patients. 
Often,  doctors  sign  up  with  a whole 
fleet  of  alien  HMOs,  in  an  attempt 
to  maximize  their  patient  bases. 
And  that  may  be  an  effective  short- 
term strategy.  But  too  many  HMOs 
competing  for  the  same  turf  may 
result  in  failure  for  many.  The  big 
questions  are,  which  will  survive— 
and  why  should  you  care? 

Alien  HMOs  may  offer  you  a limited 
choice  when  it  comes  to  referring 
your  patients.  Their  specialists 
may  all  be  located  far  away  from 
your  practice.  And  you  may  have 
already  noticed  the  "black  hole" 

12  313-0789 


effect— patients  once  referred  to 
the  "mothership"  sometimes 
never  return. 

Then  there’s  HMO  OF  WISCONSIN 
—a  provider  organization  in  which 
affiliated  physicians  enjoy  a role  in 
governance,  and  have  ownership 
opportunities.  You  have  more  than 
2,000  specialists  to  choose  from, 
and  access  to  the  resources  of  a 
broad  range  of  convenient,  state- 
of-the-art  facilities. 

HMO  OF  WISCONSIN  is  dedi- 
cated to  preserving  existing  health- 
care resources  across  the  state. 
That  means  preserving  the  auton- 
omy and  well-being  of  local  health- 
care resources.  We  are  structured 
to  help  you  maintain  control  of 
your  practice.  And  to  keep  health- 


care dollars  circulating  locally. 

Joining  every  HMO  that  comes 
along  amounts  to  betting  against 
yourself.  If  you’re  interested  in  the 
continuing  health  of  your  practice 
and  your  community,  choose  HMO 
OF  WISCONSIN.  And  help  keep 
quality  healthcare  close  to  home. 

For  more  information  call  toll-free, 
1-800-362-3308. 

HMO 

qfWisconsin 

576  Third  St  • Prairie  du  Sac,  Wl  53578  • (608)  643-2491 
Toll-free  in  Wl  1-800-362-3308 
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Opinions 


Secretary’s  report 

The  Wisconsin  Physician  Involuntary  Servitude  Act  of  1991 

(and  what  you  must  do  to  stop  it) 


About  a year  ago  an  organization 
called  the  Coalition  for 
Wisconsin  Health  was  formed  to  foist 
a Canadian  style  health  care  system 
on  our  state’s  unsuspecting  citizens. 
The  organization  claims  to  have 
“more  then  80  organizations  working 
toward  quality,  affordable  health  care 
for  everyone  regardless  of  income.” 
The  letterhead  lists  as  officers  the 
head  of  the  Lutheran  Office  for  Public 
Policy  in  Wisconsin,  the  president  of 
the  state  AFUCIO,  and  the  executive 
director  of  the  Wisconsin  Action 
Coalition  (we  encountered  the  latter 
groups  over  the  mandatory 
assignment  issue  in  the  last  legislative 
session). 

“Quality,  affordable  health  care  for 
everyone  regardless  of  income.” 
Undoubtedly  every  physician, 
politician,  member  of  the  clergy, 
corporate  executive,  teacher, 
plumber,  and  custodian  in  the  state 
can  support  those  words.  Activities 
of  this  society  through  programs  such 
as  WisconCare  and  PartnerCare  have 
demonstrated  the  medical 
profession’s  commitment  to 
providing  care  for  the  needy. 

What  the  coalition  called  in  a July 
mailing  the  “Wisconsin  Universal 
Health  Plan,”  we  have  dubbed  the 
“Wisconsin  Physician  Involuntary 
Servitude  Plan  of  1991”  (WPIS).  WPIS 
imagines  a health  care  system  run  by 
bureaucrats  under  an  entity  called 


the  Wisconsin  Health  Policy  Board. 
The  folks  on  that  board  would,  among 
other  things: 

• develop  rules  for  a plan  that  funds 
all  physician  care,  hospital  stays, 
long-term  care,  medications, 
mental  health  service-in  short,  all 
health  services;  and 

• create  a single  payer  system,  which 
operates  off  a global  state  budget 
from  which  all  providers  are  paid; 

• set  payment  rates  for  all  covered 
health  care  services;  and 

• allow  no  balance  billing  by 
providers. 

The  above  are  just  a few  of  the 
ideas  these  folks  have  in  mind.  While 
it  may  be  readily  apparent  to  those  of 
us  in  health  care  that  such  a system 
would  be  doomed  to  failure  due  to 
cost  concerns  alone,  these  well- 
intentioned  but  misguided  people  are 
serious. 

The  coalition  is  urging  those  who 
support  “Quality,  affordable  health 
care  for  everyone  regardless  of 
income”  (and  who  wouldn’t?)  to  write 
to  “all  candidates  in  your  district”  and 
to  “ensure  that  universal  health  care 
becomes  a prominent  issue  in  the 
campaigns.”  And,  given  the  amount 
of  press  attention  the  plight  of 
America’s  uninsured  have  been 
getting-and  rightfully  so-the  coalition 
will  likely  have  its  wish  come  true. 
Universal  health  care  will  likely  be  a 


Thomas  L.  Adams 


prominent  issue  in  political  campaigns 
for  the  next  several  years. 

The  question  is  not  whether  people 
who  need  health  caj  v should  or  should 
not  get  it,  but  how  will  their  care  be 
paid  for.  Your  SMS  and  the  AMA 
have  been  working  to  create  and 
promote  viable,  responsible  solutions 
to  the  problems  of  the  uninsured  and 
under-insured.  A number  of  partial 
remedies  and  initial  therapies  have 
been  offered  in  the  AMA’s  Health 
Access  America  proposal,  a summary 
of  which  you’ll  find  on  page  476.  The 
plan,  rather  than  scrapping  the  best 
Continued  on  page  454 
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BEAN 
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Become  the  dedicated 
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be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
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to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
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Continued  from  page  452 
health  care  system  in  histoiy,  seeks 
to  strengthen  the  system  by 
emphasizing  what  is  best  about  it, 
fine  tuning  what  is  fuzzy,  and  working 
to  rebuild  what  is  weakening. 

Here  in  Wisconsin,  the  SMS  has 
advanced  proposals  to  allow  small 
businesses  to  purchase  basic-benefit 
health  care  plans  and  has  supported 
expansion  of  programs  such  as 
Healthy  Start,  which  extends  health 
care  benefits  to  low-income  women 
and  young  children.  As  a founding 
member  of  the  Wisconsin  Health  Care 
Forum,  we’ve  also  spent  more  than  a 
year  working  with  other  groups- 
consumers,  businesses,  insurers, 
other  health  care  providers-on 
measures  to  improve  access  to  health 
care,  not  just  give  people  insurance 


cards.  (It’s  a basic  point,  but  too  often 
overlooked,  that  the  best  health 
insurance  plan  in  the  world  does  little 
when  your  community  hospital  is 
forced  to  close  or  the  nearest 
physician  is  60  miles  away.) 

These  plans,  at  both  the  state  and 
federal  levels,  are  workable,  worthy 
alternatives  to  the  pie-in-the-sky  plans 
offered  by  the  coalition  and  others  of 
their  ilk. 

The  SMS  is  now  in  the  midst  of 
interviewing  candidates  for  public 
office  to  determine  which,  if  any, 
among  them  is  worthy  of  organized 
medicine’s  support  It  also  gives  us 
an  opportunity  to  make  out  issues, 
and  our  stands  on  those  issues,  known 
to  future  office  holders  and 
community  leaders.  I cannot  urge 
you  strongly  enough  to  get  involved. 


With  proposals  such  as  the 
Wisconsin  Physician  Involuntary 
Servitude  Plan  of  1991  being  pushed 
out  there,  it’s  time  for  Wisconsin’s 
physicians  to  push  back.  This  means 
you,  good  doctor.  Attending  your 
county  medical  society  candidate 
interviews  and  contributing  to 
WISPAC  and  Physicians  for  Better 
Government  are  ways  of  joining  other 
physicians  in  the  struggle,  but  there’s 
no  reason  to  limit  your  involvement 
to  SMS  vehicles.  Roll  up  your  sleeves 
and  support  a responsible  candidate: 
give  contributions,  attend  fund- 
raisers, stuff  envelopes,  put  up  yard 
signs,  make  phone  calls-do  whatever 
you  are  able  and  willing. 

The  future  of  your  profession  may 
depend  on  it  □ 


Editorials 

Peering  into  the  historical  helix 


So  all  right,  we’re  ready  to  close 
out  the  20th  century  and  the 
question  on  everyone’s  mind  is, 
“How?”  How  are  we  going  to  wind  up 
the  last  10  years? 

Well,  now,  see  what  you  think  of 
this.  First,  consider  history  as  neither 
a cyclical  repetition,  nor  as  a linear 


continuum,  but  as  a blend  of  the  two- 
-a  helix,  in  which  progress  is  made, 
yet  definite  recurrent  cycles  are 
apparent  If  you  then  apply  this  model 
to  the  last  100  years  or  so  of  American 
history,  a pattern  emerges,  consisting 
of  30-year  cycles.  Each  cycle  is 
composed  of  a decade  of  social 


conservatism,  followed  by  a decade 
of  social  enlightenment,  followed  by 
a decade  of  social  transition  and  crisis. 
The  historical  impression  of  each 
decade  since  1890  is  pretty  clear,  even 
though  events  characteristic  of  a 
particular  decade  may  have  occurred 
somewhat  later  or  earlier.  For 
example,  one  of  the  historical  images 
of  the  ’60s  is  the  civil  rights  movement, 
even  though  Brown  v Topeka  Board 
of  Education,  Rosa  Parks’  bus  ride, 
and  lunch  counter  sit-ins  all  made 
history  in  the  Fabulous  ’50s. 

With  this  in  mind,  let’s  look  at 
what  comes  to  mind  when  you  think 
of  the  Gay  ’90s,  Roaring  *20s,  Fabulous 
’50s,  and  (Egregious)  ’80s.  Self- 
indulgence,  self-satisfaction,  and 
status  quo,  right?  Industrial  trusts, 
Prohibition,  fast-and-loose  business 
practices,  right?  And  how  did  they 

Continued  on  page  456 
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Continued  from  page  454 
end?  The  stock  market  crash  of  1929. 
Eisenhower  warning  us  in  his  last 
speech  as  president  about  the  rise  of 
the  “military-industrial  complex.”  The 
crash  of ’87,  the  S&L  scandal,  Donald 
Trump,  Leona  Helmsley,  and  Ivan 
Boesky. 

Now  look  at  the  1900s,  1930s,  and 
1960s.  These  were  the  decades  of 
social  commitment  They  bring  to 
mind  such  things  as  immigrant 
settlement,  trust  busting,  and 
muckraking.  Jane  Addams  and  Upton 
Sinclair.  The  New  Deal,  Social 
Security,  and  the  Public  Health 
Service.  Civil  rights  andVietnam  War 
protests. 

Finally,  consider  the  “teens,”  ’40s, 
and  ’70s.  Political  transition  and  crisis 
were  dominant.  The  first  two  decades 
were  marked  by  world  wars.  The  ’70s 
were  marked  by  the  indecision  and 
ennui  of  the  Ford  and  Carter 
administrations,  following  the 
ignominious  resignation  of  Nixon.  It 
may  be  argued  that  the  lackluster 
leadership  performances  noted 
during  these  years  may  be  as  much  a 
product  of  the  times  as  of  the  men. 
Right  on  schedule,  however,  the 
historical  helix  got  us  back  on  the 
self-indulgent  track  with  the  advent 
of  the  ’80s. 

If  you’ve  bought  this  all  so  far,  then 
you’ve  already  seen  that,  if  the 
historical  helix  theory  holds,  the  ’90s 
should  be  a decade  of  social  progress. 
I will  venture  to  predict  universal 
health  care  access,  adequate  child 
care,  and  elder  care  will  become 
realities  within  the  next  10  years,  as 
will  some  form  of  RBRVS.  Altruism 
will  figure  more  prominently  in  the 
career  aspirations  of  medical  school 
applicants.  Interestingly,  the  number 
of  applicants  citing  missionary  work 
as  a career  goal  is  already  increasing 
in  some  schools.  I am  also  seeing  this 


increased  social  concern  in  many  of 
my  adolescent  patients.  It  is  very 
encouraging,  after  the  apathy  and 
prodigality  that  has  characterized  the 
last  two  decades. 

The  real  kicker  in  this  decade  may 
well  be  the  Baby  Boomers.  As 
idealistic  as  they  were  unsophisticated 
in  the  ’60s,  they  had  a major  impact  as 
students  on  the  civil  rights  and 
Vietnam  War  movements.  Moreover, 
history  has  shown  that  they  were  right 
in  their  beliefs,  even  if  their  tactics 
seemed  unseemly  (at  least  to 
Fabulous  ’50s  parents).  Oh,  and 
before  anyone  says  too  much  about 
the  tactics  of  the  ’60s  activists,  it  might 
be  well  to  recall  those  of  Chicago’s 
Finest  at  the  Democratic  National 
Convention,  or  the  Ohio  National 
Guard  at  Kent  State,  or.... 

In  any  case,  the  Boomers  are  back, 
and  I would  submit  to  you  that  their 
altruistic  values  are  largely  intact 
They  have  spent  the  last  20  years 
working  within  and  learning  the 
system,  and  they  may  be  exactly  the 
right  group  to  assume  leadership  of 
this  county  at  this  time.  I think  it’s 
safe  to  say  that,  10  years  from  now,  as 
the  social  and  political  turmoil  of  a 
new  decade  in  the  cycle  set  in,  we  will 
be  able  to  look  back  and  point  with 
pride  to  kind,  gentle,  comprehensive 
systems  of  care  for  our  sick,  our 
children,  and  our  elderly-not  because 
of  politics,  but  because  of  the  calendar. 
This  would  be  a fitting  and  attainable 
legacy  from  the  1990s  to  the  people  of 
America. 

Oh,  one  more  thing:  the  historical 
helix  theory  suggests  that  those  of 
you  who  feel  screwed  by  history  may 
be  right-but  if  you  are,  you  ought  to 
look  again  at  whether  you  are  standing 
in  the  way  of  history  or  helping  to 
move  it  along. 

-Jeffrey  H.  Lamont,  MD 
Wausau  □ 
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DEFAULT 


On  a Student  Loan? 

If  you're  in  default 
on  a guaranteed 
student  loan  (FISL, 
GSL,  Stafford,  SLS, 
or  PLUS  loan),  you 
may  be  eligible  for  a 
special  program 
that  lets  you  pay  it 
back  without 
penalty  or 
collection  charges. 
(These  charges  can 
amount  to  as  much 
as  35%  on  your  total 
debt.) 


C AVTTf  on  vena^y an d 

o/\Y £/>  collection  charges 

You  must  pay  your 
loan  in  full  by 
August  31, 1990  to 
take  advantage  of 
this  special 
program.  For 
information,  call  the 
guarantee  agency 
that  holds  your 
loan,  or  call  the 
U.S.  Department  of 
Education's  toll-free 
number: 

Federal  Student  Aid 
Information  Center 
(800)  333-INFO 
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“IdUM 

acquire 

emphysema , 

I inherited  it” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha-, -antitrypsin  (AAT).1  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.2 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1 Brantly  ML.  Paul  LD.  Miller  BH.  el  al  Clinical  lealures  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1-antitrypsin  deficiency  ot  adults  with  pulmonary  symptoms 
Am  Rev  Respir  Dis  1988:138  327-336 

2 Wewers  MD.  Casolaro  MA.  Sellers  SE.  et  al  Replacement  therapy  tor  alpha,-antitrypsin 
deficiency  associated  with  emphysema  N Engl  J Med  1987:316  1055-1062 
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WMJ  announces 
physician  photo  contest 


Awards:  Publication  on  the  cover  of  the  Wisconsin  Medical  Journal  and  a commemorative  plaque,  presented 
at  the  SMS  annual  meeting. 

Eligibility:  The  competition  is  open  to  members  of  the  State  Medical  Society  of  Wisconsin  and  its  Auxiliary  only. 

Guidelines:  A total  of  three  entries  in  any  combination  of  the  following  categories  may  be  submitted. 

• A doctor’s  life 

• The  science  of  medicine 

• The  art  of  healing 

• Wisconsin  wildlife 

• Wisconsin  places 

• Wisconsin  people 

Entry  in  the  contest  constitutes  agreement  to  allow  the  entered  photographs  to  be  published  in  or  on  the  cover 
of  the  Wisconsin  Medical  Journal.  Vertical  photos  are  preferred,  but  horizontal  photos  are  accepted.  Entrants 
retain  all  other  rights  to  their  photographs. 

Entries  must  be  original  prints  or  slides  in  color  or  black  and  white.  Prints  may  be  mounted,  but  not  framed, 
and  mount  size  should  not  exceed  11x14.  Negatives  must  be  available  for  all  prints. 

The  back  of  each  photograph  must  bear  the  photographer’s  name,  address  and  phone  number,  and  the  title— if 
any— of  the  photo.  Enclose,  preferably  on  a separate  sheet,  a brief  description  of  where,  when  and  how  the  photo 
was  taken.  If  possible,  note  the  make  and  model  of  camera  and  lens  used  for  each  photo,  film  used,  exposure 
settings,  and  any  special  equipment.  Previously  published  material  may  be  entered:  however,  please  include  the 
information  on  when  and  where  the  photo  has  appeared. 

The  WMJ  cannot  be  responsible  for  entries— so  do  not  send  your  only  copy. 

Deadline:  All  entries  must  be  postmarked  no  later  than  February  15,  1991.  Send  entries  to:  Photo  Contest, 
Wisconsin  Medical  Journal , PO  Box  1109,  Madison,  WI  53701. 
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Hyperkalemic  electromechanical  dissociation 


John  M.  Lawton,  MD,  Green  Bay 

Two  patients  with  hyperkalemic  electromechanical  dissociation  are 
described.  Electrocardiograms  at  the  time  of  the  cardiac  arrests 
demonstrated  normal  appearing  QRS  complexes.  Both  patients  responded 
to  intravenous  calcium  chloride  administration  with  prompt  restoration  of 
normal  blood  pressure.  Implications  of  these  observations  with  respect  to 
current  advanced  cardiac  life  support  guidelines  are  discussed.  Wis  Med  J 


1990;89(8):459-461 

Electromechanical  dissociation 
(EMD)  is  defined  as  the  failure 
of  effective  myocardial  contraction 
despite  evidence  for  organized 
electrical  activity  on  the  ECG.  It  is 
considered  to  have  an  extremely  poor 
prognosis  unless  a readily  correctable 
factor  is  found.  Such  factors  include: 
hypovolemia,  cardiac  tamponade, 
tension  pneumothorax,  pulmonary 
embolism,  and  a variety  of  acute 
metabolism  disturbances. 

Among  these  metabolic 
abnormalities  is  hyperkalemia.  If 
rapidly  identified  hyperkalemic  EMD 
is  a potentially  reversible  process.1 
The  ECG  is  used  to  give  clues  as  to 
the  etiology  of  EMD.  Hyperkalemic 
EMD  is  suspected  when  classic  ECG 
changes  of  an  elevated  serum 
potassium  are  present.  Since 


Dr  Lawton  is  medical  director  of  the  St 
Vincent’s  Regional  Kidney  Dialysis 
Program  in  Green  Bay.  Reprint  requests 
to:  John  M.  Lawton,  MD,  704  S Webster 
Ave,  Green  Bay,  WI 54301.  Copyright  1990 
by  the  State  Medical  Society  of  Wisconsin. 


hyperkalemic  EMD  requires  specific 
therapy  not  included  in  the  most 
recent  advanced  cardiac  life  support 
(ACLS)  guidelines,  rapid  accurate 
diagnosis  of  this  entity  is  of  critical 
importance.2  This  report  describes 
two  cases  of  hyperkalemic  EMD  in 
which  the  ECG  failed  to  reveal  the 
usual  changes  associated  with 
severely  elevated  potassium  levels. 

Case  I 

A 75-year-old  male  developed  a 
ruptured  abdominal  aortic  aneurysm. 
The  patient  underwent  emergency 
surgery.  At  the  initiation  of  the 


procedure  the  patient  was 
hemodynamically  stable.  Two  hours 
after  starting  the  procedure,  the 
patient  developed  profound 
hypotension  despite  adequate 
intravascular  volume  as  determined 
by  a central  venous  pressure  of  20  cm 
Hg.  Cardiopulmonary  resuscitation 
(CPR)  was  initiated  when  blood 
pressure  became  unobtainable. 
Cardiac  rhythm  at  that  time  is 
demonstrated  in  Fig  1.  The  patient 
was  felt  to  have  EMD  and,  therefore, 
received  intravenous  epinephrine 
without  effect 

Medical  consultation  was  obtained. 
Rapid  review  of  the  patient’s  history 
revealed  evidence  for  chronic  renal 
insufficiency.  Despite  the  lack  of  ECG 
evidence  for  hyperkalemia,  the  patient 
received  10  cc  of  10%  calcium  chloride 
intravenously.  Within  2 minutes  the 
systolic  blood  pressure  rose  to  170 
mm  Hg  allowing  CPR  to  be 
discontinued.  Serum  potassium 
drawn  during  CPR  was  6.6  mmol/L 


Wisconsin  Medical  Journal  • August  1990 


459 


Fig  2 -Tracing  from  case  2 obtained  at  the  onset  of  cardiac  arrest. 


The  surgical  procedure  was 
subsequently  completed  and  the 
patient  was  transferred  to  the 
intensive  care  unit  in  stable  condition. 
Potassium  was  controlled  with 
polystyrene  sulfonate  enemas;  insulin 
with  glucose,  bicarbonate,  and  high 
dose  diuretics. 

Unfortunately,  acute  renal  failure 
occurred  over  the  following  days, 
requiring  hemodialysis.  The  patient 
ultimately  died  from  the  combined 
effects  of  sepsis,  hepatic  failure,  and 
myocardial  infarction  8 days  after 
surgery. 

Case  II 

A 19-year-old  female  with  systemic 
lupus  erythematosus  and  acute  renal 
failure  secondary  to  diffuse 
proliferative  glomerulonephritis  was 
admitted  to  the  hospital  for  dialysis. 
Her  condition  was  stabilized  with 
hemodialysis  resulting  in 
normalization  of  an  initially  elevated 
potassium.  Approximately  12  hours 
after  dialysis,  the  patient  suddenly 
lost  consciousness  while  under 
continuous  electrocardiographic 
monitoring.  Immediate  assessment 
by  nursing  personnel  revealed  the 
patient  to  be  pulseless  with  no 
spontaneous  respirations.  Cardiac 
arrest  protocol  was  initiated  by  the 
nursing  staff  according  to  ACLS 
guidelines.  The  patient’s  cardiac 
rhythm  revealed  no  significant 
changes  immediately  prior  to  the 
event  and  continued  as  demonstrated 
in  Fig  2.  The  patient  was  intubated 
and  received  intravenous  epinephrine 
along  with  CPR. 

When  physician  assistance  arrived, 
various  causes  of  EMD  associated 
with  normal  QRS  complexes  were 
considered.  Volume  status  appeared 
adequate  with  a central  venous 
pressure  of  18  mm  of  water  and  no 
pneumothorax  was  apparent  by 
examination.  The  possibility  of  cardiac 
tamponade  was  considered.  While 
preparing  for  pericardiocentesis,  10 
cc  of  calcium  chloride  was  empirically 
administered  intravenously. 
Subsequently,  the  pulse  returned, 


systolic  blood  pressure  was  110  mm 
Hg,  and  CPR  was  discontinued. 

Serum  potassium  obtained  prior 
to  the  calcium  administration 
ultimately  returned,  revealing  a 
markedly  elevated  value  of  7.8  mmol/ 
L The  patient  underwent  emergency 
hemodialysis  with  normalization  of 
the  serum  potassium,  resulting  in 
continued  hemodynamic  stability. 

Ultimately,  the  patient  was 
discharged  from  the  hospital  with  no 
residual  cardiac  or  neurologic 
abnormalities. 

Discussion 

The  two  cases  presented  demonstrate 
that  hyperkalemic  EMD  can  occur  in 
the  presence  of  normal  appearing  QRS 
complexes.  In  case  I the  ECG 
demonstrates  QRS  complexes  with  a 
width  of  0.08  (sec)  while  the  QRS 
complexes  in  case  II  are  0.13  sec. 
Review  of  either  of  these  ECG  strips 
during  a cardiac  arrest  would  not 
suggest  that  hyperkalemia  was  the 
underlying  cause,  because  the 
configuration  of  the  QRS  complexes 
in  both  cases  appear  to  be  normal. 

The  ECG  in  case  II  is  particularly 
interesting  in  that  P waves  are  clearly 
present  and  the  T waves  are  not 
impressively  peaked.  The  usual  ECG 
correlates  of  hyperkalemia  are  well 
described  and  familiar  to  physicians 
caring  for  the  critically  ill.  The 
sequential  ECG  changes  are  relied 
upon  to  monitor  and  treat  patients  at 
risk  for  hyperkalemia  The  predictable 
sequence  of  T wave  peaking,  PR 
interval  prolongation,  followed  by 
QRS  widening  have  been  felt  to  allow 
early  identification  of  hyperkalemic 
cardiotoxicity  and  thus  appropriate 


treatment  before  cardiac  arrest 
occurs. 

Unfortunately,  the  correlation 
between  potassium  levels  and  ECG 
change  is  not  perfect  Two  patients 
with  profound  hyperkalemia  and 
normal  ECGs  have  previously  been 
described.3  While  the  presence  of 
profound  hyperkalemia  with  a normal 
ECG  has  been  previously  reported 
EMD  with  relatively  normal  QRS 
complexes  has  not  been  described. 
These  findings  have  significant 
implications  for  the  management  of 
EMD  as  well  as  optimal  monitoring 
of  patients  at  risk  for  hyperkalemia. 

The  current  recommendations  for 
resuscitation  from  EMD  do  not 
include  routine  administration  of 
calcium.2  This  recommendation  is 
based  on  a body  of  literature  providing 
evidence  that  calcium  is  of  little  value 
in  EMD  unless  it  is  the  result  of 
hyperkalemia,  calcium  channel 
blockade  or  hypocalcemia.4-5  In 
addition,  because  ischemia  is 
responsible  for  a majority  of  cases  of 
EMD  and  high  intracellular  calcium 
may  contribute  to  ischemic  induced 
cell  death,  there  is  theoretical 
rationale  to  avoid  empiric  calcium 
administration.6  In  the  cases 
presented,  the  lack  of  hyperkalemic 
ECG  changes  resulted  in  the  initial 
failure  to  recognize  the  true  etiology 
of  the  EMD.  Adherence  to  ACLS 
guidelines  resulted  in  no 
improvement  in  either  patient’s 
condition.  The  empiric  treatment  with 
calcium  chloride  resulted  in 
resolution  of  the  EMD  in  both  cases. 
Had  strict  adherence  to  ACLS 
guidelines  continued  neither  patient 
would  have  survived. 
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These  cases  present  several 
interesting  concepts.  If  calcium 
chloride  were  part  of  the  usual 
protocol  for  EMD  the  patients 
presented  probably  would  have  had 
only  brief  episodes  of  cardiac  arrest 
As  noted  above  the  rationale  for  not 
routinely  administering  calcium  in 
EMD  is  based  on  sound  evidence 
particularly  if  the  ECG  can  be  relied 
upon  to  identify  those  cases  that 
dictate  deviation  from  the  usual 
protocol.  The  information  presented 
in  these  cases  unfortunately  suggests 
that  since  the  ECG  can  be  normal  in 
hyperkalemic  EMD  the  telltale  signs 
of  this  readily  treatable  entity  can  be 
easily  missed  with  dire  consequences. 

Because  the  great  majority  of 
episodes  of  EMD  are  not  due  to 
hyperkalemia,  treating  all  such 
patients  with  calcium  would  not  be 
appropriate.  Thus,  treating  only 
patients  with  risk  factors  for 
hyperkalemic  EMD  with  calcium 
would  be  the  most  desirable  approach. 
Because  the  patients  with  out-of-the- 


hospital  cardiac  arrests  are  unlikely 
to  have  hyperkalemic  EMD,  the 
current  recommendations  appear 
reasonable  for  that  group  of  patients. 
On  the  other  hand,  hospitalized 
patients  appear  to  be  at  risk  for 
hyperkalemia  due  to  renal  injury  from 
their  underlying  illnesses,  as  well  as 
multiple  medications  which  impair 
potassium  excretion.7 

Considering  these  factors,  it  would 
appear  reasonable  to  alter  the  current 
ACLS  protocol  for  management  of 
EMD  by  using  the  existing  protocol 
for  out-of-the-hospital  cardiac  arrests 
while  adding  the  administration  of 
calcium  to  EMD  occurring  in  the 
hospitalized  patient  Certainly,  if  the 
serum  potassium  is  known  to  be 
normal  at  the  time  of  the  arrest, 
calcium  administration  could  be 
withheld.  It  is  believed  that  this 
approach  would  cause  minimal  harm 
and  possibly  salvage  some  patients 
with  unrecognized  hyperkalemic 
EMD. 


References 

1.  Choi  Y,  Bollerup  E:  Calcium  in 
electromechanical  dissociation  JAMA 
1988;259:1330. 

2.  Standards  and  guidelines  for 
cardiopulmonary  resuscitation  and 
emergency  cardiac  care.  JAMA 
1986;255:2905-2992. 

3.  Szerlip  HM, Weis J,  Singer  I:  Profound 
hyperkalemia  without  electrocardio- 
graphic manifestations.  Am  J Kid  Dis 
1986;7:462465. 

4.  Harrison  EE,  Amey  BD:  Use  of  calcium 
in  electromechanical  dissociation.  Ann 
Emerg  Med  1984;13:844. 

5.  Stueven  HA,  Thompson  B,  Aprahamian 
C,  et  al:  The  effectiveness  of  calcium 
chloride  in  refractory  electro- 
mechanical dissociation.  Ann  Emerg 
Med  1985;14:626-629. 

6.  NaylorWG.EizJS:  Reperfusion  injury: 
laboratory  artifact  or  clinical  dilemma? 
Circulation  1986;74:215-221. 

7.  Rimmer  JM,  Horn  JF,  Gennari  FJ: 
Hyperkalemia  as  a complication  of  drug 
therapy.  Arch  Intern  Med  1987;147:867- 
869.  □ 


Haemophilus  influenzae  B meningitis  in  a patient  with  a 
ventriculoperitoneal  shunt  and  meningomyelocele 

Yuval  Brandstetter,  MD,  Marlene  Melzer-Lange,  MD,  and  Michael  J.  Chusid,  MD,  Milwaukee 


A child  with  an  implanted  ventriculoperitoneal  (VP)  shunt  and 
meningomyelocele  had  an  infection  of  his  cerebrospinal  fluid  (CSF).  The 
organism  cultured  from  the  VP  shunt  apparatus  and  the  meningomyelocele 
repair  site  was  Haemophilus  influenzae  B (HIB),  a very  unusual  pathogen  in 
this  setting.  The  patient  was  treated  with  the  appropriate  antibiotics, 
administered  intravenously  in  accordance  with  accepted  practice  and 
available  literature,  with  no  improvement  The  site  of  the  persistent 
infection  was  finally  determined  to  be  within  the  meningomyelocele  repair 
tissue.  The  patient’s  clinical  status  improved  dramatically  following  the 
removal  and  replacement  of  the  total  shunt  apparatus.  The  three-part 
apparatus  tip  was  cultured  according  to  the  standard  laboratory  practice,  but 
did  not  yield  any  organism.  We  conclude  that  the  management  of  HIB 
meningitis  in  the  presence  of  a VP  shunt  should  include  prompt  removal  of 
the  apparatus.  Recovery  of  the  organism  may  be  enhanced  by  separating 
the  apparatus  components  and  culture  of  the  connections,  instead  of  merely 
the  indwelling  tip.  Wits  Med  J 1990;89(8):461463. 


Meningomyelocele  is  associated 
in  nearly  100%  of  the  cases 
with  occlusions  in  cerebrospinal  fluid 
drainage  and  hydrocephalus. 
Prevention  of  hydrocephalus  is 
achieved  by  early  installation  of  a 
drainage  apparatus  of  which  the  most 
common  is  the  ventriculoperitoneal 
(VP)  shunt  apparatus.  Complications 
of  VP  shunts  include  acute  blockage, 
component  separation  and  infection 
which  occurs  in  20-29%  of  the  cases.1 
The  most  common  infecting  organism 
is  Staphylococcus  epidermidis?XK 
Infection  with  this  species  requires 
complete  replacement  of  the 
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apparatus.  Haemophilus  influenzae 
type  B (HIB)  is  a rare  pathogen  in 
this  setting.2 

The  current  management 
recommended  for  this  infection 
includes  administration  of  appropriate 
parenteral  antibiotics  without  removal 
of  the  VP  shunt  apparatus.5  This 
approach  is  recommeded  because 
HIB  is  considered  to  be  an  organism 
which  adheres  poorly  to  artificial 
surfaces,  and  which  can  be,  therefore, 
eradicated  from  the  shunt  apparatus 
by  antibiotic  treatment  alone. 

We  report  on  a patient  with  HIB 
infection  of  both  his  VP  shunt  and  his 
meningomyelocele;  these  infections 
did  not  clear  until  the  shunt  was 
completely  removed  and  replaced 
with  a new  shunt  system. 

Case  report 

A 9-month-old  boy  was  admitted  to 
Children’s  Hospital  of  Wisconsin  with 
a fever  of  24  hours,  loss  of  appetite, 
lethargy  and  bulging  fontanelle.  The 
patient  had  previously  undergone  a 
meningomyelocele  repair  with  a 
Heyer-Schulte  three-component  VP 
CSF  shunt  placement  on  the  second 
day  of  his  life.  He  had  done  well  prior 
to  this  illness. 

On  admission,  he  appeared 
obtunded,  with  flaccid  lower 
extremities,  and  normal  tone  in  the 
upper  extremities,  but  no 
spontaneous  movement.  His 
temperature  was  40.6°C.  Heart  rate 
was  160  beats  per  minute,  and 
respiratory  rate  60  breaths  per  minute. 
Postive  findings  included  a tense 
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bulging  fontanelle,  immobile  face,  and 
response  to  noxious  stimuli  only. 
Cerebrospinal  fluid  was  drawn  from 
the  VP  shunt  reservoir  and  the 
meningomyelocele.  The  shunt  fluid 
analysis  showed  27,000  RBC/pl  1,800 
WBC/pl  with  87%  polymorpho- 
nuclears,  7%  lymphocytes  and  7% 
monocytes. 

A complete  blood  count  showed  a 
white  blood  cell  count  of  4,900/pl 
with  10%  polymorphonuclears,  31% 
band  forms,  44%  lymphocytes,  and 
13%  monocytes.  Platelets  were  at 
314,000.  The  meningomyelocele  fluid 
was  not  analyzed  for  cell  count,  but 
sent  for  culture. 

Computerized  tomographic  (CT) 
scan  of  the  head  showed,  a 
communicating  hydocephalus  with 
ventricles  not  enlarged  compared  with 
previous  CT  scan.  The  fourth  ventricle 
was  open  and  communication  via  the 
subarachnoid  space  with  the 
meningomyelocele  was  unimpeded. 
Chloramphenicol  100  mg/kg/day 
and  vancomycin  60  mg/kg/day  were 
started  parenterally. 

One  day  later,  ampicillin  and 
chloramphenicol  sensitive  HIB  was 
cultured  from  the  cerebrospinal  fluid 
shunt  reservoir,  meningomyelocele 
tap,  and  blood  cultures.  Antibiotic 
treatment  was  continued  with 
chloramphenicol  100  mg/kg/day.  No 
intervention  in  the  shunt  system  was 
performed. 

The  patient  became  less  febrile 
and  improved  clinically,  but  the 
anterior  fontanelle  remained  full. 
Chloramphenicol  levels  in  blood  were 
monitored  and  found  to  be 
appropriate.  A repeat  shunt  tap  on 
day  2 of  therapy  again  produced 
Haemophilus  influenzae,  with  the 
same  drug  sensitivity  profile  as  the 
previously  recovered  organism. 

The  distal  end  (the  peritoneal  part) 
of  the  shunt  was  exteriorized  to  a drip 
chamber.  The  catheter  tip  did  not 
grow  bacteria  and  daily  cultures  of 
cerebrospinal  fluid  from  the 
exteriorized  end  of  the  shunt  were 
sterile.  The  patient  continued  to  have 
low-grade  temperature  between  38  to 


38.5‘C,  and  his  erythrocyte 
sedimentation  rate  (ESR)  was  100 
mm/hr  15  days  after  shunt 
exteriorization  while  receiving 
antibiotic  therapy. 

The  patient,  on  his  seventeenth 
hospital  day,  developed  a fever  of 
40.5°C.  The  results  of  repeat  blood, 
urine,  CSF  and  stool  cultures  were 
negative.  Chloramphenicol  therapy 
was  stopped  and  cefotaxime  200  mg/ 
kg/day  was  begun,  but  the  patient’s 
fever  did  not  remit 

A careful  search  was  conducted 
for  metastatic  sites  of  infection.  The 
tympanic  membranes  were  clear,  and 
the  results  of  bone  and  renal  scans 
were  negative.  A CT  scan  of  the  head 
showed  no  hematomas  or  abscess.  A 
gallium  scan,  however,  revealed  a 
concentration  of  radioactive  activity 
at  the  site  of  the  meningomyelocele 
repair. 

On  day  18  of  hospitalization,  the 
exteriorized  ventricular  shunt  was 
removed  and  replaced  with  a new 
shunt  system.  The  intraventricular 
tip  of  the  shunt  apparatus  was  sterile, 
but  the  plastic  connection  parts  of  the 
apparatus  were  not  cultured. 

The  patient’s  fever  abated 
promptly  with  removal  of  the  shunt 
He  received  a total  of  25  days  of 
parenteral  antibiotics.  Clinically,  he 
improved  to  his  pre-illness  state  of 
health.  His  erythrocyte  sedimentation 
rate  decreased  to  5 mm/hr  over  the 
next  7 days.  A follow-up  examination, 
4 months  later,  showed  appropriate 
development  and  no  recurrence  of 
the  infection. 

Discussion 

We  present  a case  of  meningitis  and 
meningomyelocele  infection  with  HIB 
in  a child  with  a VP  shunt  We  are  not 
aware  of  a similar  case  where  HIB 
infected  the  CSF,  the  VP  shunt 
system,  and  the  meningomyelocele. 

VP  shunt  infections  are  recognized 
to  have  two  peaks  of  incidence  relative 
to  time  after  VP  shunt  placement 
The  incidence  of  VP  shunt  infection 
in  the  early  phase  (0-8  weeks)  is 
sufficiently  high  that  neurosurgeons 
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routinely  administer  antibiotics 
prophylactically  at  the  time  of 
surgery.6  The  organism  isolated  in 
this  phase  is  virtually  always 
Staphylococcus  epidermidis,  and  it  is 
believed  that  the  infection  arises  from 
the  skin  flora  introduced 
perioperatively.2 

Late  phase  infections  (more  than 
8 weeks)  are  also  caused  mainly  by 
staphylococcal  species,  both 
coagulase  positive  and  coagulase 
negative,  although  gram-negative 
enteric  organisms  arising  from  the 
gut  are  also  found.4 

The  difficulty  in  clearing 
Staphylococcus  epidermidis  shunt 
infections  despite  high  dose  antibiotic 
therapy  is  attributed  to  the  tendency 
of  Staphylococcus  epidermidis  to 
produce  mucoid  capsular  material 
which  render  it  less  ingestible  by 
neutrophils  and  macrophages,  and  to 
be  especially  adherent  to  artificial 
surfaces.7  Therefore,  the  current 
standard  recommendation  for 
treatment  of  Staphyloccus  epidermidis 
VP  shunt  infections  usually  includes 
complete  revision  of  the  shunt 
system.6 

In  the  series  of  Schoenbaum,2 
Sells,4  and  Lerman,8  Haemophilus 
influenzae  infections  were  rare  and 
HIB  infections  even  rarer  still.  In  four 
case  reports,  the  investigators  arrived 
at  conflicting  opinions  of  the  preferred 
management  of  HIB  VP  shunt 
infections.  Remmels5  and  Stern9 
concluded  that  HIB  could  be 
adequately  treated  with  systemic 
antibiotics  without  shunt  removal. 
Patriarca10  and  Petrack,11  on  the  other 
hand,  recommended  complete  shunt 
revision  if  prompt  sterilization  could 
not  be  achieved.  Subsequent 


investigators  who  reviewed  this 
question  tended  to  side  with  the 
former  opinion.3-6 

The  heart  of  the  debate  lies  in  the 
degree  of  adherence  of  HIB  to  artificial 
surfaces.  In  the  case  of  Staphyloccus 
epidermidis,  this  specialized 
adherence  is  well  documented.7  HIB 
is  known  to  adhere  to  respiratory 
mucosa  and  reduction  of  the 
adherence  capability  under  antibiotic 
treatment  can  be  shown.12  We  do  not 
know  of  a study  documenting  the 
adherence  properties  to  HIB  to 
artificial  surfaces;  we  believe  that 
subsequent  negative  cultures  were 
due  to  our  failure  to  culture  all  three 
components  of  the  apparatus  rather 
than  solely  the  tip.  Therefore,  the 
decision  to  revise  or  not  revise  must 
be  reached  on  the  basis  of  clinical 
experience  alone. 

Despite  exteriorization  of  the  shunt 
and  17  days  of  parenteral  antibiotics, 
our  patient  experienced  a persistence 
of  infection  localized  at  his 
meningomyelocele.  We  were  unable 
to  document  the  continued  presence 
of  bacteria  in  the  removed  shunt 
apparatus.  The  prompt  improvement 
in  the  patient’s  clinical  status  and 
sedimentation  rate  suggest  that  the 
complete  removal  of  his  shunt  was 
essential  to  the  definitive  treatment 
of  his  VP  shunt  infection  and 
meningitis.  We  would,  therefore, 
agree  with  the  opinion  of  the 
authors10-11  who  advocate  complete 
revision  of  the  VP  shunt  when  CSF 
sterilization  is  not  achieved  within  24 
hours. 
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of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility:  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxm  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing);  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed. 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  dunng  verapamil 
use 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventncular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibnum  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence. 
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Socioeconomic 


Public  health 

Professional  education  for  evaluating 
environmental  exposure 


Mary  R Young,  MSEd,  Dennis  E. 
Anderson,  and  Henry  A Anderson, 
MD,  Madison 

By  the  late  1970s,  it  was  well 
established  that  existing 
practices  at  waste  disposal  sites  were 
not  adequately  segregating  buried 
waste  from  the  surrounding 
environment  To  lessen  the  likelihood 
of  adverse  effects  from  past  practices, 
Congress  created  the  Comprehensive 
Environmental  Response,  Compen- 
sation and  Liability  Act  (CERCLA)  of 
1980,  commonly  called  the  Superfimd 
Program.  The  Environmental  Protec- 
tion Agency  (EPA)  is  directed  by 
CERCLA  to  investigate,  assess  and, 
where  necessary,  remediate  environ- 
mental damage  from  disposal  sites. 


Young  is  a public  health  educator  in  the 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin 
Division  of  Health.  Dennis  Anderson  is 
supervisor  of  the  Chronic  Disease 
Surveillance  Unit  in  the  Section  of 
Environmental  and  Chronic  Disease 
Epidemiology,  Wisconsin  Division  of 
Health.  Dr  Henry  Anderson  is  chief  of  the 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin 
Division  of  Health.  Reprint  requests  to: 
Mary  Young,  MSEd,  Wisconsin  Division 
of  Health,  1 W Wilson  St,  Madison,  WI 
53701-0309.  Copyright  1990  by  the  State 
Medical  Society  of  Wisconsin. 


In  Wisconsin,  the  Department  of 
Natural  Resources  cooperates  with 
the  EPA  in  carrying  out  these  federal 
mandates  and  administers  Wiscon- 
sin’s Environmental  Repair  Fund. 

The  federal  Agency  for  Toxic 
Substances  and  Disease  Registry 
(ATSDR)  was  created  under  the 
Superfund  program.  In  contrast  to 
the  EPA’s  focus  on  assessing 
environmental  damage,  the  ATSDR 
concentrates  on  potential  human 
exposure  pathways  and  possible 
effects  of  hazardous  waste  disposal 
sites  on  public  health.  The  Wisconsin 
Division  of  Health  has  a cooperative 
agreement  to  carry  out  the  Superfund 
function  of  ATSDR  in  this  state. 

Nearly  4,000  waste  disposal  sites 
have  been  identified  in  Wisconsin; 
only  350  have  been  characterized. 
The  EPA  gives  priority  rank  scores 
for  waste  sites  using  a numeric  scoring 
system  which  considers  the  toxicity 
of  the  contamination,  proximity  of 
the  site  to  population,  geology  and 
hydrogeology  of  the  site  and  the 
corresponding  likelihood  of 
contaminant  migration.  Sites 
receiving  sufficiently  high  scores  are 
placed  on  the  National  Priority  List 
(NPL)-39  sites  in  Wisconsin  have 
scores  which  place  them  on  the  NPL 
list  (Fig). 

As  more  sites  are  identified  and 
investigated,  community  right-to- 


Table  l.-Superfund  site  chemical 
fact  sheets  available  from  the 
Wisconsin  Division  of  Health. 


Arsenic 

Benzene 

Cadmium 

Carbon  Tetrachloride 

Chloroform 

Cyanide 

1,2-Dichloroethane 

1,1-Dichloroethylene 

Methylene  chloride 

PAHs 

PCBs 

Tetrachloroethylene 
Trichloroethylene 
Vinyl  Chloride 


know  will  result  in  increased  public 
knowledge  of  the  hazards  presented 
by  these  sites,  and  concern  over 
possible  exposure  to  hazardous 
chemicals  in  the  environment  Health 
care  providers  who  may  not  have  had 
any  training  in  toxicology  or 
pharmacology  since  medical  school 
or  college  need  to  be  aware  of  the 
possibility  of  exposure  to  toxic 
chemicals  as  the  possible  cause  of 
illness.  Non-specific  symptoms  of 
environmental  illness  may  include 
rashes,  sleeplessness,  headache,  or 
respiratory  problems-frequently, 
Continued  on  next  page 
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Table  2.-Available  Wisconsin  Division  of  Health  resources. 


• Physician  consultation 

• Access  to  the  National  Library  of  Medicine  database 

• Guidelines  for  the  communication  of  risk  to  patients 

• Guidelines  to  help  physicians  recognize  possible  disease  clusters 

• Consultation  with  toxicologists  on  staff  at  the  Division 

• Consultation  for  appropriate  environmental  and  biological  laboratory  sampling 

• Referral  telephone  numbers  for  specific  environmental  information 

• Health  assessments  for  each  Superfund  site  in  the  state 

• Notification  of  continuing  education  opportunities 


Fig.-Superfund,  sites  in  Wisconsin. 


Continued  from  preceding  page 
environmentally-caused  illnesses  are 
distinguished  not  by  the  pathology, 
there  being  few  specific  sentinel 
diseases,  but  by  the  cause.1 

The  information  compiled  during 
the  investigation  of  each  Superfund 
site  is  placed  in  a public  repository, 


usually  a public  library  or  town  hall  in 
the  community  or  communities  in 
which  the  site  is  located.  In  addition, 
regional  DNR  offices  maintain  records 
of  site  investigations,  and  local 
governmental  health  agencies  receive 
copies  of  all  health-related  information 
generated  during  the  investigations. 


Series  coordinators 
The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of  Environ- 
mental and  Chronic  Disease 
Epidemiology,  and  Patrick 
Remington,  MD,  are  coordi- 
nating this  public  health  series 
for  the  Wisconsin  Medical 
Journal.  Since  1980,  the  Division 
of  Health  has  been  developing 
an  epidemiology  program 
which  has  responded  to 
physician  requests  regarding 
patients  with  symptoms  of  pos- 
sibly environmentally-caused 
disease.  The  Division  of  Health 
has  placed  air  monitoring 
equipment  in  each  of  its  five 
Regional  Offices,  erythrocyte 
protoporphyrin  testing  equip- 
ment in  selected  Women’s, 
Infant’s  & Children’s  Supple- 
mental Food  (WIC)  clinics,  and 
lead  paint  testing  equipment  in 
selected  local  governmental 
health  agencies.  Last  year  the 
Division  of  Health  provided 
funding  under  the  state’s 
environmental  toxicology 
program  to  thirty-seven  local 
governmental  health  agencies 
to  conduct  projects  focusing  on 
environmental  health  issues  of 
local  concern.  The  ATSDR 
Professional  Education  Project 
is  staffed  by  Mary  Young  who  is 
a professional  health  educator. 
If  you  are  interested  in  receiving 
additional  information  about  the 
Project  please  call  or  write  (608) 
267-6844,  PO  Box  309,  Room 
318,  Madison,  WI 53701-0309. 


Health  care  providers  may  need  a 
convenient  source  of  more  technical 
information,  such  as  contaminant 
toxicology.  In  1989,  11  states, 
including  Wisconsin,  were  awarded 
grants  by  ATSDR  to  begin 
professional  education  programs.  The 
Continued  on  page  474 
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At  Medical  Protective,  lighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


“I  want  a 

malpractice  carrier 


that  knows  how  to 


fight.  That’s  why 
I’m  with  Medical 


Protective. 
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r i \ 1 


V -•  , 
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Serving  Wisconsin  Physicians  Since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  850  North  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-5780 


Continued  from  page  472 
Division  of  Health’s  program  helps 
health  care  providers  respond  to 
patient  concerns  regarding 
environmental  contamination. 

In  February  1990,  the  Division  of 
Health  mailed  information  to 
approximately  5,500  physicians  in  an 
effort  to  acquaint  them  with  the 
location  of  the  state’s  Superfund  sites 
and  with  the  services  currently 
available  through  the  Division  of 
Health.  In  the  first  4 months  160 
physicians  have  used  the  program’s 
information  services.  In  addition  to 
one-page  chemical  fact  sheets  written 
for  the  lay  reader  (Table  1)  the  division 
is  able  to  provide  other  technical 
assistance  (Table  2). 

The  program’s  services  are  being 
modified  as  a result  of  the  program 


staffs  interaction  with  providers, 
laboratories,  and  staff  from  both  the 
ATSDR  and  grantees  in  other  states. 
Of  particular  assistance  in  focusing 
on  practical  issues  has  been  the  State 
Medical  Society’s  Environmental  and 
Occupational  Health  Committee,  a 
panel  of  specialist  occupational  and 
environmental  physicians,  public 
health  agency  directors  from  around 
the  state,  and  the  State  Laboratory  of 
Hygiene. 

In  response  to  physician-identified 
need,  during  the  second  year  of  the 
program  staff  will  develop  and  provide 
sample  health  history  forms  designed 
specifically  to  solicit  patient 
information  on  possible 
environmental  exposures.  Prompts 
from  the  forms  will  increase  health 
care  provider  awareness  of  possible 


environmental  factors  contributing  to 
patient  illness,  and  provide  a new 
source  of  data  for  physician 
monitoring  of  local  environmental 
risks.  Program  staff  will  continue  to 
solicit  health  care  provider 
suggestions  for  program  activities 
which  will  improve  the  provision  of 
environmental  health  care  services. 
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AUTHORIZED  PARTS 
AND  SERVICE  FOR 
CLEAVER -BROOKS 

Throughout  Wisconsin 
and  Upper  Michigan 

SALES 

Boiler  room  accessories 
02  trims 

Cleveland  controls 
And  — Car  automatic  bottom 
blowdown  systems 

SERVICE-CLEANING 
ON  ALL  MAKES 

Complete  Mobile  Boiler  Room 
Rentals 

Stevens  Point— 715/344-7310 
Green  Bay-414/494-3675 
Madison  -608  / 249-6604 

PBBS  EQUIPMENT  CORP. 
5401  N Park  Dr 
PO  Box  365 
Butler,  WI  53007 
Phone:  414/781-9620 


Supreme  Court  rules 
on  right  to  die 


In  a 54  decision,  the  US  Supreme 
Court  ruled  in  Harmon  v.  Cruzan 
that  a state  has  broad  power  to  keep 
patients  who  are  in  a persistent 
vegetative  state  alive  through  artificial 
nutrition  and  hydration  unless  that 
patient  conclusively  made  his  or  her 
wishes  known  before  becoming 
incompetent 

Although  recognizing  a person’s 
constitutional  right  to  refuse 
unwanted  medical  treatment,  the 
Court  held  that  a state  may  limit  the 
exercise  of  that  right  by  a surrogate 
decision-maker  in  the  absence  of 
“clear  and  convincing”  evidence  that 
the  patient  would  have  wanted  to  die 
rather  than  live  in  a vegetative  state. 
The  decision  exclusively  addressed 
a Missouri  law,  although  concern  is 
already  being  raised  about  other 
states  generally  applying  the 
principles  expressed  in  this  case. 

As  one  example  of  “clear  and 
convincing”  evidence  of  a patient’s 
wishes,  the  Court  referred  to  the  living 
will  available  in  many  states,  including 


Wisconsin.  The  living  will  allows 
patients  to  direct  their  health  care 
providers  to  withhold  life-sustaining 
treatment  in  their  incapacity  if  death 
is  imminent  Wisconsin’s  living  will, 
however,  does  not  immunize  a health 
care  provider  if  nutrition  or  hydration 
is  withheld,  which  is  what  the  Cruzan 
family  sought  to  terminate  in  the 
Cruzan  case.  Although  the  Court  did 
not  directly  address  durable  power  of 
attorney  for  health  care  documents 
as  a proper  manner  to  transfer  the 
right  to  refuse  medical  treatment,  the 
Wisconsin  form  does  allow  patients 
to  expressly  state  their  wishes 
concerning  withholding  nutrition  or 
hydration  or  any  other  medical 
treatment 

The  AMA  issued  a statement  in 
June  1990,  which  said  it  is 
“disappointed  that  the  US  Supreme 
Court  denied  the  petition  and  are  in 
agreement  with  the  minority  opinion 
that  there  was  clear  evidence 
regarding  how  Nancy  Cruzan  wanted 
to  live  her  life.”  □ 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively4  5 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID  ° 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1. Active  duodenal  ulcer-tot  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy  -for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drag.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hrreceptor  antagonists. 
Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  msufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tesfs-False-posrbve  tests  for  urobilinogen  with  Mulbsbx* 
may  occur  during  therapy. 

Drug  Interactions  -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam,  lidocaine,  phenytom,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdme.  150  mg 
b.i.d..  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis . Impairment  ol  Fertility  -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromalfin-like  (ECL)  cells  in  the  gastnc  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepabc  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  wrfh  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potenbal  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromabd  exchange,  mouse  lymphoma  assay, 
chromosome  aberrabon  tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizabdme  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but.  at  a dose 
equivalent  to  300  bmes  the  human  dose,  heated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous admmistrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdme 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizabdme  should  be  used  dunng 
pregnancy  only  if  the  potential  beneht  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  heated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Use- Safety  and  effecbveness  in  children  have  not  been 
established. 

Use  in  Elderty  Patients- Healing  rates  in  elderly  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  trials  of  over  1,900  nizabdme  patients  and  over  1.300 
on  placebo,  sweabng  (1%  vs  0.2%),  urbcana  (0.5%  vs  <0.01%).  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdme.  It  was  not  possible  to  determine  whether  a vanety  of  less 
common  events  was  due  to  the  drug. 
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Hepatic -Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  mzabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500 IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance.  SGPT  was  >2.000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unbeated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  mzabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a pabent 
heated  with  mzabdine  and  another  Hrreceptor  antagonist  This  pabent 
had  previously  expenenced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nregumenfa/-Sweahng  and  urticaria  were  reported  significantly 
more  frequently  in  mzabdine-  than  in  placebo-heated  pabents.  Rash  and 
exfoliative  dermatibs  were  also  reported. 

Hypersensitivity- Ns  with  other  H,-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  H,-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofher-Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  mzabdine  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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AMA  Health  Access  America  proposal 


The  AMA’s  Health  Access  America  proposal  details 
16  specific  initiatives  presented  in  summary 
below.  These  initiatives  run  the  gamut  from  Medicaid 
reform  to  practice  parameters  and  insurance 
underwriting. 

• Effect  major  Medicaid  reform  to  provide  uniform 
adequate  benefits  to  all  persons  below  the  poverty 
level. 

• Require  employer  provision  of  health  insurance 
(limited  initially  to  larger  employers)  for  all  full- 
time employees  and  their  families,  creating  tax 
incentives  and  state  risk  pools  to  enable  new  and 
small  businesses  to  afford  such  coverage. 

• Create  risk  pools  in  all  states  to  make  coverage 
available  for  medically  uninsurable  and  others  for 
whom  individual  health  insurance  policies  are  too 
expensive  and  group  coverage  is  unavailable. 

• Enact  Medicare  reform  to  avoid  future  bankruptcy 
of  the  program  by  creating  an  actuarially  sound, 
pre-funded  program  to  assure  the  aging  population 
of  continued  access  to  quality  health  care.  The 
program  would  include  catastrophic  benefits  and 
be  funded  through  individual  and  employer  tax 
contributions  during  working  years.  There  would 
be  no  program  tax  on  senior  citizens. 

• Expand  long-term  care  financing  through  expansion 
of  private  sector  coverage  encouraged  by  tax 
incentives,  with  protection  for  personal  assets,  and 
Medicaid  coverage  for  those  below  the  poverty 
level. 

• Enact  professional  liability  reform  essential  to 
reducing  inordinate  costs  attributable  to  liability 
insurance  and  defensive  medicine,  thus  reducing 
health  care  costs. 

• Develop  professional  practice  parameters  under 
the  direction  of  physician  organizations  to  help 
ensure  that  only  appropriate,  high  quality  medical 
services  are  provided,  lowering  costs  and 
maintaining  quality  of  care. 

• Alter  the  tax  treatment  of  employee  health  care 
benefits  to  reward  people  for  making  economical 
health  care  insurance  choices. 

• Develop  proposals  which  encourage  cost-conscious 
decisions  by  patients. 

• Seek  innovation  in  insurance  underwriting,  including 
new  approaches  to  creating  larger,  rather  than 
smaller,  risk  spreading  groups  and  reinsurance. 

• Urge  expanded  federal  support  for  medical 
education,  research  and  the  National  Institutes  of 
Health,  to  continue  progress  toward  medical 


breakthroughs,  which  have  historically  resulted  in 
many  lifesaving  and  cost-effective  discoveries. 

• Encourage  health  promotion  by  both  physicians 
and  patients  to  promote  healthier  lifestyles  and 
disease  prevention. 

• Amend  ERISA  or  the  federal  tax  code  so  that  the 
same  standards  and  requirements  apply  to  self- 
insured  (ERISA)  plans  as  to  state-regulated  health 
insurance  policies,  providing  fair  competition. 

• Repeal  or  override  state-mandated  benefit  laws  to 
help  reduce  the  cost  of  health  insurance,  while 
assuring  through  legislation  that  adequate  benefits 
are  provided  in  all  insurance,  including  self-insurance 
programs. 

• Seek  reductions  in  administrative  costs  of  health 
care  delivery  and  diminish  the  excessive  and 
complicated  paperwork  faced  by  patients  and 
physicians  alike. 

• Encourage  physicians  to  practice  in  accordance 
with  the  highest  ethical  standards  to  provide 
voluntary  care  for  persons  who  are  without  insurance 
and  who  cannot  afford  health  services.  □ 


YOU  CAN  HELP 
STOP  BEDWETTING 
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September  1, 1990  - All  Medicare  providers*  must  create  and 
file  claim  forms  for  every  Medicare  patient. 

CALYX  Is  Ready  With  The  Best  Practice  Management 

Solutions! 

CALYX  provides  the  most  cost-effective  solution  for 
automating  the  entire  Medicare  submission  process. 


• Reducing  paperwork  • Saving  time  • Increasing  profitability 


Thousands  of  Practices  Nationwide  Already  Know  When 
You  Need  Medical  Practice  Software,  You  Need  CALYX! 


And  When  You  Need  A Total  Medical  Practice  Solution, 
You  Need  ATA-your  local  Calyx  reseller! 


ATA  delivers  the  most  comprehensive  management  system  your  practice  will  ever  need  to  remain  efficient 
and  profitable.  From  hardware  and  software  to  complete  installation,  training  and  support,  ATA 
gives  you  the  TOTAL  SOLUTION. 

Fill  out  and  send  in  the  coupon  below  to  Calyx  Corporation,  or  call  today  for  more  information  on 
the  management  system  that's  right  for  your  practice. 


‘(Participating  and  non-participating). 


ATA 
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Address:, 


20900  Swenson  Drive,  Suite  700 
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National  Practitioner  Data  Bank  slated  to  open  in  September 


After  4 years  of  discussion  and 
numerous  delays,  it  is  now 
anticipated  that  the  National 
Practitioners  Data  Bank,  created  by 
the  Health  Care  Quality  Improvement 
Act  of  1986,  will  be  operational  on 
Sept.  1, 1990.  Unisys  Corporation  has 
been  awarded  a 5-year  contract  to 
operate  the  data  bank  by  the  US 
Department  of  Health  and  Human 
Services. 

Reporting  and  querying  require- 
ments to  the  data  bank  have  significant 
implications  for  physicians.  You  are 
urged  to  read  the  following  article, 
reprinted  with  permission,  from  the 
AMA 

Informing  physicians 
In  enacting  the  Health  Care  Quality 
Improvement  Act  (HCQLA)  of  1986, 
Title  IV  of  Public  Law  99-660, 
Congress  found: 

1)  that  there  is  an  increasing 
occurrence  of  medical  mal- 
practice and  the  need  to  improve 
the  quality  of  medical  care; 

2)  that  the  threat  of  liability  for 
money  damages,  particularly 
treble  damages  under  federal 
antitrust  law,  unreasonably 
discourages  physicians  from 
participating  in  peer  review;  and 

3)  that  there  is  need  to  provide 
incentive  and  protection  for 
physicians  engaging  in  effective 
peer  review. 

The  act  is  intended  to  protect  the 
public  from  incompetent  physicians 
by  providing  immunity  from  liability 
for  damages  resulting  from  good  faith 
peer  review  activities  and  establishing 
a central  data  bank  that  serves  as  a 
nationwide  repository  for  information 
related  to  professional  conduct  and 
competence,  licensure  status,  and  the 
malpractice  claims  experience  of 
physicians. 


Requirements 

This  section  briefly  describes  the 
required  methods  of  reporting  and 
requesting  information  from  the  data 
bank  that  is  of  concern  to  physicians. 
The  data  bank  requirements  do  not 
become  effective  until  the  data  bank 
is  operational,  and  no  retroactive 
reporting  is  required. 

Physicians  should  be  aware  that 
there  are  four  types  of  actions  that 
must  be  reported  to  the  data  bank: 

Medical  malpractice  payments.  Each 
person  or  entity,  including  an 
insurance  company,  which  makes  a 
payment  on  behalf  of  any  licensed 
physician  as  the  result  of  a written 
claim  or  judgment,  must  report 
information  to  the  data  bank  and  state 
board  of  medical  examiners.  If  a 
physician  makes  a payment  to  a 
patient  as  a result  of  a claim  or 
judgment,  the  physician  is  responsible 
for  filing  a report  with  the  data  bank 
and  state  medical  board. 

Persons  or  entities  must 
simultaneously  submit  information  to 
the  data  bank  and  to  the  state  licensing 
board  within  30  days  from  the  date 
payment  is  made.  Any  person  or  entity 
that  fails  to  report  required 
information  on  a payment  is  subject 
to  a civil  money  penalty  of  up  to 
$10,000  for  each  such  payment 
involved. 

Licensure  actions.  Each  board  of 
medical  examiners  must  report  to 
the  data  bank  any  disciplinary  action 
based  on  reasons  relating  to  a 
physician’s  professional  competence 
or  professional  conduct 

The  board  must  submit 
information  within  30  days  from  the 
date  the  licensure  action  was  taken. 

Clinical  privilege  actions.  Hospitals 
and  other  health  care  entities  must 


report  to  their  state  board  of  medical 
examiners  when  certain  adverse 
actions  are  taken  against  a physician’s 
clinical  privileges. 

Each  hospital  or  health  care  entity 
must  report  the  following  clinical 
privilege  actions: 

, • Any  professional  review  action, 
based  on  the  physician’s 
professional  competence  or 
conduct  which  affects  or  could 
affect  adversely  the  health  or 
welfare  of  a patient  (s) , that  results 
in  denial,  revocation,  suspension, 
limitation,  or  reduction  of  the 
clinical  privileges  of  a physician 
for  a period  longer  than  30  days. 

• Acceptance  of  the  surrender  or 
restriction  of  clinical  privileges  by 
a physician  while  under 
investigation  by  the  hospital  or 
health  care  entity  relating  to 
possible  incompetence  or 
improper  professional  conduct,  or 
in  return  for  not  conducting  such 
an  investigation  or  proceeding. 
The  hospital  or  entity  must  report 
an  adverse  clinical  privilege  action  to 
the  state  board  of  medical  examiners 
within  15  days  from  the  date  the 
adverse  action  was  taken  by  the 
governing  body.  The  state  board  must 
submit  the  information  received  from 
the  hospital  to  the  data  bank  within 
15  days  from  the  date  of  receipt  of  the 
information. 

Society  membership  actions. 
Professional  societies  of  physicians 
which  engage  in  professional  review 
activity  through  a formal  peer  review 
process  for  the  purpose  of  furthering 
quality  health  care  must  report 
adverse  membership  actions  to  the 
data  bank. 

Querying  information 

Every  physician  can  periodically 

request  a copy  of  his  or  her  data  bank 
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file,  and  this  information  will  be  sent 
at  no  charge  to  the  physician.  Note 
that  if  the  physician  has  never  received 
notification  of  a report  being  filed, 
then  no  adverse  information  will  be 
on  file  concerning  him  or  her  in  the 
data  bank. 

• Each  hospital  must  request 
information  from  the  data  bank 
when  a physician  applies  for 
medical  staff  membership  or 
clinical  privileges,  and  every  2 
years  while  the  physician  is  on  its 
medical  staff  or  has  clinical 
privileges.  Hospitals  may  also 
request  information  from  the  data 
bank  at  any  time  they  deem  it 
necessary. 

• The  other  authorized  entities  that 
may  request  information  from  the 
data  bank  are  state  licensing 
boards,  health  care  entities  that 
provide  health  care  services  and 
have  a formal  peer  review  process, 
and  professional  societies  that  have 
a formal  peer  review  process. 

• A plaintiffs  attorney  or  pro  se 
plaintiff  who  has  filed  a professional 
liability  action  or  claim  against  a 
hospital  and  specific  physician  (s) 
may  query  the  data  bank  for 
information  regarding  a specific 
practitioner  who  is  named  in  the 
action  against  the  hospital.  This  is, 
however,  only  when  there  is 
evidence  that  the  hospital  failed  to 
make  a mandatory  query  from  the 
data  bank  regarding  the 
practitioner (s)  named  in  the  action 
or  claim.  Further,  the  information 
obtained  from  the  data  bank  on 
the  practitioner  can  only  be  used 
with  respect  to  the  action  or  claim 
against  the  hospital,  and  not  against 
the  practitioner. 

The  estimated  fee  for  each  inquiry 
to  the  data  bank  is  $2,  but  the  actual 
user  fee  will  be  published  in  the 
Federal  Register  before  the  data  bank 
begins  operations. 

Disputing  data  bank  information 
When  a physician  believes  that  the 
information  in  a report  filed  with  the 
data  bank  contains  inaccurate  or 


incomplete  information,  he  or  she  is 
to  attempt  to  resolve  the  problem 
through  discussion  with  the  entity 
which  reported  the  information. 

The  physician  has  60  days  (from 
the  date  the  data  bank  processed  the 
report)  to  dispute  the  accuracy  of 
information  contained  in  the  report 
To  dispute  the  information,  the 
physician  must 

• Sign,  in  the  appropriate  space,  the 
Practitioner  Notification  Docu- 
ment received  from  the  data  bank 
to  inform  the  secretary  of  Health 
and  Human  Services  of  the 
physician’s  disagreement  with  the 
report,  and  request  that  the  report 
be  entered  into  a “disputed”  status. 

• Describe  in  writing  on  the 
Notification  Document  the  reason 
for  the  disagreement  with  the 
report  (eg,  incorrect  or  incomplete 
information). 

• Return  the  Notification  Document 
to  the  National  Practitioner  Data 
Bank,  PO  Box  6048,  Camarillo, 
CA  93011-6048.  If  the  physician 
wishes  to  send  the  report  by 
certified  registered  mail,  address 
it  to:  National  Practitioner  Data 
Bank,  5151  Camino  Ruiz,  Mail 
Drop  E-102,  Camarillo,  CA  93012. 

• Inform  the  reporting  entity  in 
writing  of  the  disagreement  with 
the  report  and  the  basis  for  it 

• Attempt  to  discuss  the  situation 
with  the  reporting  entity  to  resolve 
the  dispute. 

If  the  data  bank  determines  that 
the  reporting  entity  has  already 
corrected  or  voided  the  disputed 
report,  the  physician  will  be  informed 
of  the  results.  An  Improper  Dispute 
Notification  form  will  be  sent  to  the 
physician  by  the  data  bank.  The 
information  contained  in  the  disputed 
report  is  then  corrected  or  deleted 
from  the  physician’s  file  to  avoid 
disclosure  of  erroneous  information. 

If  the  physician  still  contests  the 
accuracy  of  the  corrected  report,  he 
or  she  may  initiate  a new  dispute.  If 
the  disputed  report  is  not  corrected 
or  voided  by  the  reporting  entity,  the 


dispute  process  can  take  one  of  several 

courses: 

• A notation  is  placed  in  the  file 
indicating  the  information  is  being 
disputed  by  the  named  physician, 
and  all  queriers  who  had  previously 
requested  and  received  the 
information  are  simultaneously 
notified.  The  data  bank  also 
acknowledges  receipt  of  the 
dispute  to  the  physician. 

• If  the  reporting  entity  then  corrects 
or  voids  the  disputed  report,  the 
data  bank  confirms  receipt  of  the 
information  by  sending  a Report 
Verification  Document  to  the 
reporting  entity.  When  needed,  a 
Response  to  Disputed  Notification 
document  will  be  sent  to  all 
queriers  who  received  the  original 
report  The  physician  will  also  be 
notified  of  all  actions. 

• If  the  reporting  entity  does  not 
revise  the  reported  information, 
the  secretary  of  Health  and  Human 
Services  will,  upon  request,  review 
the  written  information  submitted 
by  both  the  physician  and  the 
reporting  entity.  After  review,  the 
secretary  will  conclude  whether 
the  information  is  either  incorrect 
or  accurate.  The  secretary  will  not 
determine  the  merits  of  the  claim 
nor  the  appropriateness  of  the 
professional  review  action  in  the 
report 

• If  the  secretary  determines  that 
the  report  is  incorrect,  the 
information  will  be  corrected.  If  it 
is  determined  that  the  information 
should  never  have  been  reported, 
the  report  will  be  voided.  If  it  is 
determined  that  the  information  is 
accurate,  the  secretary  will  include 
an  explanation  of  the  basis  for  the 
decision  in  the  report 

• The  physician  will  be  permitted  to 
place  a brief  statement  in  the  data 
bank  file  describing  the 
disagreement  All  queriers  who 
request  and  receive  disputed 
information,  the  subject  physician, 
and  the  reporting  entity  will  be 
informed  of  the  resolution  of  the 
dispute. 
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Confidentiality 

The  information  contained  in  the  data 
bank  is  confidential  and  intended  for 
authorized  entities  only.  Any  person 
who  violates  the  confidentiality 
provisions  shall  be  subject  to  a civil 
penalty  of  up  to  $10,000  for  each 
violation.  The  Office  of  Inspector 
General  is  responsible  for  enforcing 
the  confidentiality  provision  of  the 
HCQIA 

Questions  and  answers 
The  following  questions  and  answers 
are  those  most  frequently  asked  about 
the  National  Practitioner  Data  Bank. 

If  a malpractice  payment  is  made 
on  behalf  of  a clinic  or  hospital,  will 
the  names  of  all  member  practitioners 
be  reported? 

Medical  malpractice  payments 
made  solely  on  behalf  of  a clinic  or 
hospital,  as  contrasted  with  a person, 
are  not  reportable  to  the  data  bank. 
The  payment  must  be  made  for  the 
benefit  of  a physician,  dentist  or  other 
licensed  or  otherwise  authorized 
health  care  practitioner  to  be  reported 
to  the  data  bank. 

How  is  a physician  reported  when 
he  or  she  is  named  in  an  action  based 
on  the  services  of  a health  care 
practitioner  under  his  or  her 
supervision? 

If  a payment  is  made  for  the  benefit 
of  a physician  for  a claim  which  arose 
from  the  services  of  a subordinate, 
the  physician  would  be  reported  using 
the  same  malpractice  claim 
description  code  as  was  used  for  the 
subordinate.  The  reporting  entity  may 
provide  further  explanation  of  the 
circumstances  surrounding  the 
complaint  or  claim  in  the  narrative 
description. 

If  a physician  waives  a bill  for 
services  to  a patient  following  informal 
mediation  of  a complaint,  must  the 
physician  report  it  as  a medical 
malpractice  payment? 

The  waiver  of  a debt  or  bill  would 
not  be  a reportable  event.  An 
exchange  of  money  must  be  involved. 

If  a stipulation  of  settlement  or 
court  order  requires  that  its  terms 


remain  confidential,  how  does  a 
malpractice  insurer  report  the 
payment  to  the  data  bank  without 
violating  the  settlement  agreement 
or  court  order? 

The  stipulation  that  the  terms  of  a 
settlement  or  judgment  remain 
confidential  does  not  excuse  an  entity 
making  a payment  for  the  benefit  of 
the  physician  from  the  statutory 
requirement  to  report  that  payment 
to  the  data  bank.  Failure  to  do  so  will 
subject  the  entity  to  the  $10,000  fine 
provided  in  the  act 

When  must  an  adverse  action  on 
clinical  privileges  be  filed? 

Adverse  actions  on  clinical 
privileges  must  be  reported  to  the 
state  medical  board  within  15  days 
after  the  adverse  action  is  made  final 
by  the  entity’s  authorized  official  or 
by  the  entity’s  governing  board. 

Are  adverse  actions  on  clinical 
privileges  reportable  prior  to 
hearings? 

As  stated  above,  the  action  is  not 
reportable  until  it  is  made  final  by  the 
health  care  entity.  If  the  health  care 
entity  followed  the  procedural 
requirements  of  Part  A of  the  “Health 
Care  Quality  Improvement  Act” 
(HCQIA)  to  obtain  immunity 
protection  for  its  action,  it  would  have 
given  the  physician  notice  and  an 
opportunity  for  a hearing  or  other 
procedures  which  were  fair  to  the 
physician  under  the  circumstances. 

Are  adverse  actions  on  clinical 
privileges  reportable  prior  to  appeals? 

Adverse  actions  on  clinical 
privileges  are  not  reportable  until  they 
are  made  final  by  the  health  care 
entity.  If  an  internal,  administrative 
appeal  preceding  final  action  by  the 
entity  is  provided  for  in  the  health 
care  entity’s  bylaws,  then  the  action 
is  not  reportable  until  the  conclusion 
of  this  appeal.  In  the  event  an  adverse 
action  which  has  been  reported  is 
subsequently  modified  or  vacated 
after  an  appeal  by  the  physician,  the 
health  care  entity  would  be 
responsible  for  filing  a revised  report 
with  the  data  bank. 

Are  investigations  reportable  if 


they  do  not  reach  a conclusion? 

Investigations,  per  se,  are  not 
reportable  events,  but  the  acceptance 
of  the  surrender  of  clinical  privileges 
or  any  restriction  of  such  privileges 
while  the  physician  is  either  under 
investigation  or  to  avoid  an 
investigation  by  the  health  care  entity 
relating  to  possible  incompetence  or 
improper  professional  conduct  must 
be  reported  to  the  data  bank. 

If  a physician  “plea  bargains”  and 
is  allowed  to  resign  from  a hospital 
staff  during  an  investigation,  is  it 
reported? 

Yes.  Acceptance  of  the  surrender 
of  clinical  privileges  while  the 
physician  is  under  investigation  by 
the  health  care  entity  relating  to 
possible  incompetence  or  improper 
professional  conduct  must  be 
reported  to  the  data  bank. 

Does  entrance  into  a drug,  alcohol 
or  psychiatric  rehabilitation  program 
for  30  days  or  more  require  reporting 
to  the  data  bank  if  privileges  are 
suspended? 

Voluntary  enrollment  into  a drug, 
alcohol  or  psychiatric  rehabilitation 
program  does  not  in  itself  constitute 
a reportable  action.  Suspension  of 
clinical  privileges  for  more  that  30 
days  as  a result  of  a professional 
review  action  based  upon  professional 
competence  or  conduct  is  reportable. 

If  an  initial  application  for  clinical 
privileges  is  denied  or  the  privileges 
granted  are  more  limited  than  those 
requested,  must  this  be  reported  to 
the  data  bank? 

Yes,  if  the  denial  of  an  initial  request 
for  clinical  privileges  or  the  granting 
of  privileges  is  more  limited  than  those 
requested  is  based  on  a professional 
review  action  and  relates  to 
professional  competence  or  conduct, 
it  would  be  a reportable  action. 

Are  there  adverse  actions  that  do 
not  need  to  be  reported  to  the  data 
bank? 

The  following  are  examples  of 
actions  or  recommendations  by  a 
hospital  that  are  not  based  on  the 
competence  or  professional  conduct 
of  a physician  and,  therefore,  are  not 
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reportable  to  the  data  bank: 

• Suspension  of  a physician’s  clinical 
privileges  or  medical  staff 
membership  due  to  a failure  to 
complete  medical  records  on  time 
if  the  action  has  not  compromised 
patient  care. 

• Denial  of  clinical  privileges  or 
medical  staff  membership  because 
of  the  lack  of  need  for  the 
physician’s  services  (ie,  closed 
medical  staff  or  an  exclusive 
contract). 

• Suspension,  denial  or  nonrenewal 
of  clinical  privileges  or  staff 
membership  due  to  a failure  to 


obtain  or  maintain  a specified  level 
of  professional  liability  insurance. 

• Denial  of  clinical  or  staff 
membership  due  to  a failure  to 
comply  with  threshold  eligibility 
requirements  such  as  board 
certification,  geographic  require- 
ments. 

• Reduction  or  nonrenewal  of 
privileges  due  to  the  physician’s 
failure  to  meet  new  threshold 
requirements  (ie,  board  certifi- 
cation) or  lapse  in  a requirement 
fie,  Advanced  Cardiac  Life  Support 
Certificate). 

• Reduction  or  nonrenewal  of 


privileges  due  to  the  hospital’s 
credentialing  requirements,  such 
as  a physician’s  failure  to  admit  a 
minimum  number  of  patients  to 
the  hospital. 

If  a professional  society  denies 
membership  to  a physician,  is  that 
action  reportable  to  the  data  bank? 

The  action  must  be  reported  to  the 
data  bank  if  the  denial  of  membership 
was  based  on  a professional  review 
action  conducted  through  a formal 
peer  review  process.  The  professional 
review  action  must  also  be  based  on 
an  assessment  of  the  physician’s 
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professional  competence  or  conduct 
which  affected  or  could  affect  the 
health  and  welfare  of  a patient  or 
patients. 

Will  an  entity  that  requests 
information  on  a practitioner  be 
notified  when  a report  on  that 
practitioner  is  in  the  30-day  hold  file? 

Yes,  after  the  data  bank  is 
operational,  a mechanism  will  be 
developed  and  implemented  to  allow 
the  data  bank  to  alert  a requesting 
entity  that  a report  on  a practitioner  is 
in  the  30-day  hold  file.  A requesting 
entity  will  receive  a Request  for 
Information  Disclosure-Requery 
document  that  can  be  used  to  requery 
the  data  bank  of  the  practitioner  after 
the  report  is  eligible  to  be  disclosed. 
A user  fee  will  not  be  charged  for  the 
requery  is  if  is  submitted  within  30 
days  following  the  report’s  release 
date,  as  noted  in  the  document 

How  will  the  data  bank  determine 
if  query  requests  are  legitimate? 

Each  eligible  entity  making  a 
request  for  information  from  the  data 
bank  is  required  to  have  a data  bank 
identification  number.  No  information 


Correction 

The  July  1990  issue  of  the 
Wisconsin  Medical  Journal 
article  entitled  “SMS  officers 
and  directors:  1990-1991” 
incorrectly  identified  SMS 
President  elect  Cyril  (Kim) 
Hetsko,  MD,  of  Madison,  as 
chair  of  the  Department  of 
Medicine  at  St  Mary’s  Hospital 
Medical  Center  and  as  a 
member  of  the  same 
organization’s  Medical  Staff 
Executive  Committee  and 
Institutional  Review  Board.  Dr 
Hetsko  no  longer  holds  these 
positions.  The  WMJ  regrets  the 
error.a 


will  be  released  until  the  entity  is 
determined  to  be  eligible  to  receive 
data  bank  information.  The 
requesting  entity  must  also  certify  in 
writing  that  it  is  eligible  to  request 
information  from  the  data  bank  in 
accordance  with  the  law  and  Title  IV 
regulations.  Self  queries  by 
physicians  require  a data  bank 
identification  number  or  a notarized 
statement  certifying  the  identity  of 
the  physician.  Accessing  the  data 
bank  for  fraudulent  purposes  is 
punishable  by  fines  and 
imprisonment 

Is  a hospital  required  to  query  the 
data  bank  on  its  medical  interns  and 
residents  (house  staff)? 

No.  Since  house  staff  are  trainees 
in  structured  programs  of  supervised 
graduate  medical  education  and  they 
are  not  granted  clinical  privileges  in  a 
formal  sense  nor  are  they  generally 
members  of  the  medical  staff  in  a 
formal  sense,  there  is  no  requirement 
placed  upon  the  entity  to  query  the 
data  bank  about  them.  Note,  however, 
that  reports  must  be  submitted  to  the 
data  bank  when  malpractice 


payments  are  made  in  their  behalf  or 
when  adverse  licensure  actions  are 
taken  against  them. 

Editor’s  note:  The  Data  Bank 
Help  Line  (1-800-767-6732)  is  a toll- 
free  telephone  service  that  provides 
entities  and  health  care  practitioners 
information  about  the  data  bank  to 
assist  them  in  filing  complete  and 
accurate  medical  malpractice 
payment  and  adverse  action  reports, 
requesting  data  bank  information,  and 
complying  with  federal  regulations 
and  data  bank  policies  and 
procedures. 

The  Data  Bank  Help  line  does  not 
accept  reports,  corrections  or 
revisions,  provide  legal  inter- 
pretations of  the  statute  or 
regulations,  provide  information  on  a 
practitioner,  or  assign  data  bank  ID 
numbers. 

Questions  concerning  the  National 
Practitioner  Data  Bank  may  also  be 
directed  to  Sally  Wencel,  SMS  Office 
of  Legal  Counsel,  or  Kay  Hutchison, 
Division  of  Medical  Policy  and 
Practice,  at  1-800-362-9080  or  1-608- 
257-6781.0 


Errors  in  blood  transfusion  decisions 


In  a study  recently  published  in  JAMA, 
physicians  incorrectly  estimated 
transfusion-associated  risks  during  a 
face-to-face  survey.  The  study  was 
attempting  to  define  generous  correct 
response  ranges. 

The  researchers  questioned  122 
physicians  and  found  that  the  more 
years  of  experience  the  physician  had, 
the  less  he  or  she  knew  about 
transfusion  risks.  She  out  of  ten 
resident  physicians  said  they  ordered 
transfusions  they  felt  were 
unnecessary  at  least  once  a month 
because  more  senior  physicians 


suggested  they  do  so.  Forty-four 
percent  of  those  surveyed  said  they 
were  not  aware  of  guidelines 
established  either  by  a blood  bank  or 
hospital  administration  regarding 
ordering  and  transfusion  of  blood 
products,  the  study  said.  Of  those 
physicians  who  said  they  were  aware 
of  the  guidelines,  46%  said  the 
restrictions  had  little  or  no  influence 
on  their  transfusion  decisions.  The 
researchers  also  found  that 
“physicians  with  the  least  amount  of 
experience  demonstrated  the 
greatest  confidence.”^ 
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Highlights  from  the  Board  of  Directors  meeting 


At  the  July  14,  1990,  Board  of 
Directors  meeting,  the  Board, 
on  the  recommendation  of  the 
committees  on  Environmental  and 
Occupational  Health  and  Alcoholism 
and  Other  Drug  Abuse,  amended  its 
current  policy  to  support  efforts  to 
establish  smoke-free  environments 
in  hospitals  and  physician  offices.  The 
amendment  included  changing  the 
term  “smoke-free”  to  “tobacco-free” 
and  resolving  to  allow  for  an  extended 
phase-in  period  for  psychiatric  and 
AODA  units.  In  other  matters,  the 
Board: 

• Voted  to  authorize  the  chair  and 
vice  chair  of  the  Physicians  Alliance 
Commission,  with  involvement 
from  affected  specialties,  to 
develop  SMS  comments  on  the 
draft  federal  regulations  for  CLIA 
'88,  which  impose  federal 
regulations  on  physician’s 
laboratories,  by  the  Aug  20, 1990, 
deadline.  Comments  will  be 
summarized  in  Medigram. 
Members  are  also  urged  to  contact 
the  Health  Care  Financing 
Administration  (HCFA)  and  their 
senators  and  congressmen  with 
individual  comments. 

• Discussed  opposition  to  the 
optometric  therapeutic  drug  rule 
specifically  the  optometrists’ 
administration  or  prescription  of 
antivirals,  antifungals,  oral 


antibiotics,  oral  corticosteroids, 
and  antiglaucomatous  agents. 

• Supported  the  provision  of  state 
funding  assistance  for  the  family 
practice  residency  program  at  St 
Francis  Hospital  in  La  Crosse. 
Currently  it  is  the  only  family 
practice  residency  program  that 
does  not  receive  state  funding. 

• Heard  from  Ron  Dix,  Board  on 
Health  Care  Information  chair,  who 


outlined  the  Office  of  Health  Care 
Information  agenda  items  for  the 
coming  year. 

• Approved  WISPAC  board 
nominees  and  heard  an  AMA 
annual  meeting  update. 

The  next  Board  meeting  will  be 
held  on  Oct  4-5, 1990,  in  conjunction 
with  the  Fall  Medical  Issues 
Conference  in  Door  County.  □ 


WISPAC  endorses  Gov  Thompson 
for  re-election 

Gov  Tommy  Thompson  attended  the  July  14,  1990,  SMS  Board  of 
Directors  meeting  to  accept  the  endorsement  from  the  Wisconsin 
Physicians  Political  Action  Committee  (WISPAC),  the  political  action 
arm  of  the  SMS. 

In  his  address,  the  governor  stressed  his  long  history  of  involvement 
with  the  medical  society,  and  specifically  his  support  for  medical  liability 
reform.  He  urged  the  SMS  to  continue  to  work  for  meaningful  legislation 
to  address  the  medical  liability  crisis.  He  also  acknowledged  the  need  to 
address  low  Medicaid  reimbursements  and  pledged  to  continue  efforts  to 
make  certain  that  all  providers  receive  adequate  reimbursement  under 
Medicaid.  The  governor  promised  to  work  closely  with  the  medical 
society  to  address  the  future  health  care  needs  of  the  people  ofW sconsin. 

“I  appreciate  the  partnership  and  long  friendship  with  the  State 
Medical  Society  that  extends  over  26  years  now,”  said  Gov  Thompson. 
“Let’s  work  together  to  achieve  better  medical  care  for  all  citizens  in  the 
state.”u 
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County  society  news 


Barron- Washburn- Burnett. 

Gregory  J.  Leitheiser,  MD, 
Cumberland,  was  accepted  to 
membership  in  the  society. 

Dane.  The  following  physicians  and 
candidates  were  accepted  to 
membership  in  the  society:  Richard 
D.  Adamick,  MD;  Douglas  R. 
Andrews,  MD;  Jerald  M.  Barnard, 
MD;  Ying-Foong  David  Chiou; 
Randall  S.  Haas,  MD;  David  E.  Hoops, 
MD;  Donald  M.  Kirkpatrick,  MD; 
Susan  R.  Nondahl,  MD;  Robert  A 
Pearce,  MD;  Robert  H.  Perelman, 
MD;  Gary  W.  Sterken,  MD;  and 
Michael  Uy. 


Richard  D.  Sautter,  MD,  of 
Marshfield,  was  elected  chair 
of  board  of  directors  the  State  Medical 
Journal  Advertising  Bureau,  Inc, 
(SMJAB).  The  election  was  held 
during  the  board’s  July  meeting  in 
Chicago . Dr  Sautter  is  medical  editor 
of  the  Wisconsin  Medical  Journal  and 
chair  of  the  WMJ editorial  board,  and 
has  been  a member  of  the  SMJAB 
board  of  directors  since  October  1989. 

SMJAB  is  an  organization  of  30 
state  and  two  county  medical  journals 
published  by  and  for  physicians  by 
their  medical  associations.  The 
group’s  function  is  to  solicit  national 
advertising  for  its  member  journals. 

“We  are  beginning  a new  era  in 
both  scientific  publishing  and  medical 
advertising,  and  the  SMJAB  board  of 
directors  is  keeping  with  the  times 
with  a number  of  recent  changes,” 
Dr  Sautter  said.  “SMJAB  is  a very  old 
and  honorable  organization,  but  over 


Douglas.  Richard  E.  Freeman,  MD, 
of  Duluth,  Minn,  was  accepted  to 
membership  in  the  society. 

Eau  Claire-Dunn-Pepin.  Gayleen 
M.  Eilers,  MD,  was  accepted  to 
membership  in  the  society. 

Green  Lake-Waushara.  Richard  H. 
Gubitz,  DO,  was  accepted  to 
membership  in  the  society. 

La  Crosse.  Robert  C.  Florek,  MD; 
Adie  D.  Harbin,  MD;  Amanda  L 
Strosahl,  MD;  and  John  T.  Brennan, 
MD,  were  accepted  to  membership 
in  the  society. 


Richard  D.  Sautter,  MD 


the  years  the  national  advertisers  have 
drifted  away  from  us.  We  intend  to 
become  much  more  aggressive  in 
reminding  advertisers,  particularly 
pharmaceutical  companies,  of  the  vital 
roles  state  and  county  medical 
journals  play  and  why  they  can  ill 
afford  to  overlook  these  journals.”  □ 


Lincoln.  Thomas  N.  Thompson  Jr, 
MD,  was  accepted  to  membership  in 
the  society. 

Manitowoc.  New  members  accepted 
to  membership  in  the  society  are 
Annette  A Brower,  MD;  Richard  A 
Hoversten,  MD;  and  Cedric  V.  Thayer, 
MD. 

Marathon.  Douglas  C.  Gremban, 
MD,  and  Michael  L Hogan,  MD,  were 
accepted  to  membermship  in  the 
society. 

Milwaukee.  The  following 
physicians  recently  were  elected  to 
membership  in  the  society:  Anthony 

H.  Balcom,  MD;  Gregory  B.  Buck, 
MD;  Barbara-Anne  Faison,  MD;  Mark 

I.  Freedman,  MD;  Susan  J.  Goddard, 
DO;  Vladimir  M.  Malefic,  MD; 
Vincent  N.  Muoneke,  MD;  Michael 
L Rainiero,  MD;  Craig  L Rich,  MD; 
Randall  B.  Steinhaus,  MD;  and  Dennis 
A Sobczak,  MD. 

Oneida-Vilas.  Joseph  A Heitz,  MD, 
has  been  accepted  to  membership  in 
the  society. 

Racine.  James  F.  Mayr,  MD,  has 
been  accepted  to  membership  in  the 
society. 

Rock.  Marc  A Sachs,  MD,  and  Robert 

J.  Swee,  MD,  have  been  accepted  to 
membership  in  the  society. 

Sheboygan.  New  members  of  the 
society  are  William  P.  Chleborad,  MD; 
James  A Guigelaar,  MD;  and  Marija 
Zakariaja,  MD. 

Waukesha.  Edward  H.  Aprahamian, 
DO;  Bruce  A Brown,  MD;  and  Roger 
A Lalich,  DO,  have  been  accepted  to 
membership  in  the  society,  o 


Dr  Sautter  heads  national 
medical  journal  group 
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Physician  briefs 


The  * indicates  an  SMS  member. 

Joseph  J.  Mazza,  MD,*  of 
Marshfield,  recently  took  office  as 
governor  for  the  Wisconsin  chapter 
of  the  American  College  of  Physicians 
during  the  college’s  71st  annual 
session.  Dr  Mazza  is  a staff  physician 
of  internal  medicine  and  hematology 
at  Marshfield  Clinic. 

Daniel  W.  Shea,  MD,*  of  Green 
Bay,  has  been  elected  vice  president 
of  the  American  Academy  of 
Pediatrics.  He  will  take  office  as 
president  in  1991-1992.  Dr  Shea  has 
practiced  pediatric  and  adolescent 
medicine  for  the  past  32  years. 

Mark  Lanser,  MD,  of  Janesville, 
has  joined  the  Riverview  Clinic  in 


Janesville.  Dr  Lanser  earned  his 
degree  from  the  University  of 
Wisconsin.  He  served  a one-year 
internship  atthe  Jewish  Hospital  in  St 
Louis,  Missouri,  followed  by  a three 
year  residency  in  neurology  at  Barnes 
Hospital,  Washington  School  of 
Medicine,  St  Louis,  Missouri. 

Daniel  J.  Isaac  man,  MD,  of 
Shorewood,  has  been  appointed 
assistant  professor  of  pediatrics  at 
the  Medical  College  of  Wisconsin.  A 
magna  cum  laude  graduate  of  the 
University  of  Pennsylvania,  Dr 
Isaacman  specializes  in  pediatric 
emergency  medicine  at  Children’s 
Hospital  of  Wisconsin. 

William  Wood,  MD,*  of  Janesville, 
has  recently  joined  the  Riverview 


Clinic  in  Janesville.  A graduate  of  the 
University  of  Wisconsin,  Dr  Wood 
completed  his  internship  and 
residency  at  the  University  of 
Wisconsin  Hospitals.  Dr  Wood  also 
completed  a two-year  plastic  and 
reconstructive  surgery  fellowship  at 
the  UW-Hospitals,  followed  by  special 
training  in  hand  surgery  at 
Northwestern  Hospital,  Chicago  and 
a microsurgery  fellowship  in 
Melbourne,  Australia. 

Walther  Meyer,  MD,*  of  Medford, 
was  appointed  Taylor  County’s  new 
medical  examiner.  Dr  Meyer 
succeeds  Vinoo  Cameron,  who  held 
the  position  since  1983.  Dr  Meyer 
was  unanimously  appointed  by  the 
Taylor  County  Board  of  Supervisors. 

Continued  on  next  page 
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should  have  an  office  environment  that's  a lot  like  you. 
Contemporary.  Efficient.  With  an  eye  on  productivity  and 
comfort. 


Building  Service,  Inc. 
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for  the  health  care  environment. 
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Continued  from  preceding  page 

Jeffrey  Green,  MD,*  of  Milwaukee, 
has  joined  the  staff  at  the  Milwaukee 
Wellness  Clinic  as  a resident  in  family 
practice.  A graduate  of  the  School  of 
Medicine  at  the  State  University  of 
New  York-Buffalo,  Dr  Green  is 
currently  in  residency  at  St  Luke’s 
Medical  Center  in  Milwaukee. 

Gary  A.  Schmidt,  MD,*  and 
Laurence  J.  Verlinden,  MD,*  both 
of  Manitowoc,  were  recently 
appointed  to  the  chemical 
dependency  unit  of  Holy  Family 
Medical  Center’s  Chemical 
Dependency  Unit  A native  of 
Marshfield,  Dr  Schmidt  will  serve  as 
medical  director.  Dr  Verlinden  will 
serve  as  associate  director. 

John  E.  Hamacher,  MD,*  of 
Janesville,  has  recently  joined  the 


medical  staff  of  Mercy  Hospital.  Dr 
Hamacher  is  a plastic  and 
reconstructive  surgeon  whose  work 
has  received  national  recognition.  Dr 
Hamacher  received  his  medical 
degree  from  the  University  of 
Wisconsin-Madison.  He  completed  a 
residency  in  both  plastic  and 
reconstructive  surgery  at  the  UW- 
Madison,  and  a fellowship  at  Mayo 
Clinic  in  the  Department  of  Surgery. 

Thomas  R.  Berentsen,  MD,*  of 
Janesville,  has  been  named  Epilepsy 
Advocate  of  the  Year  by  the  Epilepsy 
Foundation  of  America  Dr  Berentsen 
was  chosen  for  the  honor  from  a field 
of  over  500  nominees.  Dr  Berentsen 
will  receive  the  award  Oct  5,  1990, 
during  the  annual  meeting  of  the 
Epilepsy  Foundation  in  Alexandria, 
Virginia.  Currently,  Dr  Berentsen 
lectures  extensively  and  operates  a 
Seizure  Clinic  of  the  Blackhawk 


Epilepsy  Association  at  Riverview 
Clinic. 

Suresh  R.  Chandra,  MD,*  UW 
Medical  School  professor  of 
ophthalmology  and  Frank  L.  Myers, 
MD,*  UW  Medical  School  clinical 
professor  of  ophthalmology,  have 
received  a $2.3  million  research  grant 
from  the  National  Eye  Institute,  a 
division  of- the  National  Institutes  of 
Health.  The  grant  will  fund  a 10-year 
study  of  the  progression  and  risk 
factors  associated  with  cataracts  and 
macular  degeneration,  an  age-related 
eye  disease. 

Joseph  F.  Sackett,  MD,*  professor 
and  chairman  of  the  UW  Medical 
School  department  of  radiology, 
Milwaukee,  has  been  elected 
president  of  the  Association  of 
University  Radiologists  (AUR)  for 
Continued  on  page  484 


Physicians  wanted 
for  leading  practice 

Prestigious  national  group  specializing  in  the 
treatment  of  venous  disorders  has  exceptional  oppor- 
tunities in  major  metropolitan  areas  throughout  the 
United  States.  We  are  in  need  of  physicians  trained  in 
internal  medicine,  surgery  or  who  have  a broad  based 
medical  background  to  establish  and  direct  a clinic  as 
well  as  practice  our  state-of-the-art  treatment  tech- 
niques. We  will  provide  complete  training  in  the  latest 
proprietary  techniques  of  treating  venous  disorders. 

We  offer  an  outstanding  compensation  package  in  the 
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a rewarding  practice  with  the  leader  in  the  treatment  of 
venous  disorders,  send  your  curriculum  vitae  to: 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesia 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing  Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-77T5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Continued  from  page  482 
1990-1991.  John  H.  Juhl,  UW 
Medical  School  emeritus  professor 
of  radiology  and  past  department 
chair,  has  received  AUR’s  Gold  Medal 
Award  for  his  contributions  to 
radiology  teaching.  The  AUR  is  a 
professional  organization  of  academic 
radiologists  committed  to  promoting 
excellence  in  laboratory  and  clinical 
investigation,  teaching  and  clinical 
practice. 

William  Hopkins,  MD,*  of  Owen, 
was  recently  elected  president  of  the 
Wisconsin  Association  of  Medical 
Directors  (WAMD).  A graduate  of 
the  first  training  course  for  medical 
directors  at  the  University  of 
Minnesota,  Dr  Hopkins  currently 
serves  as  medical  director  of  the  Clark 
County  Health  Care  Center  in  Owen, 
as  well  as  medical  director  of 


Oakbrook  Manor  and  Victor 
Memorial  Hospital  in  Stanley. 

Mark  O’Meara,  MD,*  Peter 
Cornelius,  MD,*  Roland  Brown, 
MD,*  Phillip  Bain,  MD,*  and 
James  Froehlich,  MD,*  were 
recently  elected  as  officers  of  the  St 
Joseph’s  Community  Hospital 
Medical  Staff.  Dr  O’Meara  will  serve 
as  president  and  medical  staff 
representative  to  the  Hospital  Board 
of  Directors,  Dr  Brown  was  elected 
vice  president  and  Dr  Cornelius  as 
secretary/treasurer.  Dr  Bain  and  Dr 
Froehlich  were  elected  as  at-large 
members. 

Correction:  The  “Physicians  briefs” 
of  the  June  1990  WMJ  failed  to  note 
that  P.  Stephen  Shultz,  MD,*  is  a 
member  in  good  standing  of  the 
SMS.q 


AMA  Awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA 
Physician’s  Recognition  Awards. 
They  have  distinguished  themselves 
and  their  profession  by  their 
commitment  to  continuing  education, 
and  the  SMS  offers  them  its 
congratulations.  * The  * indicates 
members  of  the  SMS. 

May  1990 

*Ayengar,  Shanta,  Milwaukee 
* Cantwell,  Arthur  A,  Shawano 
*Douglas-Jones,  John  W.,  Marshfield 
*Grubb,  William  B.,  Appleton 
*Lemer,  Jerome  A,  Milwaukee 
*Mayersak,  Jerome  S.,  Merrill 
*Meyer,  Matthew  A,  Waukesha 
*Nepple,  Earl  W.,  West  Bend  o 


Wisconsin  delegation  pushes  AMA  resolutions 


The  Wisconsin  delegation  to  the 
AMA  achieved  passage  of  two  of 
the  three  resolutions  it  introduced  at 
the  AMA  annual  meeting  in  June. 
The  third  resolution  was  passed  over 
in  favor  of  a substitute  resolution  to 
the  same  effect 

Resolution  171  resolved  that  the 
AMA  examine  ways  in  which 
important  medical  treatment  studies 
could  be  disseminated  in  a scientific 
communication  to  the  medical 
profession  in  a more  timely  fashion. 
Resolution  171  was  adopted  by  the 
House  of  Delegates. 

Resolution  172  resolved  that  the 
AMA  initiate  an  appropriate  legislative 
or  regulatory  program  aimed  at 
making  autopsies  again  reimbursable 
under  Medicare  Part  B.  The  AMA 
adopted  a substitute  resolution 
instead  which  read,  “Resolved,  that 
the  AMA  initiate  a program  for  the 


appropriate  reimbursement  of 
autopsies  including  efforts  aimed  at 
having  the  autopsy  take  its  place  as  a 
Medicare  Part  B reimbursable 
physician’s  service;  be  it  further 
resolved  that  a report  be  submitted  to 
the  House  of  Delegates  at  the  1990 
Interim  Meeting  on  the  actions  taken.” 
A memorial  resolution  resolved 
that  the  heartfelt  sympathy  of  the 


AMA  House  of  Delegates  be  conveyed 
to  the  family  of  Henry  F.  Twelmeyer, 
MD,  of  Milwaukee,  who  passed  away 
in  December  1989.  Dr  Twelmeyer 
had  practiced  surgery  in  the 
Milwaukee  community  for  35  years. 

More  than  450  resolutions  were 
introduced  from  various  states  during 
the  week-long  event  □ 


Research  saves  lives. 


American  Heart 
Association 
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AMA  elects  new  leadership 


The  AMA  Board  of  Trustees 
named  James  S.  Todd,  MD, 
executive  vice  president  of  the  AMA 
at  a meeting  prior  to  group’s  annual 
meeting  held  June  24-28,  in  Chicago. 
Dr  Todd  had  been  the  acting  executive 
vice  president  since  Feb  9, 1990. 

“The  AMA’s  Board  of  Trustees 
believes  that  Dr  Todd  has  the 
leadership  abilities  and  management 
skills  to  represent  America’s 
physicians  as  executive  vice 
president,”  said  John  J.  Ring,  MD, 
chair  of  the  AMA  Board  of  Trustees. 
“We  feel  Dr  Todd  is  the  man  we  need 
as  we  enter  the  1990s.  He  is  a superb 
administrator,  as  well  as  an  excellent 
advocate  for  physicians  and  their 
patients  on  Capitol  Hill.” 

Dr  Todd  was  senior  deputy  vice 


president  at  the  AMA  since  1985.  He 
was  a member  of  the  Board  of 
Trustees  from  1980-1984  and  served 
as  the  commissioner  to  the  Joint 
Commission  on  Accreditation  of 
Hospitals  from  1982-1985. 

C.  JohnTupper,  MD,  was  installed 
as  the  145th  president  of  the  AMA 
and  John  J.  Ring,  MD,  was  elected  to 
president  elect  John  Lee  Clowe,  MD, 
of  New  York,  speaker  of  the  house, 
and  Daniel  H.  Johnson,  Jr.,  MD,  of 
Louisiana,  vice  speaker  of  the  house, 
were  re-elected  to  their  positions  by 
acclamation  on  Sunday,  June  24, 1990. 

Four  physicians  were  elected  to 
the  Board  of  Trustees.  Robert  E. 
McAfee,  MD,  of  Maine,  and  Joseph 
T.  Painter,  MD,  of  Texas,  were  re- 
elected, and  Palma  E.  Formica,  MD, 


of  New  Jersey,  and  P.  John  Seward, 
MD,  of  Illinois,  were  elected  to  the 
Board.  In  addition,  Dr  Thomas  R 
Reardon  was  elected  to  fill  the 
unexpired  term  previously  held  by 
John  J.  Ring,  MD.  Immediately 
following  the  annual  meeting  the 
Board  reorganized  and  Dr  Joseph  T. 
Painter  was  elected  by  the  Board  as 
chair  and  Dr  Robert  E.  McAfee  was 
elected  vice  chair. 

In  other  matters,  the  AMA  Council 
on  Long  Range  Planning  and 
Development  elected  a Madison 
physician,  John  K Scott,  MD,  as  chair. 
Dr  Scott  has  served  on  the  council 
since  1985.  He  has  been  a delegate  to 
the  AMA  since  1979,  and  alternate 
delegate  from  1977-1979.  □ 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 


A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 


SMS  SERVICES,  INC. 


For  financial  pain 


Medical  Finance 
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This  Is  How  We  Helped 


HowDoYouTeU 
Someone  On 
Medicare  She  s An 
ExpenditureTaiget r ! 


Riaht  now  in  Washington, 
a Congressional  committee 
is  toying  with  a new  idea. 

It's  a system  of  explicit 
“expenditure  targets  tor  tne 
Medicare  program. 

The  aim  of  this  idea  is  to 
cut  expenses.  The  result  is 
that  it  will  cut  care. 

What  it  amounts  to  is  noth- 


— an  elaborate  service^ Rafter 
disincentive  for  treatment  would  have  t0  be 

Instead  of  assuring  access  , woufo  be  a 

to  vital  health  care  se^ces  d.saster  for  older  people, 
this  plan  wdl  accomplish  * d ^ Me(^are  was  a 
exact  opposite.  ItwilKJ  -lden  promise  that  was 

“ 55£. ».  SsaSiSSBjL 

American  Medical  Association  IJp) 


Thanks  to  AMA  efforts 
on  your  behalf,  House  and 
Senate  negotiators  recently 
agreed  to  significant  changes 
in  the  Medicare  program. 

These  improvements,  for 
both  physicians  and 
patients,  were  in  marked 
contrast  to  earlier  proposals 


called  “Expenditure  Targets.” 
The  AMA  felt  strongly  that 
Expenditure  Targets  would 
have  resulted  in  spending 
caps  for  physicians  and 
rationing  or  care  for  their 
Medicare  patients. 

The  AMA  believes  that 
this  new  approach  devel- 


oped by  the  Senate  Finance 
Committee  is  more  in  line 
with  our  goal  of  improving 
health  care  services  for  all 
Americans. 

We  also  believe  this 
change  in  Medicare  legisla- 
tion is  beneficial  for  our 
member  physicians. 


American  Medical  Association 


Obituaries 


Frank  C.  Iber,  MD,  92,  of  Stevens 
Point,  died  June  3,  1990,  in  Stevens 
Point  Dr  Iber  was  born  Mar  9, 1899, 
in  Louisville,  Ky,  and  graduated  from 
Cincinnati  Medical  College.  His 
internship  was  served  at  Cincinnati 
General  Hospital.  He  was  in  general 
practice  in  Eaton,  Ohio,  in  1925-1928, 
operating  his  own  hospital.  From 
1928-1933,  Dr  Iber  was  a fellow  in 
surgery  at  the  Mayo  Clinic  in 
Rochester,  Minn,  and  received  his 
master  of  science  in  surgery  from  the 
University  of  Minnesota.  He  was 
licensed  to  practice  medicine  in 
Wisconsin  in  1933.  Dr  Iber  served  as 
Stevens  Point’s  health  officer  from 
1957-1972.  He  was  a member  of  the 
Portage  County  Medical  Society, 
serving  as  its  president  from  1950- 
1952.  He  also  was  a member  of  the 


SMS  and  the  AMA.  Dr  Iber  served  on 
the  Portage  County  Council  on 
Alcohol  and  Drug  Abuse,  the  Portage 
County  Sheltered  Workshop,  the 
North  Central  Area  Health  Planning 
Association,  and  the  Portage  County 
Association  for  Mental  Health. 
Surviving  are  his  widow,  Betty;  three 
daughters,  Mama  Evans,  of  Oxford, 
Ohio,  Donna  Moseler,  of  Greendale, 
and  Renee  Haase,  of  Stevens  Point; 
two  sons,  Dr  Frank  L,  of  Riverside,  111, 
and  Richard,  of  Milwaukee. 

Richard  G.  Edwards,  MD,  84,  of 
Kewaskum,  died  May  1,  1990,  in 
Milwaukee.  Dr  Edwards  was  bom 
Sept  1,  1905,  in  Sargent,  Neb,  and 
graduated  from  the  University  of 
Minnesota  Medical  School.  His 


internship  was  completed  at 
Minneapolis  General  Hospital.  Dr 
Edwards  had  his  medical  practice  in 
Kewaskum  for  45  years.  He  was  a 
past  president  of  the  medical  staff  of 
St  Joseph’s  Hospital  in  West  Bend, 
and  also  was  the  recipient  of  the 
Kiwanis  Distinguished  Service  Award 
for  his  dedicated  service  to  the 
Kewaskum  community.  He  was  a 
member  of  the  Washington  County 
Medical  Society,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow,  Alma; 
two  sons,  Richard  of  Campbellsport, 
and  William,  of  Kewaskum;  and  four 
daughters,  Ruth  Ramthun,  of 
Campbellsport,  Gwendolyn  Dreher, 
of  Kenosha,  Patricia  Darin,  of 
Brookfield,  and  Annabelle  Tessar,  of 
West  Bend. 

Continued  on  page  488 


Wisconsin 


Physicians  BE/BC 

It's  never  too  late  for  a new  beginning! 
Dial  1-800-338-0568  and  discover  "The 
Right  Choice"  for  your  medical  practice  in 
beautiful  Southern  Wisconsin. 


Specialties 


• Allergy 

• Cardiology 

• Dermatology 

• Emergency 
Medicine 

• Family  Practice 

• Internal  Medicine 


• Neurology 

• Obstetrics  & 
Gynecology 

• Ophthalmology 

• Orthopedics 

• Otolaryngology 

• Psychiatry 


The  Monroe  Clinic  associates  provide  the 
highest  continuum  for  patient  care  and 
you  have  easy  access  to  peers  or 
specialists  for  consultation  without  the 
distractions  of  office  management. 

For  an  early  prescription  to  a lasting, 
equitable  partnership,  please  call  or 
send  your  curriculum  vitae  to  Robert 
Enterline,  Physician  Staffing  Director, 
The  Monroe  Clinic,  1515  Tenth  Street, 
Monroe,  Wisconsin  53566. 


MG 


"equal  opportunity  employer.” 


The  Monroe  Clinic 


NORTHSHORE 
SPORTS  MEDICINE 
CENTER 

Advanced  Orthopedic  & Sports 

Physical  Therapy 

• Relief  of  Pain 

• Back  Pain  Rehabilitation 

• Head-Neck-TMJ  Treatment 

• Knee  Rehabilitation 

• Hand  and  Arm  Rehabilitation 


M.G.  Atrium,  Suite  220 
5150  N.  Port  Washington  Road 
Glendale,  WI  53217 

(Off  1-43,  Between  Hampton  & Silver  Spring  Rd.) 


Don  Olsen,  M.M.  Sc.,  P.T.  Director 


(414)  332-0707 

FOR  APPOINTMENTS  OR  CONSULTATION 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  provide 
a living  memorialved  one  or  friend  through  a gift  to  the  foundation.  A 
memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin's  medical  history.  When  a memorial  gift 
is  made  to  the  foundation,  the  deceased  person's  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the 
foundation  staff  at  the  SMS.  □ 


Continued  from  page  486 

William  H.  Lipman,  MD,  89,  former 
Kenosha  physician,  died  May  5, 1990, 
in  San  Diego.  Dr  Lipman  was  born 
Dec  24,  1901,  in  Minsk,  Russia,  and 
graduated  from  the  University  of 
Wisconsin  Medical  School.  His 
internship  was  served  at  Mt  Sinai 
Hospital  in  Chicago.  Dr  Lipman 
retired  from  medical  practice  in  1971 
and  moved  to  California.  He  was  a 
fellow  in  the  American  College  of 
Chest  Physicians,  American  College 
of  Allergy,  and  American  Academy  of 
Allergy.  He  was  a member  of  the 
Kenosha  County  Medical  Society,  the 
SMS,  and  the  AMA.  Surviving  are  his 
widow,  Pearl;  one  son,  Charles,  of 
Miami,  Fla,  and  one  daughter,  Betty 
Koenig  Greenwald,  of  Evanston,  HI. 

Emanual  M.  Oxman,  MD,  79, 
former  Milwaukee  physician,  died 
May  5,  1990,  in  Coconut  Creek,  Fla. 
He  was  born  July  1,  1910,  in 
Milwaukee,  and  graduated  from  Rush 
University  Medical  School,  Chicago. 
He  served  his  internship  at  Cook 
County  Hospital  and  his  residency  at 
Kankakee  State  Hospital.  Dr  Oxman 
served  in  the  US  Army  from  1940- 


1945.  He  retired  from  medical  practice 
in  1983.  He  was  a member  of  the 
American  Academy  of  Family 
Physicians,  the  Medical  Society  of 
Milwaukee  County,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow, 
Evelyn;  a daughter,  Pam,  of 
Minneaplis;  two  sons,  Dr  Herbert  A, 
of  Mequon,  Phil  Oxman,  of 
Minneapolis,  and  four  grandchildren. 

Edwin  H.  Barnes,  III,  MD,  65,  of 
Kenosha,  died  May  19,  1990,  in 
Kenosha.  Dr  Barnes  was  bom  March 
6, 1915,  in  Omaha,  Neb,  and  graduated 
from  the  University  of  Nebraska 
Medical  School.  His  residency  was 


completed  at  the  University  of 
Nebraska  Hospital.  He  served  in  the 
US  Navy  from  1943-1946.  Dr  Barnes 
had  his  medical  practice  in  obstetrics 
and  gynecology  in  Kenosha  from  1957 
until  1989,  when  he  retired.  He  was  a 
member  of  the  Kenosha  County 
Medical  Society,  the  SMS,  and  the 
AMA.  Surviving  are  his  widow,  Sally; 
two  sons,  Douglas  E.,  of  Monroe,  and 
Gary  R.,  of  Madison;  three  stepsons, 
David  Davis,  of  Wisconsin  Rapids, 
John  W Davis,  of  Detroit,  and  James 
Davis,  of  Kenosha;  a daughter,  Diane 
Hall,  of  Minneapolis,  and  a 
stepdaughter,  Nina,  of  St  Louis.  □ 


History  of  medicine 
club  begins  12th  year 

The  Columbia  Hospital  History  of 
Medicine  Club  will  begin  its  12th  year 
with  a presentation  meeting  and 
dinner  on  Sept  4, 1990,  6 p.m.,  at  the 
University  Club  in  Milwaukee.  The 
Club,  which  is  interested  in  exploring 
the  history  and  heritage  of  medicine, 
is  sponsored  by  the  Columbia  Hospital 
in  Milwaukee  and  meets  bi-monthly. 
Membership  is  open  to  medical 
professionals  and  the  general  public. 

The  September  meeting  will 
feature  a presentation  on  “The 
Outspoken  Dr.  Benjamin  Rush.”  For 
more  information,  call  Lee  Freeman, 
MD,  at  414-963-1030  or  Sue  Walczak 
at  414-961-3448.Q 


American  Heart  Association  sets 
scientific  agenda 

The  American  Heart  Association  of  Wisconsin  will  hold  its  1990  scientific 
sessions  for  physicians  and  other  health  care  professionals  on  Friday, 
Nov  2, 1990,  from  8 a.m.  to  noon  at  the  Holiday  Inn-West  in  Madison. 

Entitled  “Congestive  Heart  Failure-The  1990s,”  the  sessions  will 
include  presentations  by  physicians  from  the  University  of  Wisconsin- 
Madison,  Harvard,  Georgetown  University,  and  the  University  of  Pittsburg. 
Cardiac  imaging,  early  intervention  and  prevention,  neurohormonal 
changes,  and  evaluation  of  ventricular  arrhythmias  are  to  be  discussed. 

The  scientific  sessions  will  be  followed  by  the  American  Heart 
Association  of  Wisconsin’s  annual  meeting  luncheon.  The  keynote 
luncheon  speaker  will  be  M.  Theresa  Southgate,  MD,  an  editor  for  JAMA. 

Registration  forms  for  the  scientific  sessions  and  annual  meeting 
luncheon  will  be  available  in  September  For  more  information  call  the 
American  Heart  Association  of  Wisconsin  at  800-242-9236  or  414-271- 
9999.a 
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Orthopedic  surgeon.  A progressive  126-bed, 
two-hospital  system  is  seeking  an  orthopedic 
surgeon  to  join  an  established  practice  in  the 
Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  Must  be  BE/BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population  of 
over  45,000.  Dr  Roberts  will  guarantee  $250,000 
plus  malpractice  insurance,  office  space,  CME, 
vacation  and  relocation  expenses.  Contact  John 
Schon,  Administrator,  Dickinson  County 
Hospitals,  400  Woodward  Ave,  Iron  Mountain, 
MI  49801;  ph  906-7794500.  8-9/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practices  in  the  Iron  Mountain  area  of 
Michigan’s  upper  peninsula.  Must  be  BE/BC. 
Located  100  miles  north  of  Green  Bay, 
Wisconsin,  Dickinson  County  Hospitals  has  a 
medical  staff  of  45  full-time  physicians  and  a 
total  service  area  population  of  over  45,000. 
Diagnostic  capabilities  include  a CT  scanner, 
C02  laser,  and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-3400.  8-9/90 

Family  practice  or  general  practitioner. 

Two-plus  physician  clinic  with  total  staff  of  56, 
recruiting  family  or  general  practitioner  who 
desires  long-term  residence  in  beautiful  north 
central  Wisconsin.  Board  certification  and 
previous  experience  preferred.  One  hundred- 
bed  hospital  12  miles  with  convenient  coverage 
arrangements.  Competitive  salary,  excellent 
benefits  including:  life,  medical,  dental 
insurance  for  family;  generous  holiday  and 
annual  leave  arrangements;  malpractice 
coverage;  educational  benefits,  etc.  Fine 
opportunity  for  physician  who  prefers 
stimulating  interdisciplinary  practice  setting. 
Send  resume  to  Glen  Safford,  450  Old  Abe  Rd, 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  column 
inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be  received  by 
the  1st  of  the  month  preceding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701. 
FAX:608-283-540 1 . Classified  ads  are  not 
taken  over  the  telephone,  but  questions 
may  be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Lac  du  Flambeau,  WI  54538  or  call  715-588- 
3371,  EOE.M/F.  8/90 

Family  practice  opportunity  as  partner,  and 
eventually  to  assume  a well-established  practice 
with  flexibility  and  potential,  and  opportunity 
for  surgery  and  OB  if  desired.  Cooperative 
backup  coverage  available.  Resort  community 
with  a number  of  industries,  centrally  located 
between  Chicago,  Milwaukee,  and  Madison. 
Modem  90-bed  hospital.  Contact  Glenn  A 
Smiley,  MD,  Delavan,  WI  53115;  ph  414-728- 
3441.  8-9/90 


Osceola  on  the  river  St  Croix.. .Ladd 
Memorial  Hospital  and  Ramsey  Clinic-Osceola 
are  seeking  out  a family  physician  to  join  the 
well-established  local  group.  Osceola, 
Wsconsin,  is  situated  on  the  bluffs  of  one  of 
mid-America’s  most  beautiful  waterways,  the 
river  St  Croix.  Osceola  is  located  40  minutes 
northeast  of  the  Minneapolis/St  Paul 
metropolitan  area.  This  practice  opportunity 
truly  offers  the  perfect  balance!  For  particulars, 
forward  your  curriculum  vitae  or  contact 
Loriese  A Stoll,  Director  of  Professional 
Services,  Ramsey  Clinic,  640  Jackson  St  St 
Paul,  MN  55101;  or  call  collect  612-221-3067. 

8-9/90 

Family  practice  opportunities  in  a a group 
setting.  Located  in  a family-oriented 
economically  strong  small  city.  Located  near 
lakes  and  40  minutes  to  Green  Bay  or  Appleton. 
Contact  Andrew  V.  Lagatta,  President  & CEO, 
Clintonville  Community  Hospital,  35  North 
Anne  St  Clintonville,  WI  54929;  ph  715-823- 
3121.  p8-12/90;l/91 

Endocrinologist  St  Cloud,  Minnesota. 
Opportunity  available  in  a growing  30-physician 
clinic  of  specialists  and  subspecialists  of  internal 
medicine.  Community  has  three  colleges, 
excellent  school  system  and  abundant 
recreational  activities.  Family  living  conditions 
are  excellent'  The  St  Cloud  Clinic  is  located  in 
a new  facility  with  access  to  the  latest  in  medical 
technological  developments.  For  more 
information  about  this  position,  please  contact 
Brad  E.  Currier,  MD,  or  Mark  Murphy, 
Administrator,  1200  Sixth  Avenue  N,  St  Cloud, 
MN  56303;  ph  612-252-5131.  8-10/90 

General  internist.  Wilkinson  Medical  Clinics, 
a 19-physician  multi-specialty  clinic  located  in 
Oconomowoc,  Wsconsin,  is  seeking  a BC/BE 
internist  to  provide  primary  care  at  our  Hard  and 
location.  Comprehensive  benefit  package 
includes  first-year  salary  guarantee  and 
partnership  buy-in  after  one  year.  Ideal  practice 
opportunity  in  the  rapidly  growing  Lake  Country 
area.  Please  send  CV  to:  Ann  Zimmerman, 
Wilkinson  Medical  Clinics,  SC,  915  E Summit 
Ave,  Oconomowoc,  WI  53066.  p8/90 


Physician  available  for  locum  tenens,  short  or 
long  term.  For  information  contact  608-643- 
8656.  p8/90 

Pediatrician  wanted.  Group  Health 
Cooperative,  a progressive  and  growing  staff- 
model  HMO  in  a city  of  60,000  in  west  central 
Wsconsin,  is  presently  recruiting  another 
pediatrician.  Very  Competitive  salary  with 
excellent  fringe  benefits.  Practice  high  quality 
primary  care  in  a most  desirable  location.  Send 
CV  to  Stuart  R.  Lancer,  MD,  Medical  Director, 
Group  Health  Cooperative,  PO  Box  3217,  Eau 
Claire,  W 54702;  ph  71S33&-8552.  p8/90 

West  Bend,  Wisconsin.  Seeking  full-time  and 
part-time  emergency  physicians  for  100-bed 
hospital  35  miles  north  of  Milwaukee.  Excellent 
compensation,  malpractice  insurance  provided, 
benefit  package,  and  incentive  bonus  plan 
available  to  full-time  staff.  Contact  Emergency 
Consultants,  Inc,  2240  S Arport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496.  p8/90 

Wisconsin.  Third  BC/BE  obstetrician/ 
gynecologist  needed  to  join  stable,  progressive, 
primary-care  based  HMO/group  practice  in 
University  town  of  60,000  near  Minneapolis/St 
Paul.  Excellent  quality  of  life  and  outstanding 
recreational  area.  Competitive  salary  and  fringe 
benefits.  Contact  Stuart  R.  Lancer,  MD,  Medical 
Director,  Group  Health  Cooperative,  PO  Box 
3217,  Eau  Claire,  W 54702-3217;  ph  71S836- 
8552.  8-11/90 

Kewaunee,  Wisconsin.  Seeking  part-time 
emergency  physicians  for  low  volume  facility 
located  1/2  hour  east  of  Green  Bay.  Excellent 
compensation  and  paid  malpractice  insurance. 
Contact  Emergency  Consultants,  Inc,  2240 
South  airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  l-800-253-1795orin  Michigan  1-80A632- 
3496.  p8/90 

Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60-bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact  Emergency  Consultants,  Inc, 
2240  S Arport  Rd,  Room  36,  Traverse  City,  MI 
49684;  1-800-253-1795  in  Michigan  1-80A632- 
3496.  p8/90 

Antigo,  Wisconsin.  Seeking  director,  full-time 
and  part-time  emergency  physicians  for  low 
volume  facility  located  in  sportsman’s  paradise. 
Excellent  compensation  and  paid  malpractice 
insurance.  Contact  Emergency  Consultants, 
Inc,  2240  S Arport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496.  p8/90 
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Physicians  Exchange 

Continued 

Genera]  surgeon  to  join  a very  busy  well- 
established  physician  in  a lakeshore  community 
conveniently  located  between  Chicago  and 
Milwaukee.  Racine,  known  for  its  economic 
stability,  offers  a comfortable  family-oriented 
lifestyle.  Excellent  guarantee,  reliable  call 
coverage  and  excellent  back-up.  Please  send 
curriculum  vitae  to  William  Smollen,  MD,  913 
Main  St,  Racine,  WI 53403.  8-10/90 

OB/GYN  and  family  practice  physician, 
board-certified/eligible.  Full  or  part-time,  to 
join  an  established  busy  group  practice  in 
Milwaukee,  Wisconsin.  Send  curriculum  vitae 
to:  Shafi  Medical  Center,  SC,  Suite  C312,  2000 
W Kilboum  Ave,  Milwaukee,  WI  53233;  ph  414- 
342-3000.  8,10,12/90 

Pediatrician.  One  hundred  fifteen  physician 
multi-specialty  clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  a BC/BE 
pediatrician  to  join  department  of  17  BC/BE 
pediatricians.  Two  year  guarantee  plus 
comprehensive  benefit  package  offered.  The 
community  offers  a superb  recreational, 
cultural,  and  family  environment  in  which  to 
practice.  For  information  please  call  or  write: 
Roger  Rathert,MD,  La  Salle  Clinic,  411  Lincoln 
St,  Neenah,  WI  54956,  ph  414-727-2702. 8-9/90 


ASSOCIATE/ ASSISTANT 
DIRECTOR.  The  Appleton  Family 
Practice  Residency  in  Appleton, 
Wisconsin  is  seeking  a board-certified 
residency-trained  family  physician  to  join 
the  faculty  of  a dynamic  well  established 
18-resident  program.  The  program  is 
committed  to  educating  family 
physicians  for  the  21st  century  through 
an  innovative  competency  based 
curriculum,  emphasizing  behavioral 
sciences,  health  promotion,  occupational 
medicine,  and  geriatrics.  Affiliated  with 
the  University  of  Wisconsin  Medical 
School,  Department  of  Family  Medicine 
and  Practice,  we  are  a community  based 
program  intent  on  mutual  growth  of 
residents  and  faculty  in  a supportive 
environment.  Responsibilities  will 
include  teaching,  patient  care, 
administration,  and  research-an  interest 
in  occupational  medicine  would  be 
attractive.  For  more  information  send 
CV  or  contact  John  Allhiser,  MD, 
Program  Director,  Appleton  Family 
Health  Center,  229  South  Morrison  St, 
Appleton,  WI  54911;  ph  414-832-2789. 

8/90 


Manitowoc,  Wisconsin.  The  Manitowoc 
Clinic,  an  18-physician  multi-specialty  group  is 
seeking  BC/BE  general  internists  and 
obstetricians/gynecologists.  Excellent 
practice,  financial  and  quality  of  life  opportunity. 
Send  CV  or  contact  James  Robinson, 
Administrator,  601  Reed  Ave,  Box  1270, 
Manitowoc,  WI  54221-1270;  ph  414-682-8841. 

P8-10/90 

Internist  with/without  subspecialty  interests, 
BC/BE  to  join  19-physician  multi-specialty 
group  with  five  internists.  Southeast  Missouri 
rural  city  of  17,500.  No  PPO,  HMO.  Low  taxes. 
Contact:  Administrator,  Ferguson  Medical 
Group,  1012  North  Main  St,  Sikeston,  MO 
63801;  ph  314471-0330.  p8-10/90 

Family  practice,  pediatrics,  internal 
medicine,  OB/GYN,  orthopaedic  surgeon, 
BC/BE,  to  join  19-physician  multi-specialty 
group.  Southeast  Missouri  rural  city  of  17,500. 
No  PPO,  HMO.  Low  taxes.  Excellent  salary  and 
fringe  benefits.  Contact:  Administrator, 
Ferguson  Medical  Group,  1012  North  Main  St, 
Sikeston,  MO  63801;  ph  314471-0330.  p8-10/90 

Fox  Valley.  Very  low  volume  newly 
reconstructed  emergency  room  seeking  full- 
time physician.  Offering  competitive  salary, 
CME,  health  insurance,  and  malpractice 
insurance.  Send  inquiries  to:  Bay  Area 
Emergency  Services,  PO  box  534,  Marinette, 
WI54143orcall71 5-735-6621 , ext 234.  p8-9/90 

Internist,  family  practice  physicians  BC/BE. 
Exceptional  opportunity  to  join  our  established 
busy  clinic  located  in  Milwaukee.  Practice 
includes  subspecialty  physicians,  in-house 
laboratory,  x-ray,  business  department,  etc.  A 
unique  opportunity!  Please  send  CV  or  call: 
Jonathan  Slomowitz,  MD,  Mitchell  Medical 
Center,  1672  S 9th  St,  Milwaukee,  WI  53204;  ph 
414-3834700.  89/90 

Emergency  medicine  medical  director 
needed!  Facility  located  in  southeastern 


BRAINERD,  MINNESOTA 

-Internal  Medicine 
-Pediatrics 
-Dermatology 
-Otolaryngology 

Join  23  MD  multi-specialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and 
trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  Brainerd  Medical 
Center,  PA,  2188287100  or  218829- 
4901,  PO  Box  524,  Brainerd,  MN  56401. 

812/90 


Wisconsin,  45  minutes  west  of  Milwaukee.  Nice 
103-bed  facility  with  new  ED  in  progress.  Scenic 
area  near  university  with  abundant  recreational 
activities.  Position  requires  BE/BC  in  primary 
care  specialty  with  ED  experience  and  ACLS. 
As  an  independent  contract  physician  with 
Spectrum  you  will  receive  competitive 
compensation  plus  administrative  stipend. 
Spectrum  offers  occurrence  malpractice 
insurance,  Wisconsin  Comp  Fund,  health, 
dental,  life  insurance,  and  after  12  months, 
participation  in  a 401k  program.  Contact 
Mallarry  Smallwood,  Spectrum  Emergency 
Care,  Inc,  PO  Box  27352,  St  Louis,  MO  63141; 
1-800-325-3982,  ext  1029.  7-9/90 

Family  practice.  Opportunities  available  in 
55-member  clinic  or  small  rural  clinic  with  or 
without  night  call  and  hospitalization.  Excellent 
lifestyle  and  benefits  in  beautiful  southern 
Wisconsin.  Send  CV  to  Dr  Stan  Gruhn, 
Riverview  clinic,  580  North  Washington, 
Janesville,  WI  53545.  p7-10-90 

BC/BE  Internal  medicine.  Opportunity  to 
join  two  young  well-established  BC  general 
internists  by  summer  of  1991  or  sooner. 
Guaranteed  first  year  salary  with  bonus  potential 
and  partnership  opportunity  after  first  year. 
Excellent  regional  hospital  facilities  located  in 
northeastern  Wisconsin.  Send  CV  to 
Administrator,  IMA,  PO  Box  151,  Neenah,  WI 
54956.  7-10/90 

Michigan-Ann  Arbor  suburb.  Primary  care 
specialists  needed.  Group  managed  practice. 
Call  one  in  three.  First  year  income  guarantee, 
benefits  and  paid  malpractice.  Call  Wanda 
Parker,  Sr  Associate,  E G Todd  Associates,  535 
Firth  Ave,  Suite  1 100,  New  York,  NY  10017. 
Toll-free:  800-2214762.  Collect  212-599-6200. 

7-12/90 

Internist  BC/BE,  to  join  a progressive  18 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  718 
425-6701  or  612436-8809.  3tfn/90 


PEDIATRICIAN,  OB/GYN,  FAMILY 
PRACTITIONER,  GENERAL 
SURGEON.  Growing  17-physician, 
multi-specialty  clinic  in  beautiful 
northwestern  Wisconsin  seeking  BC/ 
BE  specialists.  Attractive  partnership 
opportunity.  Come  grow  with  us! 
Contact:  Donald  W.  Clemens, 

Administrator,  Indianhead  Medical 
Group,  Ltd,  1020  Lakeshore  Drive,  Rice 
Lake,  WI  54868;  ph  718234-9031. 

810/90 


494 


Wisconsin  Medical  Journal  • August  1990 


Physicians  Exchange 

Continued 

Radiologist  A three-physician  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive, 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radi-ology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  Michigan  49801;  ph  906- 
7794565.  7-8/90 

Family  practice.  Physicians  seeking  a BE/BC 
family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  Contact:  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Noway,  Michigan  49870;  ph  906-563-9243  or 
office  906-563-9255.  7-8/90 

Pediatrics.  The  Racine  Medical  Clinic,  a 38- 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R.  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  W1  53408-5001.  6tfn/90 

Small  progressive  hospital  in  southwestern 
Iowa  seeking  third  family  practice  physician. 
First-year  minimum  income  guarantee  $70,000, 
plus  benefits.  Omaha,  Nebraska,  within  hour’s 
drive.  Specialists  from  Omaha  provide  clinics/ 
backup.  Call  Wanda  Parker,  800-221-4762,  or 
collect  212-599-6200,  E G Todd  Associates,  535 
Fifth  Ave,  Suite  1100,  New  York,  NY  10017. 

4-8/90 

The  Wausau  Medical  Center  is  seeking  BC/ 
BE  individuals  in  the  following  specialties: 


Southeast  Wisconsin 

Internal  Medicine  position  available  in 
an  attractive  community  on  the  shores 
of  beautiful  Lake  Michigan.  Physician 
to  join  11  memberIM  department  in  a 36 
physician  modem,  well-equipped  clinic. 
Interested  parties  can  obtain  additional 
information  by  calling  1-800-243-4353  or 
writing  to: 

STRELCHECK  A ASSOCIATES,  INC. 
12724  N.  MaplKrad  Lint 
Maquon.  Wl  53092 


Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics/Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedic 
Surgery,  Otolaryngology,  Urgent  Care  and 
Rheumatology.  Modem  clinic  facility  located 
across  the  street  from  modem  300-bed  hospital. 
Full  partnership  in  three  years.  Easy  access  to 
lakes,  woods,  and  mountains.  Write  including 
CV  to  D.K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  Wl  54401.  p4tfn/88 

BC/BE  surgeon.  General/vascular 
experience  required.  Endoscopy  and/or 
thoracic  desirable.  Multi-specialty  clinic. 
Position  available  1991.  Attractive  northeast 
Wisconsin.  Abundant  outdoor  activities  in 
family-oriented  community.  Send  CV  to  David 
Manke,  MD,  West  Side  Clinic,  SC,  PO  Box 
19070,  Green  Bay,  Wl  54307.  S-8/90 

Time  for  living!  Time  for  family,  children 
traveling,  hobbies,  sports,  hiking,  music, 
boating,  art,  skiing,  community  activity. 
Madison  Ambulatory  Care  Center  outpatient 
family  practice,  occupational  health. 
Approximately  25  hours  per  week,  very  flexible 
scheduling.  Salary  $30,000  plus  paid  health, 
life,  malpractice,  401K  (total  package  worth  in 
excess  of  $40,000).  Contact  David  Goodman, 
MD,  MedicEast,  2810  East  Washington  Ave, 
Madison  53704;  ph  608-244-1213.  p5-6tfii/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
and  an  internist  with  or  without  subspecialty 
interests  to  join  a well-established  nine-man 
expanding  multi-specialty  group.  Location  is  in 
a southeastern  Wisconsin  city  of  36,000  and  a 
drawing  area  of  85,000.  240-bed  well-equipped 
hospital.  Guaranteed  salary  for  the  first  year. 
Full  status  in-service  corporation  with  shared 
overhead  and  an  incentive  oriented  formula 
after  the  first  year.  Please  contact  David 
Lawrence,  MD,  92  E Division  St,  Fond  du  Lac, 
Wl  54935;  ph  414-921-0560  collect  ltfn/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 

• Cardiology  • General  Surgery 

• OB/GYN  • Family  Practice 

• Otolaryngology 

A variety  of  practice  settings— many  on  lakes 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241  -9500. 

STRELCHECK  & ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  Wl  53092 


research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.  Trepanier,  MD,  481 E Division  St,  Fond  du 
Lac,  Wl  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  Wl  54022; 
ph  715-425-6701  or  612-43&8809.  3tfn/90 

A unique  opportunity.  The  Ashland  Eye 
Clinic,  SC  (founded  1965)  a well-established 
practice  located  in  beautiful  Ashland, 
Wisconsin,  on  Lake  Superior,  needs  one  BC/ 
BE  ophthalmologist  now  and  another  within 
the  next  two  to  three  years.  Competitive  salary 
plus  incentive  first  year,  then  negotiable  buy-in 
as  present  two  partners  wish  to  retire  within  five 
years.  Attractive  and  modem,  well-equipped 
building  with  new  physician-owned  optical,  well 
trained  staff  and  low  overhead.  Four  year  college 
and  vocational  college  in  Ashland  with  graduate 
programs  within  commuting  distance.  Modem, 
100-bed  hospital  with  37  physicians  on  staff. 
Great  fishing,  sailing,  skiing,  ski-flying,  and 
hunting.  Please  call  Dr  Ken  Morrow  collect 
evenings,  715-682-8146;  or  write  to  him 
enclosing  CV  at  PO  Box  233,  Ashland,  Wl 
54806.  38/90 


General  surgeon--Amery, 

Wisconsin.  Apple  River  Hospital  and 
Family  Medical  Clinic  have  an  excellent 
opportunity  available  for  a general 
surgeon  to  join  nine  family  physicians 
in  a well-established,  progressive  group 
practice.  Come  fish,  ski,  and  swim  in 
beautiful  Amery;  the  community  is 
graced  with  three  lakes  and  the  famous 
Apple  River-all  located  within  the  city 
limits!  This  opportunity  is  able  to  offer 
the  best  of  both  worlds:  a challenging 
practice  combined  with  a “quality  of 
life"  your  entire  family  will  be  able  to 
appreciate.  For  more  information, 
forward  your  curriculum  vitae  or 
contact:  Loriese  A.  Stoll,  Director  of 
Professional  Services,  Ramsey  Clinic, 
640  Jackson  St,  St  Paul,  MN  55101;  ph 
612-221-2067.  7-9/90 
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Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St,  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfri/88 

Small  hospital,  45  minutes  west  of 
Minneapolis,  has  noted  geriatric  program.  First- 
year  minimum  salary  of  $50,000  plus  37% 
adjusted  revenues,  4 weeks  vacation,  2 weeks 
CME,  401  (K)  pension  plan,  malpractice. 
Lakeside  community.  Call  Wanda  Parker  at 
800-221-4762  or  collect  212-599-6200.  4-8/90 

Family  practice  physicians  to  join  established 
clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Stru there  or 
Mr  Erik  Malchow  at  the  Parkers  Prairie  District 
Hospital,  Parkers  Prairie,  MN  56361;  ph  218- 
338-4011.  p3/90;4tfn/90 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact  J. 
Linstroth,  MD,  414-835-7761.  8tfn/89 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  LC.  Bernhardt 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  WI  53715.  An 
Equal  Opportunity/Affirmative  Action 
Employer.  lt£n/90 


New  Physicians 
for  Wisconsin 

is  seeking 

• Family  Physicians  • Internists 
and  many  other  specialties 

Contact  Karen  M.  Paulson 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 

608-273-5964  COLLECT 

7-12/90;l-6/91 


Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 

progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practices  in  the  Iron  Mountain  area  of 
Michigan’s  upper  peninsula.  Must  be  BE/BC. 
Located  100  miles  north  of  Green  Bay, 
Wisconsin,  Dickinson  County  Hospitals  has  a 
medical  staff  of  45  full-time  physicians  and  a 
total  service  area  population  of  over  45,000. 
Diagnostic  capabilities  include  a CT  scanner, 
C02  laser,  and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-4500.  6-9/90 

Emergency  medicine.  Compensation  package 
over  $110,000  per  year.  Career  opportunities  in 
emergency  medicine  with  company  providing 
emergency  physician  services  to  14  hospitals  in 
Iowa.  Physicians  work  as  independent 
contractors,  with  a guaranteed  hourly 
compensation,  excellent  benefit  package,  and 
paid  malpractice  insurance.  Physicians  must 
be  certified  in  ACLS  and  have  pertinent 
experience  in  emergency  medicine.  Part-time 
positions  also  available.  Please  contact  Lowell 
Sisson,  Emergency  Practice  Associates,  PO 
Box  1260,  Waterloo,  Iowa  50704  or  call  1-800- 
458-5003.  p68/90 

Minnesota/Wisconsin.  Dermatology,  family 
practice,  psychiatry,  surgery,  locum  tenens. 
Urban  and  rural  locations,  single  specialty  and 
multi-specialty  groups,  strong  hospital  support 
Contact  LifeSpan  Health  Care  Services,  800 
East  28th  St,  Minneapolis,  MN  55407;  ph  612- 
863-4193,  ask  for  Jerry  Hess.  6-8/90 

First  care  walk-in  medical  clinic  needs  full- 
time physician  (FP,GP,DO)  for  busy,  fee-for- 
service  walk-in  medical  clinic  associated  with 
St  Elizabeth  Hospital.  Enjoy  the  benefits  of  the 
Fox  River  Valley,  recreational  opportunities, 
excellent  school  systems  and  a growing 
progressive  community.  Competitive  salary 
with  incentive  bonus  plan,  liability  insurance, 
CME  paid  time  off,  6 hour  work  days,  flexible 
schedule  and  no  after-hours  call.  For  an 
opportunity  to  be  part  of  the  team,  contact: 
Medical  Director,  First  Care  Clinic,  1225  W 
Northland  Ave,  Appleton,  WI  54914;  ph  414- 
738-2005.  6-8/90 

Baraboo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact 
Thomas  Warwick,  Executive  vice  President  St 
Clare  Hospital,  707 14th  St  Baraboo,  WI  53913; 
608-356-5561,  ext  492.  lltfh/89 


Real  Estate 


Medical  office.  Milwaukee-76th  and 
Bluemound.  Eight  exam  rooms  three 
consulting,  x-ray,  minor  surgery,  physirial 
medicine,  medical  records,  two  nurses  station, 
three  bathrooms,  private  entrance,  kitchen  and 
employee  area.  All  cabinets  and  sinks  in  place. 
For  infor  and  appointment  contact  Jerry  Walsh; 
ph  414-771-6904.  p8/90 


Retiring  physician  is  selling  his  busy 
medical  center,  7,800  square  feet  Sees 
an  average  of  40  patients  daily.  Equipped 
with  8 exam  rooms,  lab,  x-ray,  and 
fluoroscopy.  Excellent  opportunity  for 
teaching  medical  students  and 
residents.  Physician  will  stay  to 
introduce  new  physician  (s).  Call  Maria 
Knavel  414-671-5410  or  4144768624. 

6-11/90 


Moveable  medical  clinic:  28'  X 56" 
(divides  into  two  units  of  14'  X 56!'  for 
transportation).  Currently  arranged  with 
three  exam  rooms,  a combined  special 
procedure  and  x-ray  room,  lab  and 
nurse’s  area,  reception,  waiting  room, 
two  restrooms,  a closet  and  employee 
lounge.  Available  late  summer,  1990. 
Asking  $50K  and  purchaser  is 
responsible  for  moving  cost  Call  John 
Nemec  at  Skemp  Clinic  608-782-9760. 

7tfn/90 


Medical  Meetings-Continuing 
Medical  Education 


September  13-15,  1990:  Wisconsin  Society 
of  Internal  Medicine,  Concourse  Hotel, 
Madison.  Info:  WSIM,  611  E Wells  St, 

Milwaukee,  WI  53202.  g8/90 

September  14-16,  1990:  Wisconsin  Society 
of  Anesthesiologists,  Embassy  Suites,  Green 
Bay.  gl8/90 

October  6,  1990:  SMS  Fall  Medical  Issues 
Conference,  Landmark  Resort,  Door  County. 

g8-9/90 
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October  22-26,  1990:  the  56th  Annual 
Scientific  Assembly  of  the  American  College  of 
Chest  Physicians,  at  the  Sheraton  Centre  Hotel 
and  the  Metro  Toronto  Convention  Centre, 
Toronto,  Ontario,  Canada.  Info:  American 
College  of  Chest  Physicians,  911  Busse  Hwy, 
Park  Ridge,  IL  60068;  ph  312-698-2200. 

g5-9/90 

November  6,  1990:  Workshop  on  Health, 
Stevens  Point  g8-10/90 

AMA 


December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-7,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Education 
courses  at  the  following  rates:  55  cents 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must  be 
Prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  issue 
is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1 109,  Madison,  WI 53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 
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State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee  at 
the  Milwaukee  Exposition  and  Convention 
Center  and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1991  - April  18-20:  Milwaukee 
Wyndham  Hotel 

1992  - April  23-25:  Milwaukee 

1993  - April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994  - April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and  Friday; 
the  first  session  of  the  House  of  Delegates 
will  convene  on  Thursday;  the  second  and 
third  on  Friday.  Scientific  programming 
will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on 

Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  WI  53701.  Local  Telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800- 
362-9080. 


JUST 

THINK  HOW 
YOUR  KIDS 
WILL  FEEL 
WHEN YOU 
FINALLY 
GETYOUR 
NAME  IN 
THE  PAPER. 


It’s  easy  to  get  your 
name  in  print.  All  you 
have  to  do  is  neglect  your 
health,  increasing  your 
risk  of  heart  attack,  and 
you  could  become  a 
newsmaker  sooner  than 
you’d  ever  imagine. 


American  Heart 
Association 

WE'RE  FIGHTING  FOR 
VOUR  LIFE 


This  space  provided  as  a public  service. 
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Write  for  a free  “Talk  About  Prescriptions”  Month  Guide 
containing  “how-to”  ideas  and  reproducible  patient  handouts  to: 

% It  The  National  Council  on  Patient  Information  and  Education 

MJK  666  1 1th  Street,  NW,  Suite  810 
Washington,  D.C.  20001 

* FDA  survey,  “Patient  Receipt  of  Rx  Drug  Information”,  1983 

- A Study  of  Attitudes,  Concerns,  and  Information  Needs  for  Rx  Drugs 
and  Related  Illnesses,  CBS  Television  Network  Consumer  Model  Survey,  1983 


VASOTEC 


ENALAPR1L  MALEATE  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ot  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contmed  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ol  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risk  for  excessive  hypotension  who  are  able  to  tolerate  such  adiustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  for  the  lirst  two  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  II  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  in  the  supine 
position  and.  if  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ 'Agranulocytosis  Another  ACE  inhibitor,  captopnl.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
il  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Penal  Function  As  a consequence  of  inhibiting  the  remn-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  activity  ol  the  remn-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  ( >5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  of  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patienfs.  but  was  not  a cause  for  discontinuation 

Risk  factors  tor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  Ihe  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  lhal  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  tew  days  ol  Iherapy  If 
actual  syncope  occurs,  Ihe  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  lhat  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  ot  treatment  with  enalapril  It  il  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  lor  al  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxm  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride).  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore  it  concomi- 
tant use  ol  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodiumjncludinq  ACE  inhibitors  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  of  both  drugs  II  is  recommended  lhal 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C There  was  no  felotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicily,  expressed  as  a decrease  in  average  total  weignt,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  nol  teratogenic  in  rabbits  However,  maternal  and  felal  toxicity  occurred  in  some  rabbits  al  doses  ol 
1 mgAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  felal  toxicity  seen  al  doses  of  3 and  10  mg/ 
kg/oay,  but  not  at  30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  felal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  has  not  been  reported  to  affect  total  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  lunction  in  Ihe  fetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  fhey  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  ,4C  enalapril  maleate  It  is  not 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

Atlverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%)  nausea  (14%).  rash  (1  4%),  cough  (1  3%),  orthostatic  effects  (12%),  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2.1%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%).  headache  (1  8%),  abdominal  pain  (1  6%).  asthenia  (1  6%),  orthosta- 
tic hypotension  (1  6%).  vertigo  (1 6%),  angina  pectoris  (1  5%).  nausea  (1  3%)  vomiting  (1  3%),  bronchitis  (1  3%). 
dyspnea  (1.3%),  urinary  tract  infection  (1  3%),  rash  (13%).  and  myocardial  infarction  (V2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous/Psychiatnc  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  mtection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme.  urticaria,  pruritus,  alopecia.  Hushing  hyperhidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis.  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosmophilia.  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  If  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  Ihe  hypertensive  patients  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy m 01%  ol  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy  in  1 9%  of  patients  with  heart 
lailure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponalremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  atone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  (or  discontinuation  in  1 2%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1 0 vol%  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A tew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Uver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  Ireated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ot  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) II  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  Ireated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ot  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Ad/uslmenl  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/mm  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  « 30  mL/mm  (serum  creatinine  =*  3 mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC.  Ihe  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS.  Drug  Interactions ) If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
dimmish  Ihe  likelihood  of  hypotension  The  appearance  ol  hypotension  after  Ihe  initial  dose  ot  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  loflowing  effective  management  ol  the  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  weregiven  40  mg.  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
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Opinions 


President’s  page 

A call  to  surgeons:  reunite  the  House  of  Medicine 


In  June,  I attended  the  American 
Medical  Association  meeting  in 
Chicago  as  president  of  the  SMS. 
This  is  a remarkable  annual  meeting. 
If  you  have  never  attended,  I would 
urge  you  to  do  so.  It  is  democracy  in 
action. 

At  the  meeting  I went  to  the  surgical 
caucus,  a get-together  of  100-plus 
fellows  of  the  American  College  of 
Surgeons  (ACS) , all  of  whom  are  also 
delegates  or  alternates  in  the  AMA 
House  of  Delegates.  The  caucus  has 
met  twice  before  to  find  ways  to 
encourage  the  ACS  to  again  occupy 
its  seat  in  the  House  of  Delegates, 
and  last  year  to  try  to  influence  the 
ACS  to  change  its  position  on 
expenditure  targets. 

This  year,  the  caucus  was 
privileged  to  have  as  guests  Maurice 
J.  Jurkiewicz,  MD,  of  Atlanta, 
president  of  the  ACS,  and  Paul  Ebert, 
MD,  executive  director  of  ACS.  The 
chair  of  the  board  of  regents,  Gerald 
Austin,  MD,  of  Boston,  was  invited 
but  declined  to  appear.  This  meeting 
was  of  historical  significance  in  that 
this  was  the  first  time  high  officials 
from  the  ACS  had  participated  at  all  at 
an  AMA  meeting  since  the  ACS 
withdrew  its  delegate  in  1980.  At  the 
caucus,  the  fellows  implored  the  two 
officers  to  prevail  on  the  board  of 
regents  to  fill  the  college’s  vacant 
seat  in  the  House  of  Delegates  to 
provide  leadership  for  surgeons  in 
the  House.  AMA  Executive  Vice 


President  James  Todd,  MD,  also 
welcomed  them  back.  We  were  not 
encouraged,  however,  that  they  would 
return. 

The  expenditure  target  dilemma 
destroyed  the  unity  of  the  House  of 
Medicine  last  year.  The  AMA  was 
vociferously  against  expenditure 
targets  (ETs);  the  ACS  was  just  as 
actively  in  favor  of  a separate  ET  for 
surgeons.  The  breach  in  the  unity  of 
medicine  was  not  lost  on  the 
legislators.  Rep  Willis  Gradison  (R- 
Ohio),  a member  of  the  Health 
Subcommittee  of  Ways  and  Means, 
remarked  that  support  for  the  ACS 
proposal  of  expenditure  targets  had 
the  added  “benefit”  of  splitting 
medicine. 

The  ACS  may  have  shot  itself  in 
the  foot  with  its  demand  for  a separate 
ET  (now  called  Maximum  Volume 
Performance  Standard)  for  surgery. 
Fiscal  year  1991  MVPS  increases 
recommended  by  the  Physician 
Payment  Review  Commission 
(PPRC)  are  9.3%  for  surgical  services 
and  12.1%  for  nonsurgical  services. 
This  2.8%  difference  is  based,  in  part, 
on  expanded  medicare  primary  care 
benefits.  The  PPRC,  however, 
reduced  the  surgery  MVPS  by  an 
additional  1%  on  the  basis  that  the 
volume  of  surgical  services  has  been 
increasing  less  rapidly  than 
nonsurgical  services.  It  is  easier  for 
the  government  to  ratchet  down 
payments  for  surgical  services  if  the 


i 


Roger  L.  von  Heimburg,  MD 


surgeons  have  their  own  MVPS. 

The  main  consideration  now  is  that 
the  ACS  and  the  AMA  must  get  their 
acts  together  and  present  a united 
front  to  Congress.  We  need  the 
strongest  possible  voice  if  we  are 
going  to  be  the  best  possible 
advocates  for  our  patients  and  the 
adequate  financing  of  health  care.  I 
will  raise  this  issue  for  discussion  at 
the  Wisconsin  Chapter  of  ACS 
meeting  in  December.  Surgeons, 
contact  your  ACS  governor  and 
regents  to  ask  for  representation  in 
the  AMA  House  of  Delegates.  The 
unity  of  the  House  of  Medicine  is  at 
stake. □ 
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Editorials 

Nothing  new  under  the  sun 


During  a recent  trip  to  Greece 
and  the  Greek  Isles,  I noted 
again  that  “Nothing  is  new  under  the 
sun.”  This  is  illustrated  by  our 
experience  in  a visit  to  Pergamon  a 
city  in  Turkey. 

Pergamon  is  20  miles  inland.  Of 
interest  to  physicians  is  that  it  was 
the  birthplace  of  Galen.  After  his 
medical  education  and  training  he 
came  back  here  to  practice.  This  is, 
however,  the  story  of  the  hospital,  or 
asklepeion,  in  Pergamon. 

The  ruins  of  the  hospital  grounds 
cover  as  large  an  area  as  does  the 
University  of  Wisconsin  Hospital  and 
Clinics  complex  in  Madison.  It 
supposedly  dates  back  to  the  fourth 
century  B.C. 

When  patients  (not  then  called 
consumers)  came  here  to  be  cured, 
they  were  required  by  the  asklepeion 
(not  by  an  insurance  company)  to 
have  a preadmission  physical  exam. 
If  the  sick  person  was  deemed  curable, 
he  or  she  was  then  admitted  to  the 
asklepeion.  This  practice  of  screening 
to  accept  only  basically  healthy  people 
is  one  used  by  many  insurance 
programs  HMOs,  IPAs,  etc,  today. 
Patients  thought  to  be  incurable  were 
sent  home. 


Once  in,  the  asklepeion  patients 
were  started  on  a regime  of  rest,  good 
diet,  and  appropriate  exercise.  Baths 
from  sacred  springs  and  especially 
faith  healing  and  continual  suggestion 
that  they  were  getting  better  were 
added  standards.  Water  from  the 
springs  still  flows,  and  analysis  today 
shows  some  radioactivity.  Concerts 
and  plays  given  in  a theater,  which  is 
still  there  and  can  seat  3,500 
spectators,  kept  people  occupied  in  a 
positive  fashion. 

After  the  first  few  days  of  this 
regime,  patients  were  immersed  in  a 
complete  mud  bath  and  then  sent  to  a 
special  tub  room,  where  they  were  to 
pray  to  the  Gods  to  see  if  they  were  to 
recover.  The  Gods  would  respond— 
if,  indeed,  they  were  to  get  well— by 
providing  water  to  cleanse  them.  The 
physician  gave  them  a few  minutes  to 
pray,  then  went  out  and  turned  on  the 
water  which  came  through  numerous 
jet  streams  from  three  sides  of  the 
tub.  This  was  still  visible  and  yes, 
they  did  have  running  water,  even  for 
their  toilets. 

Once  the  patients  were  clean  and 
dry,  they  were  given  a robe  and  some 
medication,  mostly  hashish,  then 
taken  to  another  special  room.  They 


were  asked  now  to  pray  for  guidance 
as  to  proper  therapy.  Assurance  was 
given  that  the  Gods  would  instruct 
The  special  room  was  equipped  with 
large  drain  pipes  in  the  ceiling.  The 
doctor  ran  upstairs,  heard  the  prayer 
through  the  pipe,  and  then  acted  as  a 
God  by  giving  the  patient  instructions. 
When  the  physician  returned  to  the 
room,  the  patient  informed  him  as  to 
what  the  Gods  had  said.  The  doctor 
proceeded  to  carry  out  those 
instructions,  thereby  curing  the 
patient 

Many  inscriptions  unearthed 
during  the  excavations  of  Pergamon 
describe  these  methods  of  treatment 
Since  most  all  of  the  facilities  were 
still  present  and  visible,  we  accepted 
the  credibility  of  the  story.  In  fact, 
much  of  what  went  on  is  still 
happening: 

• Preadmission  certification,  which 
seems  to  have  been  rediscovered. 

• Some  health  care  facilities, 
certainly  this  one,  preferred  not  to 
take  care  of  sick  people.  (My  guess 
is  that  the  poor  never  got  there  in 
the  first  place.) 

• Proper  diet,  rest,  exercise,  and  a 
positive  attitude  still  play  the  major 
role  in  good  health. 

• Before  the  recent  emphasis  on 
managed  care  with  its 
preadmission  certification,  utiliza- 
tion review,  prepayment,  etc,  I 
knew  several  institutions  that 
appeared  to  make  a nice  financial 
reward  by  regimes  not  totally 
different 

As  a side  remark,  it  was  suggested 
that  when  the  Roman  governors  took 
over  they  changed  the  staff  that  the 
God  Aesculapius  carried  by  adding  a 
second  snake  because  they  felt  better 
that  he  would  be  able  to  get  a second 
opinion. 

—Russell  F.  Lewis,  MD 
Madisono 
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Letters 

Why  have  our  patients  lost  faith  in  us? 


To  the  editor:  In  a recent  opinion 
piece  in  the  Wisconsin  Medical 
Journal,  (Wis  Med  J 1990;89(6):249- 
250.)  our  secretary-general  manager, 
Thomas  L.  Adams,  gave  us  pause  to 
think.  Why  has  the  public  lost  faith  in 
the  medical  profession? 

There  is  a certain  professional 
pride  in  diagnosing  a lung  cavity  by 
hearing  a tinkle,  a pneumonia  by 
dullness  to  percussion,  a tumor  by 
bimanual  examination.  Are  we  losing 
the  art  of  physical  diagnosis  and 
history  taking?  Are  we  relegating  too 
much  responsibility  to  tests?  Will 
computers  eventually  replace 
diagnostic  skills? 

Tests  are  certainly  helpful  adjuncts 
to  physical  examination  and  history 
taking— but  to  substantiate  the 


findings,  not  to  replace  the  doctor’s 
examination  and  taking  of  a history. 

History  taking  also  is  an  art  that  is 
in  a state  of  recession.  The  physician 
must  be  a professional  snoop.  Like  a 
detective,  he  or  she  is  an  investigator 
and  must  learn  how  to  question  a 
patient  and  what  questions  to  ask. 
Here  again,  modern  methods, 
established  to  save  the  doctor’s  time, 
have  unfortunately  created  an 
emphasis  on  just  that— saving  the 
doctor’s  time.  This  has  caused  two 
undesirable  results:  a grave 

deterioration  in  informative  histoiy 
taking,  and  a deterioration  in  patient- 
doctor  relationships.  Patients  lose 
contact  with  and  faith  in  the  physician 
who  gives  them  a sheet  of  questions 
to  fill  out  and  then  charges  them  for  a 


history.  Many  patients  are  stunned 
and  perceive  this  as  the  ultimate  in 
arrogance. 

Also  lost  is  a very  special  and  often 
singularly  important  part  of  the  history 
taking— the  objective  or  observing 
part  What  was  the  patient’s  reaction 
to  the  doctor’s  various  questions? 
What  has  the  spouse  or  mother  or 
grandmother  or  aunt  observed?  Not 
only  does  this  often  clarify  the 
diagnosis,  but  it  also  helps  to  create  a 
warmth  in  the  doctor-patient 
relationship.  Observations  from 
family  members  make  them  feel 
needed  and  includes  them  in  the 
patient’s  diagnosis  and  treatment 

Actually,  many  a mother  or 
grandmother  has  acquired  a fund  of 
Continued  on  next  page 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 


SMS  HOLDINGS  CORPORATION 


For  financial  pain 


A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


relief  call:  1-800-322- 
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Continued  from  preceding  page 
knowledge  which,  when  added  to  her 
powers  of  observation,  makes  the 
proper  diagnosis  for  the  doctor.  All 
physicians  have  been  overwhelmed 
by  doting  parents,  overzealous 
Florence  Nightingales,  and  all- 
knowing relatives.  To  exclude 
relatives  and  their  observations, 
however,  is  to  exclude  a fund  of 


AMA  Awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA 
Physicians  Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commitment 
to  continuing  education,  and  the  SMS 
offers  them  its  congratulations.  The  * 
indicates  members  of  the  SMS. 


information  that  could  spell  the 
difference  between  success  and 
failure  and  further  fracture  the  doctor- 
patient  relationship. 

In  summary,  I believe  it  is  this  lack 
of  personal  contact  with  patients  and 
their  families  that  has  contributed  to 
the  public’s  lack  of  faith  in  our 
profession.  Some  of  my  patients  have 
said  to  me,  “I  went  to  the  doctor  you 


June  1990 

*Clanfield,  William  K,  Janesville 
Fink,  Jordan  N.,  Milwaukee 
*Golubski,  Joseph  F.,  Sheboygan 
‘Hammond,  Charles,  Neenah 
‘Hinson,  Robert  E.,  Milwaukee 
‘Horan,  Doug  B.,  Neenah 
‘Huang,  Chuong  C.,  Milwaukee 
‘Jerisha,  John  A.,  Monroe 
‘Kadile,  Eleazar  M.,  Green  Bay 


sent  me  to.  He  asked  me  three  or  four 
questions,  told  me  to  go  to  the  lab  to 
get  some  tests,  handed  me  a slip  of 
paper,  and  then  said,  'See  the  lady  at 
the  desk,  make  an  appointment  for 
next  week.  That  will  be  $28.  You  can 
pay  her  at  the  desk.’” 

—William  B AJ.  Bauer,  MD 
Ladysmitho 


‘Kashnig,  David  M.,  Glendale 
*King-Kubiak,  Mary  K,  Neenah 
‘Kumar,  Pramod,  Elm  Grove 
Kunin,  Kalman  C.,  Madison 
‘Lindert,  Merlyn  C.F.,  Milwaukee 
‘Miller,  Kevin  B.,  Wisconsin  Rapids 
‘Petersik,  John  T.,  Ripon 
Simpson,  Henry  J.,  Elmwood 
‘Stuntz,  Edgar  C.,  Newtona 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 


Wisconsin  Medical  Journal  • September  1990 


505 


WMJ  announces 
physician  photo  contest 


Awards:  Publication  on  the  cover  of  the  Wisconsin  Medical  Journal  and  a commemorative  plaque,  presented 
at  the  SMS  annual  meeting. 

Eligibility:  The  competition  is  open  to  members  of  the  State  Medical  Society  of  Wisconsin  and  its  Auxiliary  only. 

Guidelines:  A total  of  three  entries  in  any  combination  of  the  following  categories  may  be  submitted. 

• A doctor’s  life 

• The  science  of  medicine 

• The  art  of  healing 

• Wisconsin  wildlife 

• Wisconsin  places 

• Wisconsin  people 

Entry  in  the  contest  constitutes  agreement  to  allow  the  entered  photographs  to  be  published  in  or  on  the  cover 
of  the  Wisconsin  Medical  Journal.  Vertical  photos  are  preferred,  but  horizontal  photos  are  accepted.  Entrants 
retain  all  other  rights  to  their  photographs. 

Entries  must  be  original  prints  or  slides  in  color  or  black  and  white.  Prints  may  be  mounted,  but  not  framed, 
and  mount  size  should  not  exceed  11x14.  Negatives  must  be  available  for  all  prints. 

The  back  of  each  photograph  must  bear  the  photographer’s  name,  address  and  phone  number,  and  the  title— if 
any— of  the  photo.  Enclose,  preferably  on  a separate  sheet,  a brief  description  of  where,  when  and  how  the  photo 
was  taken.  If  possible,  note  the  make  and  model  of  camera  and  lens  used  for  each  photo,  film  used,  exposure 
settings,  and  any  special  equipment.  Previously  published  material  may  be  entered;  however,  please  include  the 
information  on  when  and  where  the  photo  has  appeared. 

The  WMJ  cannot  be  responsible  for  entries— so  do  not  send  your  only  copy. 

Deadline:  All  entries  must  be  postmarked  no  later  than  February  15,  1991.  Send  entries  to:  Photo  Contest, 
Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI  53701. 


Scientific 


Patterns  of  red  blood  cell  use  in  southeastern  Wisconsin 


Kathryn  J.  Gaspard,  PhD  Jay  E.  Menitove,  MD  Jerome  L Gottschall,  MD,  and 
Janice  G.  McFarland,  MD,  Milwaukee 

We  conducted  a retrospective  study  of  red  blood  cell  use  in  southeastern 
Wisconsin  to  characterize  transfusion  practices  and  provide  data  for 
designing  educational  programs.  Charts  of  533  patients  who  received  3,006 
units  of  blood  at  ten  hospitals  were  reviewed.  Demographic,  diagnostic, 
surgical,  and  laboratory  data  and  indications  for  transfusion  were  obtained. 
Mean  blood  use  per  patient  (U/pt)  was  5.6,  7.2,  and  4.1  units  for  all  patients, 
surgical  and  non-surgical,  respectively.  Fifty  percent  of  the  patients 
underwent  surgery,  used  64%  of  the  blood,  and  required  more  post- 
operatively  (4.2  U/pt)  than  intraoperatively  (2.8  U/pt).  Open-heart 
surgeries  required  32%  of  all  blood.  Eighty-two  percent  of  postoperative 
transfusions  occurred  when  the  hematocrit  was  less  than  or  equal  to  30%. 
Only  2.8%  of  eligible  elective  surgery  patients  made  pre-deposit  autologous 
donations  and  contributed  1%  of  the  total  blood  used.  Wis  Med  J 
1990 ;89  (9) : 507-5 10. 


Transfusion  of  red  blood  cells 
and  whole  blood  increased  from 
84,000  units  in  1978  to  nearly  111,000 
in  1987  in  southeastern  Wisconsin. 
This  increase  prompted  a 
retrospective  study  of  red  cell  and 
whole  blood  use  in  hospitals  served 


From  the  Blood  Center  of  Southeastern 
Wisconsin  Milwaukee:  Dr  Gaspard  is  the 
education  supervisor;  Dr  Menitove  is  the 
medical  director;  Dr  Gottschall  and  Dr 
McFarland  are  associate  medical 
directors.  Reprint  requests  to:  Kathryn  J. 
Gaspard,  PhD,  The  Blood  Center  of 
Southeastern  Wisconsin,  1701  W 
Wisconsin  Ave,  Milwaukee,  WI  53233: 
(414)937-6220.  Supported,  in  part,  by  the 
National  Heart,  Lung,  and  Blood  Institute 
Grants  HL-35207  and  HL01376.  Copyright 
1990  by  the  State  Medical  Society  of 
Wisconsin. 


by  the  Blood  Center  of  Southeastern 
Wisconsin.  The  study  objectives  were; 
1)  to  determine  patterns  of  red  cell 
and  whole  blood  use  and  compare 
them  with  previous  observations;  2) 
to  identify  indications  and  reasons 
for  transfusion;  3)  to  identify 
inappropriate  transfusion  practices; 
and  4)  to  form  a data  base  appropriate 
to  the  region  for  designing  educational 
programs  for  physicians. 

Methods 

Patients.  Data  were  collected  from 
patient  records  at  ten  hospitals  in  the 
Milwaukee  metropolitan  area.  Blood 
transfused  at  these  hospitals 
accounted  for  70%  of  the  blood 
supplied  by  the  Blood  Center  of 
Southeastern  Wisconsin.  Two  of  the 
selected  institutions  were  teaching 


hospitals,  and  open-heart  surgery  was 
performed  at  seven  of  the  ten 
hospitals. 

Adults  transfused  with  red  cells 
and  whole  blood  during  two  target 
weeks  in  1987  were  identified  from 
hospital  blood  bank  records. 
Randomly  selected  hospital  charts, 
representing  60%  of  these  patients, 
were  reviewed.  Data  related  to 
transfusions  during  the  entire  hospital 
admission  were  collected  for  each 
patient  studied. 

Data  collection.  Demographic  data 
included  age,  sex,  length  of  admission 
and  discharge  disposition.  Diagnoses 
and  surgical  procedures  were  coded 
according  to  the  International 
Classification  of  Diseases,  9th 
Revision,  Clinical  Modification  (ICD9 
CM)  format1 

Red  cells  or  whole  blood  transfused 
each  day  (24-hour  period  beginning 
at  midnight)  of  the  hospital  stay  were 
recorded  by  number  given  and  time 
of  transfusion.  Each  24-hour  period 
in  which  transfusions  were  given 
constituted  a transfusion  episode. 
Surgical  blood  transfusions  were 
classified  as  those  provided  prior  to 
surgery,  during  surgery  or  after 
completion  of  surgery. 

Laboratory  and  clinical  data 
supporting  the  decision  to  transfuse 
included  hematocrit  (hemoglobin 
concentration),  vital  signs,  symptoms 
of  anemia,  and  blood  loss.  These  data 
were  recorded  when  available. 
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Statements  by  the  ordering  physician 
related  to  the  indications  for 
transfusion,  if  present  in  the  progress 
notes,  were  recorded.  Examples 
include  reference  to  the  hemoglobin 
concentration  on  the  day  of 
transfusion  followed  by  a plan  to 
transfuse,  a discussion  of  symptoms 
of  anemia  followed  by  a transfusion 
plan,  and  statements  about  a target 
hemoglobin  level  followed  by  a plan 
to  transfuse. 

For  each  transfusion  episode 
identified  by  the  reviewers,  an  attempt 
was  made  to  classify  the  reason  for 
transfusion.  These  reasons  were  not 
usually  stated  explicitly  in  the  medical 
record  but  were  inferred  from  the 
patient’s  diagnosis  or  surgical 
procedure. 


Statistical  analysis.  The  Statistical 
Analysis  System  (SAS)  program 
package  was  used.2  Analysis  of 
Variance  (AN OVA)  and  Duncan’s 
Multiple  Range  test  or  t-test  analysis 
were  used  where  appropriate. 

Results 

Charts  of  533  randomly  selected 
transfused  patients  were  reviewed. 
These  patients  received  3,006  units 
of  packed  red  cells  or  whole  blood 
during  1,472  transfusion  episodes. 

The  mean  total  blood  use  was  5.6 
U/pt  The  median  and  mean  age  was 
62  (range  15-96  years);  49%  of  the 
patients  were  male.  Eighty-five 
percent  of  the  patients  were 
discharged  after  a mean  stay  of  15.4 
days,  while  12%  expired  after  a mean 


stay  of  27  days  (p  < 0.01) . Discharged 
patients  used  an  average  of  4.8  units 
of  red  cells  and  those  who  expired 
used  11.9  units  (p  < 0.01).  Patients 
who  died  during  hospitalization  were 
older  (66.7  years)  than  those  who 
were  discharged  (61.4  years,  p < 0.01). 

Four  major  diagnoses-circulatory, 
neoplastic,  gastrointestinal,  and 
musculoskeletal  disorders- 
accounted  for  77%  of  all  transfused 
patients  and  82%  of  transfused  blood. 

Fifty  percent  (266)  of  the  patients 
in  this  study  underwent  surgery  and 
used  64%  of  the  blood.  Blood  use  by 
surgical  patients  (7.2  U/pt)  was 
greater  than  by  non-surgical  patients 
(4.1  U/pt;  p = 0.001)  (Table  1) . Eighty 
percent  of  the  patients  with  circulatory 
diagnoses  had  open-heart  surgery  and 
required  more  blood  than  their  non- 
surgical  counterparts  (8.1  v 3.6  U/pt; 
p < 0.001).  Among  non-surgical 
patients,  those  with  a neoplastic 
diagnosis  used  more  blood  than  all 
other  diagnoses  except  gastroin- 
testinal (Duncan’s  Multiple  Range 
test). 

Blood  used  during  surgery  was 
analyzed  with  regard  to  time  of  use 
(ie,  preoperative,  intraoperative,  and 
postoperative)  extending  from  the 
end  of  surgery  to  discharge  or  death. 
Mean  blood  use  for  all  major  surgical 
groups  was  greater  following  surgery 
than  during  surgery.  The  average 
postsurgical  use  per  patient  was  4.2 
units  compared  to  2.8  units  used 
intraoperatively  (p=0.01).  Postoper- 
ative transfusions  represented  about 
60%  of  the  total  surgical  blood  use, 
and  80%  of  postoperative  blood  was 
given  in  the  first  24  hours  after 
surgery. 

During  surgery,  hematocrits  were 
recorded  but  could  not  be  linked  to  a 
specific  transfusion.  In  the 
postoperative  period,  pretransfusion 
hematocrits  were  available  for  more 
than  half  of  the  transfusion  episodes. 
The  mean  hematocrit  postsurgery  for 
the  major  surgical  groups  was  28.5%. 
Only  18%  of  postoperative  transfusions 
were  given  when  the  pretransfusion 
hematocrit  was  greater  than  30%. 


Table  l.-Red  cell  and  whole  blood  transfusions,  surgical  v non-surgical  related  to 
diagnosis. 


Surgical 

Non-surgical 

Surgical  vs 

Diagnosis 

Patients  Units/pt 

Patients 

Units/pt 

Non-surgical 

(n) 

(mean) 

(n) 

(mean) 

use* 

Circulatory 

123 

8.1 

33 

3.6 

p - 0.001 

Neoplasms 

46 

6.1 

53 

6.3 

GI  disorders 

15 

10.4 

54 

4.4 

Musculoskeletal 

47 

4.4 

39 

3.5 

Other 

35 

7.5 

88 

3.1 

p - 0.05 

All  diagnoses 

266 

7.2 

267 

4.1 

p - 0.001 

* Levels  of  significance  for  surgical  v non-surgical  units/patient,  (t-test) 


Table  2.-Inferred  reasons  for  use  of  red  cells  and  whole  blood. 

Reason 

% of  Transfusion  % of  Blood  used 
episodes 

Acute  surgical  blood  loss 

31.8 

42.3 

Acute  blood  loss 

15.3 

16.0 

Chronic  blood  loss 

12.0 

11.0 

Decreased  RBC  production 
(bone  marrow  failure) 

11.0 

9.1 

Anemia-chronic  disease 

11.0 

7.8 

Other-bums 

6.2 

4.4 

Reason  not  evident 

12.7 

9.4 
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Reasons  for  red  cell  transfusion 
were  inferred  from  the  review  of 
patient  charts  (Table  2).  Thirty-two 
percent  of  the  transfusions  were  given 
in  a setting  of  acute  surgical  blood 
loss  (defined  as  blood  loss  during 
and  continuing  two  days  after 
surgery).  These  transfusions 
accounted  for  42%  of  all  blood 
transfused.  Fifty  percent  of 
transfusions  were  given  for  non- 
surgical  acute  or  chronic  blood  loss, 
bone  marrow  disease,  or  anemia 
associated  with  a chronic  disease. 
Patients  diagnosed  with  renal  failure 
represented  60%  of  those  with  anemia 
of  chronic  disease  and  required  5%  of 
all  transfused  blood.  Physicians  noted 
specific  indications  for  transfusion  for 
only  35%  of  the  transfusion  episodes. 

Only  11%  of  blood  used  for  surgical 
or  non-surgical  patients  were  single- 
unit transfusions  and  were  evenly 
distributed  among  major  surgical  or 
diagnostic  categories.  The  most 
frequent  number  of  red  cell  units 
transfused  was  two;  the  median  was 
four  units  for  surgical  patients,  two 
units  for  non-surgical  patients  and  2.5 
units  for  the  total  patient  population 
(Fig).  Seventy-five  percent  of  all 
transfused  patients  received  four  or 
fewer  units,  while  20%  received  11  or 
more  units.  Patients  who  received  20 
or  more  units  of  red  cells  had  complex 
surgery,  a long  hospital  stay  (mean  of 
54  days)  and  a mortality  rate  of  33%, 
compared  to  12%  for  the  entire  group. 

Autologous  blood  was  collected 
prior  to  surgery  from  2.8%  of  all 
patients,  but  represented  only  1%  of 
the  total  blood  used  in  this  study. 
Presurgical  hematocrit  values  were 
available  for  44  of  the  130  elective 
surgical  patients.  Twenty-five  of  these 
44  (57%)  had  hematocrits  in  excess  of 
34%.  Extrapolating  to  all  elective 
surgical  patients,  74,  or  14%,  of  the 
total  of  533  might  have  contributed 
up  to  12%  of  the  blood  used  in  the 
study. 

Discussion 

In  the  Milwaukee  area,  mean  red  cell 
use  for  the  years  1977  and  1982  was 


estimated  at  2.7  and  3.3  units  per 
patient  National  data  from  1979  was 
comparable.3-4  Similarly,  surgical  red 
cell  use  in  Milwaukee  averaged  3.6 
U/pt  in  1977  (Lang  GE:  unpublished 
data  1977)  and  3.9  U/pt  in  1982  (Lang 
GE:  unpublished  data  1982)  following 
national  trends  reported  for  a similar 
period.3  There  is  no  national  estimate 
available  with  which  to  compare  the 
apparent  rise  in  surgical  use  of  red 
cells  as  reported  in  this  study. 

An  increase  in  open-heart  surgeries 
may  account  for  the  elevated  blood 
use  by  surgical  patients.  In  this  study, 
about  25%  of  all  transfused  patients 
had  open-heart  surgery,  while  10% 
had  surgery  for  a neoplastic  condition 
or  to  repair  a fracture.  In  Friedman’s 
study,  the  leading  use  of  blood  for 
surgery  was  for  neoplasms  and 
fractures,  while  about  10%  of  the  blood 
went  to  cardiovascular  surgery.3  In 
the  intervening  years,  the  frequency 
of  open-heart  surgery  in  older  patients 
has  increased.5 

The  complexity  of  the  procedure, 
as  well  as  the  increasing  age  of  the 
patients,  may  have  contributed  to  the 
increased  surgical  use  of  red  cells.  In 
Milwaukee,  average  blood  use  for 
open-heart  surgery  increased  from 
4.5  U/pt  in  1977  (Lang  GE: 
unpublished  data  1977)  to  8.9  U/pt  in 


1987,  while  Friedman  et  al  reported 
use  of  4.7  U/pt  in  1979  for  surgery 
related  to  ischemic  heart  disease.3 

Patient  age  may  be  a factor 
contributing  to  increasing  use 
patterns.  Cardiovascular  surgery 
patients  used  the  most  blood  and  had 
a mean  age  of  64.5  compared  with  the 
overall  mean  age  of  62  years.  There 
was,  however,  no  correlation  between 
blood  use  and  age  in  cardiovascular 
or  other  types  of  surgery  (data  not 
shown).  Other  studies,  however,  have 
found  a relationship  between  age  and 
increased  blood  use  in  surgery.3-6 

Most  charts  did  not  have  a notation 
about  blood  loss  in  either  the  operative 
note  or  the  anesthesia  record.  It  was 
assumed,  however,  that  if  a patient 
underwent  surgery  and  received  a 
blood  transfusion,  the  blood 
transfusion  was  given  for  surgical 
blood  loss.  It  was  surprising  to  note 
that  60%  of  transfusions  for  surgical 
patients  were  given  postoperatively. 
Eighty  percent  of  these  units  were 
given  within  24  hours  of  surgery. 

Examination  of  the  average 
number  of  units  transfused  per  patient 
does  not  distinguish  between  modest 
increases  for  all  patients  and  large 
increases  for  a small  number  of 
patients.  In  this  study,  20%  of  the 
patients  received  more  than  ten  units 
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Fig-Total  red  cell  products  transfused. 
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and  accounted  for  the  increased  mean 
number  of  units  per  patient  This 
occurred  among  surgical  as  well  as 
non-surgical  patients.  Unfortunately, 
previous  studies  did  not  report  median 
usage  data  for  comparison. 

One  of  the  objectives  of  the  study 
was  to  identify  inappropriate 
transfusion  practices.  Three  potential 
areas  of  concern  were  examined: 
pretransfusion  hematocrit  values, 
single-unit  transfusions,  and  use  of 
autologous  donations. 

Eighty-two  percent  of  postsurgery 
transfusions  were  given  when  the 
hematocrit  was  less  than  or  equal  to 
30%.  Only  35%  of  transfusion  episodes 
were  associated  with  a notation 
describing  the  indication  for  the 
transfusion.  The  majority  of  these 
notes,  however,  referred  to  a 
hematocrit  below  30%  suggesting  that 
the  transfusion  trigger  is  a hematocrit 
of  30%  or  below. 

Single-unit  transfusions  comprised 
1 1%  of  blood  used  in  surgical  and  non- 
surgical  patients.  In  contrast, 
Friedman  et  al3  reported  use  of  one- 
unit  transfusions  in  19.9%  of  surgical 
and  13.5%  of  non-surgical  patients. 
The  apparent  decline  in  use  of  single 
units  suggests  that  better  transfusion 
practices  are  being  implemented. 

We  estimated,  in  this  study,  that 
about  12%  of  blood  given  could  have 
been  derived  from  the  predeposit 
autologous  donations  of  14%  of  the 
patients.  This  compares  with  Toy’s 
1987  estimate  of  10%  of  transfused 
blood  derived  from  pre-donation  by 
eligible  persons.7  In  our  region  in 
early  1987,  autologous  donations 
accounted  for  only  1%  of  all  blood 
used.  Subsequently,  physician  and 
patient  awareness  have  increased 
autologous  donations  to  4%  of  the 


blood  collected  in  1988,  about  one- 
third  of  our  estimated  maximum. 

Recently,  an  NIH  Consensus 
Conference  addressed  perioperative 
red  blood  cell  transfusion  issues.8  The 
“10/30  rule”  (ie,  a hemoglobin 
concentration  of  less  than  10  g/dL  or 
a hematocrit  of  less  than  30%)  for 
deciding  to  order  red  cell  transfusions 
was  considered  outmoded.  Instead, 
the  expert  panel  suggested  that 
oxygen-carrying  demands  can  be  met 
by  a hemoglobin  concentration  of  7 
g/dL  (hematocrit-2 1%)  when 
intravascular  volume  is  adequate  for 
perfusion  in  the  majority  of  patients. 
Our  data  were  collected  prior  to  the 
publication  of  the  consensus 
conference  report  and,  as  such, 
present  a baseline  for  evaluating  the 
effect  of  the  conference  statement  on 
clinical  practice. 

This  regional  retrospective  study 
of  red  blood  cell  use  identified 
changing  patterns  of  transfusion 
practice.  Surprisingly,  red  cell  use 
per  patient,  whether  surgical  or  non- 
surgical,  increased  over  the  last  8-10 
years  despite  the  increased  awareness 
of  transfusion-transmitted  disease. 
The  increase  in  average  number  of 
units  transfused  per  patient  appears 
to  reflect  the  disproportionate  use  of 
transfusion  by  a subset  of  severely  ill 
patients. 

Educational  programs,  based  on 
these  data,  will  focus  on  the  need  to 
increase  the  use  of  autologous  blood 
donations,  to  eliminate  the  arbitrary 
transfusion  trigger  based  on  a 
laboratory  value8  and  to  better 
document  the  indications  for 
transfusion. 
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Coronary  reconstruction  in  a patient  with  patent  double 
Vineberg  implants  and  subclavian  stenosis 


Richard  T.  Shore,  MD,  and  Marc  N. 
Blum,  MD,  Milwaukee 

PATIENTS  WHO  HAVE  UNDERGONE 
bilateral  Vineberg  implants 
represent  an  interesting  challenge  to 
the  redo  cardiovascular  surgeon.  The 
internal  mammary  artery  (IMA)  graft 
with  its  superior  patency  rate  and 
favorable  influence  on  morbidity  and 
mortality,  is  the  conduit  of  choice  for 
direct  myocardial  revascularization.1 
Previous  use  of  this  graft  for  Vineberg 
implantation  often  renders  the  artery 
unsuitable  for  direct  coronary 
anastomosis.  One  must  also  consider 
the  beneficial  contribution  of  a 
longstanding  patent  Vineberg  to 


myocardial  sinusoids,  arterials  and 
coronary  collaterals.2  A repeat 
operation  for  myocardial  revascu- 
larization (redo)  for  these  patients 
requires  optimal  use  of  the  internal 
mammary  arteries  if  long-term 
patency,  as  well  as  complete 
revascularization,  is  to  be  achieved. 
We  present  a case  report  to  illustrate 
our  approach  to  these  patients. 

Case  report 

A 51-year-old  man  underwent  a double 
Vineberg  procedure  in  1967  at  the 
Cleveland  Clinic  for  3-vessel  coronary 
artery  disease.  He  continued  to 
experience  Class  II  angina 
postoperatively,  but  functioned  well 


as  a full-time  field  engineer.  In  1987, 
his  angina  moved  to  Class  III  despite 
intensive  medical  therapy.  There  were 
no  cerebrovascular  symptoms.  In 
1989,  a repeat  catheterization  was 
deemed  advisable.  The  patient’s 
physical  examination  was  notable  for 
bilateral  carotid  bruits  and  absent 
pulses  in  the  left  upper  extremity. 
The  results  of  an  exercise  stress  test 
were  positive  and  a Thallium  scan 
showed  reversible  ischemia  of  the 
posterior  wall.  A 2-dimensional 
echocardiogram  and  multiple  gaited 
aquisitions  (MUGA)  showed  normal 
left  ventricular  function  with  an 
ejection  fraction  of  56%. 

The  cardiac  catheterization 


Fig.la 


Fig. 1b 


Fig  1. -Coronary  angiogram.  Severe  3-vessel  CAD  with,  A)  a patent  LIMA  (large  arrow ) to  the  marginal  system  and,  B)  RIMA  (small 
arrow)  to  the  LAD,  diagonal  systems. 
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Fig  2 -Aortic  arch  DSA.  Eighty  percent  stenoses  of  both  left  subclavian  (2A)  and  left  internal  carotid  arteries  (2B). 


revealed  severe  three  vessel  native 
coronary  disease  with  the  following 
stenoses:  left  main  60%;  left  anterior 
descending  coronary  artery  (LAD) 
100%  proximal  to  the  first  septal 
perforator;  circumflex  80%  between 
the  first  and  second  marginals.  A 
dominant  right  coronary  artery  was 
100%  occluded  proximally.  The 
Vineberg  implants  were  both  patent 
The  right  internal  mammary  artery 
(RIMA)  supplied  the  distal  LAD  and 
diagonal  systems.  The  left  internal 
mammary  artery  (LIMA)  collat- 
eralized to  a small  vessel  in  the 
marginal  system  (Fig  1).  An  80% 
stenosis  of  the  left  subclavian  artery 
proximal  to  the  LIMA  was  noted. 

An  intra  arterial  digital  subtraction 
angiogram  (DSA)  of  the  arch  revealed 
an  80%  stenosis  of  the  left  internal 
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carotid  and  moderate  stenosis  of  the 
left  vertebral  arising  from  the  arch 
(Fig  2). 

On  Aug  1,  1989,  a left  carotid 
endarterectomy  with  a vein  patch, 
and  a left  subclavian  to  left  common 
carotid  artery  bypass,  were  completed 
using  a Javid  shunt,  systemic 
heparinization  and  6 mm  Gortex  graft 
An  excellent  pulse  was  restored  to 
the  left  wrist.  On  postoperative  day  1, 
the  patient  developed  unstable  angina 
while  at  rest  in  the  intensive  care  unit, 
this  responded  to  medical  therapy 
and  he  was  taken  back  to  the  operating 
room  on  postoperative  day  2 for  redo 
myocardial  revascularization. 

In  the  process  of  taking  down  dense 
pericardial  adhesions,  the  RIMA  was 
transected.  The  patient  was  quickly 
placed  on  cardiopulmonary  bypass 
and  the  LIMA  was  snared.3  Using 
blood  cardioplegia  and  a single  aortic 
cross  clamp  technique,  saphenous 
vein  bypasses  were  constructed  as 
follows:  aorta  to  the  right  coronary 
artery  at  its  bifurcation;  aorta  to  the 
second  marginal;  aorta  to  distal  RIMA 
Endarterectomy  of  the  proximal  LAD, 
including  a septal  take-off,  was 
performed  with  vein  patch 


angioplasty.  The  LIMA  and  its 
contribution  to  the  marginal  system 
was  preserved.  Cardiopulmonary 
bypass  was  easily  weaned  and  the 
postoperative  course  was  notable  only 
for  pulmonary  edema  which 
responded  to  diuretics  and  transient 
atrial  fibrillation. 

A postoperative  Doppler 
ultrasound  of  the  subclavian  carotid 
bypass  showed  normal  flow  in  the  left 
internal  carotid  artery  and  a normal 
reversal  of  flow  from  the  carotid  into 
the  left  subclavian  (Fig  3) . The  patient 
was  discharged  in  good  condition  on 
postoperative  day  12. 

Discussion 

Although  internal  mammary  artery 
(IMA)  arteriography  provides  a 
morphologic  assessment  of  the 
implant,  (ie,  patency,  development  of 
collateral  flow,  and  communication 
to  the  coronary  arteries)  it  neglects 
the  physiologic  and  metabolic 
contribution  of  these  grafts.4 * &-5  6’7  The 
albumin  microsphere  technique8  has 
shown  the  importance  of  these  patent 
implants  to  regional  perfusion  at  the 
sinusoidal  and  precapillary  levels. 

Data  regarding  the  flow  and  relative 
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Fig  3.-Postoperative  Doppler  ultrasound  of  the  left  common  carotid  (LCC)  to  subclavian 
bypass  showing  the  reversal  of  flow  aiding  LIMA  inflow. 


value  of  patent  Vineberg  implants  is 
lacking.9  As  with  direct  myocardial 
revascularization  redo  cases,  one 
faces  a similar  dilemma  with  patent 
IMA  grafts  but  increasing  anginal 
symptoms  due  to  progressive  native 
coronary  disease.  We  feel  that  the 
sacrifice  of  IMA  grafts,  which  have 
been  patent  for  20  years,  does  not 
seem  reasonable.  Their  contribution 
should  be  preserved  where  possible, 
especially  if  deemed  angiographically 
significant  In  this  patient,  both 
Vinebergs  were  preserved.  Inflow  to 
the  LIMA  was  improved  with  a left 
common  carotid  to  subclavian  bypass. 
The  RIMA  supplied  a significant 
amount  of  blood  to  the  distal  LAD 
and  diagonal  systems.  Although  this 
could  not  be  preserved  in  its  entirety, 
it  was  reconstructed  proximally  with 
saphenous  vein  graft  Data  regarding 
the  natural  history  of  such  a composite 
graft  is  uncertain  but  its  appearance 
was  technically  quite  satisfactory  in 
the  operating  room.  The  proximal 
LAD  and  septal  perforator  were 
further  revascularized  with  an 
endarterectomy  and  saphenous  vein 
patch.  Complete  revascularization 
was  achieved  with  saphenous  vein 
grafts  to  the  right  and  second  marginal 
coronary  arteries. 

This  report  describes  a tailored 
approach  to  the  patient  with  patent 
Vineberg  implants,  atherosclerotic 
occlusive  disease  of  the  carotid  and 
subclavian  systems,  and  severe  3- 
vessel  coronary  disease  requiring 
redo  myocardial  revascularization. 
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chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity  Nizatidine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  lo 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  heated 
lactating  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother 

Pediatnc  Use-Safety  and  effechveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  ol  varying  durations  included  almost 
5,000  patients  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0,5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a vanety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine.  Lilly) 


Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevabon  (>500 IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
ot  elevated  liver  enzymes  overall  and  elevations  ot  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  ol  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CA/S-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  dials 
showed  no  evidence  ol  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  Hrreceptor  antagonist  This  patient 
had  previously  expenenced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported 

/nfegumenfa/-Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-heated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity-As  with  other  Hr receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross- sensitivity  among  this  class  has  been  observed,  Hrreceptor 
antagonists  should  not  be  administered  to  those  with  a history  ol  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensibvity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported 

Overdosage:  Overdoses  ot  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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New  federal  hospital  patient  transfer  requirements 


On  July  1,  1990,  new  and  stricter  hospital 
emergency  room  patient  transfer  requirements 
went  into  effect  in  all  hospitals  that  accept  federal 
funds  through  the  Medicare  program.  This  new  law 
arrived  in  the  form  of  Medicare  amendments  to  the 
original  anti-dumping  laws  created  by  the  federal 
Consolidated  Omnibus  Budget  Reconciliation  Act  of 
1985  (COBRA  '85)  and  are  found  in  the  Omnibus 
Budget  Reconciliation  Act  of  1989  (OBRA  '89).  This 
article  will  provide  an  explanation  of  the  new  law’s 
purpose  and  operation  as  it  affects  physicians,  and 
perhaps  reduce  the  confusion  created  by  the  factual 
and  fictional  accounts  to  which  physicians  may  have 
been  subjected. 

Congress  passed  the  original  patient  transfer 
requirements  in  1985  to  address  the  increasing  number 
of  complaints  from  various  sources  that  some  private 
hospitals  were  routinely  transferring  minority  and 
poor  patients  to  public  hospitals.  Further,  patient 
dumping-as  the  practice  is  called-was  increasing  at  an 
astronomical  rate.  Subsequent  to  COBRA’s 
implementation  in  1986,  hospitals  participating  in  the 
Medicare  program  have  been  required  to  provide 
appropriate  medical  screening  and  stabilizing  treatment 
to  any  person  who  comes  into  an  emergency 
department  regardless  of  the  patient’s  ability  to  pay  for 
those  services.  The  law  prohibited  patient  transfers  to 
other  hospital  emergency  rooms  that  were  not 
medically  necessary.  A hospital  was  not  required  under 
this  original  law  to  provide  treatment  or  perform 
examinations  beyond  the  capabilities  of  its  emergency 
department  Transfers  of  patients  who  were  not 
stabilized  were  allowed  if  one  of  two  conditions  were 
met  the  person  or  his  or  her  representative  requested 
the  transfer;  or  a physician  or  other  qualified  medical 
person  signs  a statement  attesting  that  the  medical 
benefits  of  transfer  outweigh  the  risks. 


By  some  estimates,  about  250,000  patients  in  need 
of  emergency  care  continue  to  be  transferred  each 
year  for  financial  reasons  despite  the  1986  ban.  With 
the  ranks  of  the  uninsured  growing,  Congress 
responded  in  late  1989  by  legislating  additional 
measures  that  expand  and  clarify  the  definition  of 
patient  dumping,  require  hospitals  to  notify  patients 
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about  their  right  to  care,  and  stiffen  penalties  for 
refusing  to  treat  or  inappropriately  transferring  patients 
based  on  the  patient’s  ability  to  pay  for  the  services. 
One  new  penalty  added  by  Congress  subjects 
physicians  to  fines  of  up  to  $50,000  and  exclusion  from 
the  Medicare  program  for  refusing  to  treat  a patient  in 
an  emergency  room  or  certifying  an  inappropriate 
patient  transfer.  The  new  law  also  expands  services 
that  must  be  provided  to  include  not  just  those  services 
provided  by  the  emergency  department  but  also 
ancillary  services  routinely  available  to  the  emergency 
department  This  change  brings  physicians  on  specialty 
call  to  the  emergency  department  under  the  law’s 
scope,  and  subjects  these  physicians  to  the  civil 
penalties  described  later  in  this  article. 

Although  the  secretary  of  the  US  Department  of 
Health  and  Human  Services  is  directed  to  provide 
regulations  that  add  further  definition,  the  new 
provisions  are  self-implementing. 

42  USC  §1395dd:  Examination  and  treatment 
for  emergency  medical  conditions  and  women  in 
labor 

Medical  screening  requirement.  Under  the  original 
anti-dumping  law,  a hospital  with  an  emergency 
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department  must  provide  for  an  appropriate  medical 
screening  examination  to  any  individual,  regardless  of 
eligibility  for  insurance  coverage  or  other  payment 
source,  who  comes  to  an  emergency  department  and 
requests  examination  or  treatment  for  a medical 
condition.  The  new  law  added  that  ancillary  services 
routinely  available  to  the  emergency  department  must 
be  provided  as  well. 

Necessary  stabilizing  treatment  for  emergency  medical 
conditions  and  labor.  The  original  law  stated  that  if  an 
individual  who  comes  to  the  hospital  is  determined  to 
have  an  emergency  medical  condition  or  be  in  active 
labor,  the  hospital  must  either  provide  within  the 
capacity  of  the  staff  and  facilities  available  further 
medical  examination  and  treatment  required  to  stabilize 
the  medical  condition  or  provide  for  treatment  of  labor, 
or  transfer  the  individual  to  another  medical  facility. 
(Appropriate  transfer  is  defined  later  in  this  article.) 
The  changes  in  the  law  delete  the  reference  to  active 
labor  so  that  patients  in  any  stage  of  labor  must  be 
provided  care  in  the  emergency  department  as  the 
term  is  defined  by  this  law. 

A hospital  may  not  delay  providing  required 
screening  or  treatment  to  inquire  about  the  individual’s 
method  of  payment  or  insurance  status. 

Refusal  to  consent  to  treatment  (§1395dd(b)(2) 
A hospital  is  released  of  its  responsibilities  under  this 
law  if  it  offers  to  provide  screening  and  treatment  to  a 
patient  or  his  or  her  representative,  informs  the  patient 
or  person  of  the  risks  and  benefits  of  these  services, 
and  after  this  offer  and  information,  the  patient  or 
person  acting  on  his  or  her  behalf  refuses  to  consent  to 
the  screening  or  treatment  In  the  same  manner,  the 
hospital  is  deemed  to  meet  the  law’s  consent 
requirements  if  after  being  informed  of  the  risks  and 
benefits,  the  patient  or  patient’s  representative  refuses 
to  consent  to  transfer  to  another  medical  facility.  In 
both  instances,  the  hospital  must  take  all  reasonable 
steps  to  secure  the  patienfi s (or  other  person’s)  written 
informed  consent  to  refuse  the  screening  and  treatment 
or  transfer. 

Appropriate  transfer 

As  a rule,  patient  transfers  to  another  medical  facility 
before  the  patient  is  stabilized  are  not  considered 
appropriate  transfers  unless  one  of  three  specific 
conditions  are  first  met; 

• the  patient  (or  other  person)  is  informed  of  the 
hospital’s  obligations  to  provide  care  and  the  risks 
of  transfer  and  requests  a transfer  in  writing; 

• a physician  signs  a certification  that,  based  upon  the 
information  available  at  the  time  of  transfer,  the 

Continued  on  page  520 
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medical  benefits  reasonably  expected  to  be  provided 
at  the  other  medical  facility  outweigh  the  risks  of 
transfer  to  the  patient  and , in  the  case  of  labor,  to  the 
unborn  child;  or 

• if  a physician  is  not  physically  present  in  the 
emergency  department  at  the  time  of  transfer,  a 
qualified  medical  person  signs  a certificate  after 
consulting  with  a physician  who  has  made  the  risk 
benefit  determination  and  subsequently 
countersigns  the  certificate. 

“Qualified  medical  person”  will  be  further  defined 
in  future  Department  of  Health  and  Human  Services 
rules. 

Five  additional  conditions  must  be  met  for  an 
appropriate  transfer: 

• the  transferring  hospital  provides  the  medical 
treatment  within  its  capacity  that  minimizes  the 
risks  to  the  patient’s  health,  and  in  the  case  of  a 
woman  in  labor,  to  the  health  of  the  unborn  child; 

• the  receiving  medical  facility  has  available  space 
and  qualified  personnel  and  has  agreed  to  accept 
and  treat  the  patient; 

• the  transferring  hospital  sends  all  medical  records 
or  copies  related  to  the  emergency  treatment  for 
which  the  patient  was  admitted  that  are  available  at 
the  time  of  transfer  (including  observations  of  signs 
and  symptoms,  preliminary  diagnosis,  treatment 
provided,  test  results,  patient  consent  for  or 
certification  of  transfer,  and  the  name  and  address 
of  any  on-call  physician  who  has  refused  or  failed  to 
appear  within  a reasonable  time  to  provide  the 
necessary  stabilizing  treatment); 

• qualified  personnel  and  transportation  equipment 
are  used  in  the  transfer,  including  the  use  of  medically 
necessary  and  appropriate  life  support  measures; 
and 

• other  requirements  are  met  that  the  secretary  of 
DHHS  may  find  necessary  in  the  interest  of  health 
and  safety  of  transfer  patients. 

Enforcement  and  penalites 
The  civil  monetary  penalty  for  violations  is  a fine  of  not 
more  than  $50,000  per  violation.  In  addition  to  a fine, 
the  responsible  physician  may  be  excluded  from  the 
Medicaid  and  Medicare  programs  for  a knowing  and 
willful  or  negligent  violation  of  these  provisions. 
Treatment  for  which  a physician  may  be  “responsible” 
now  includes  necessary  stabilizing  treatment  which 
should  have  been  provided  by  the  on-call  physician  but 
was  not  through  that  physician’s  refusal  or  failure. 
Physicians  may  also  be  in  violation  of  the  law  if  they 
knowingly  misrepresented  the  benefits  and  risks  of 
Continued  on  page  522 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon-  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 

53159-001-10. 
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Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 
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transfer  in  the  certification,  or  misrepresented  a 
patienf  s condition  or  other  information,  including  the 
hospital’s  obligation  to  provide  care  under  this  law.  A 
physician  is  not  subject  to  the  penalties  if  he  or  she 
determines  that  a patient  requires  the  services  of  a 
physician  listed  by  the  hospital  on  its  list  of  on-call 
physicians,  notifies  the  on-call  physician,  and  the  on- 
call  physician  fails  or  refuses  to  appear  within  a 
reasonable  time,  and  without  those  services  the  benefits 
of  transfer  outweighs  the  risks. 

In  addition  to  the  civil  penalties  outlined  above,  any 
person  who  suffers  personal  harm  as  a direct  result  of 
a violation  of  this  law  may  bring  a civil  action  against 
the  hospital.  The  law  further  provides  that  both  damages 
for  personal  injury  under  the  laws  of  the  state  in  which 
the  hospital  is  located  and  equitable  relief  may  be 
granted.  Further,  any  medical  facility  that  suffers  a 
financial  loss  as  a direct  result  of  a hospital’s  violation 
of  these  provisions  may  bring  an  action  in  civil  court 
against  the  hospital  and  obtain  damages  for  financial 
loss  as  allowed  by  the  laws  of  the  state  in  which  the 


hospital  is  located  and  appropriate  equitable  relief. 

The  law  protects  a physician  who  refuses  to  authorize 
a transfer  of  a patient  with  an  emergency  medical 
condition  that  has  not  been  stabilized  from  adverse 
actions  taken  or  penalties  imposed  by  a hospital  covered 
by  this  law. 

Miscellaneous  provisions 

The  anti-dumping  provisions  include  a section  defining 
critical  terms  like  “emergency  medical  condition,”  “to 
stabilize,”  and  “transfer”  that  go  beyond  the  scope  of 
this  article.  Also,  hospitals  are  required  to 
“conspicuously”  display  a sign  in  the  emergency 
department  that  explains  the  hospital’s  obligation  to 
provide  medical  care  under  the  law.  A hospital  must 
also  post  information  showing  whether  it  participates 
in  the  Medicaid  program.  It  is  expected  that  hospitals 
participating  in  the  Medicare  program  will  receive 
information  on  wording  and  adequate  patient 
notification  signage  from  the  Medicare  fiscal 
intermediary.Q 


Can  we  influence  adolescent  health  behavior? 


Douglas  L Piper,  PhD,  Monica  J. 
King,  MS,  and  Lisa  Wildner,  BS, 
Madison 

Adolescents  in  Wisconsin  are 
threatened  by  numerous  health 
problems  that  are  caused  by  their 
behavior.  These  behaviors  may  cause 
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PO  Box  309,  Madison,  WI  53701-0309. 
Copyright  1990  by  the  State  Medical 
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immediate  problems  and  commonly 
lead  to  unhealthy  life  patterns  which 
increase  the  risk  of  chronic  disease 
later  in  life.  Foremost  among  these 
behavioral  risks  are  poor  eating, 
tobacco,  alcohol  and  other  drug  use 
and  early  sexual  intercourse. 
Behavioral  scientists  have  been 
pursuing  health  promotion  research 
to  affect  these  behaviors,  especially 
in  tobacco  and  substance  abuse.  As  is 
often  the  case  in  research,  the  field’s 
early  discoveries  address  what  does 
not  work.  For  example,  programs  that 
focus  on  increasing  knowledge  and 
affective  education  approaches 
popular  in  the  1970s  have  not  proven 
effective  in  influencing  behavior. 
Furthermore,  programs  must  go 
beyond  the  classroom  setting  in  any 
serious  attempt  to  affect  adolescent 
substance  use.u  There  are,  however, 
some  promising  techniques  available 
to  help  us  influence  adolescent  health 


behavior.34 

The  following  article  discusses  the 
Healthy  for  Life  Project,  a health 
promotion  program  for  middle  school 
students,  which  is  based  on  recent 
behavioral  research.  It  is  unique 
because  its  goal  is  to  influence  the 
behavior  of  adolescents  in  five 
behavioral  risk  areas  which  tend  to 
cluster  among  certain  adolescents: 
nutrition,  tobacco,  alcohol,  marijuana 
and  human  sexuality.56,7  Also 
discussed  is  the  role  physicians  can 
play  in  preventing  these  health  risk 
behaviors  among  adolescents  in  their 
communities. 

The  project 

Middle  school  students  (6th,  7th  and 
8th  graders)  were  targeted  for  the 
intervention  to  reach  adolescents 
when  they  are  most  likely  to  begin 
using  substances,  become  sexually 
active,  and  increasingly  make  their 
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Substance  use  rates  for  Wisconsin  adolescents,  1988-1989 


6th  grade 

8th  grade  10th  grade 

12th  grade 

Alcohol 

11% 

31% 

52% 

62% 

Cigarettes 

5% 

23% 

31% 

36% 

Marijuana 

0% 

5% 

12% 

16% 

Smokeless  tobacco 

1% 

5% 

8% 

8% 

Data  indicate  the  use  of  substances  once  or  more  in  the  past  30  days.8 


own  food  choices.  The  Table  gives 
the  substance  use  rates  among 
Wisconsin  adolescents. 

Healthy  for  Life  (HFL)  is  a research 
project  funded  by  the  National 
Institute  on  Drug  Abuse  to  test  two 
versions  of  a multi-faceted  health 
promotion  program  in  27  middle 
schools  in  Wisconsin.  HFL  has  the 
overall  goal  of  providing  adolescents 
with  the  social  competencies 
necessary  to  handle  the  social 
situations  where  high  risk  behaviors 
are  expected  by  others.  The  program 
includes  three  segments:  an 
innovative  school  curriculum,  a family 
component  involving  direct  mailings, 
and  a comprehensive  community 
component  An  extensive  evaluation 
of  the  program’s  effects  on  adolescent 
health  behavior  is  integral  to  the 
project 

The  theoretical  foundation  of  the 
Healthy  for  Life  Program  is  an 
understanding  that  an  adolescent’s 
health  behavior  is  determined,  in  large 
part,  by  social  influences.  The 
behaviors  covered  by  HFL-eating, 
drinking  alcohol,  smoking  or  chewing 
tobacco,  using  marijuana  and  sexual 
activity-all  occur,  by  and  large,  in 
social  groups.  Adolescents  are  heavily 
influenced  by  their  perception  of  the 
social  norms  of  the  immediate 
situation.  This  is  a natural  result  of 
the  agenda  of  adolescence:  to 
establish  an  identity  independent  of 
the  family  of  origin.  This  process 
involves  searching  for  a place  in 
various  social  groups  and 


investigating  different  social 
identities.9  The  health  behaviors 
addressed  by  HFL  have  significant 
social  meaning  to  the  youth  involved.10 

The  aim  of  HFL  is  to  establish 
healthy  behaviors  as  the  expected 
norm  within  four  social  networks 
which  affect  an  adolescent’s  health 
behavior.  Peers  are  becoming  more 
influential  during  adolescence  but 
families  are  still  very  important, 
especially  as  purveyors  of  values.  The 
school  and  community  also  have  great 
influence  on  middle  school  students 
(Fig).  HFL  has  been  designed  to  reach 
multiple  social  networks  to  influence 
the  health  behavior  of  the  students. 
Consistent  health  messages  are  given 
to  the  adolescents  in  different  ways 
by  their  parents,  at  school,  by  then- 
peers  and  in  their  community 
activities.  HFL  communicates  to  the 
students,  in  ways  with  which  they 
can  identify,  a specific  set  of  messages 
or  objectives  regarding  the  health 
behaviors  addressed. 


The  role  of  health  care  professionals 
As  influential  members  of  the 
community,  physicians  and  other 
health  care  professionals  can  assist 
health  promotion  programs  for 
middle  school  students  in  three 
primary  ways.  First,  they  are  a credible 
source  for  factual  health  information. 
Adolescents  make  an  assessment  of 
the  credibility  of  the  source  of  the 
messages  they  receive.  While  other 
sources  are  more  influential  in  other 
networks  (eg  peers  for  social 
considerations  and  the  family  and 
church  for  values),  health 
professionals  are  viewed  as  the 
experts  on  health  information. 

Second,  physical  exams  offer  an 
opportunity  to  discuss  behaviors 
which  influence  an  adolescent’s 
health  as  suggested  by  the  American 
Academy  of  Pediatrics.11  Research 
indicates  that  adolescents  have  a great 
number  of  unanswered  questions 
regarding  fitness  and  appearance, 
nutrition,  sexuality  and  the  use  of 
substances.12-13 

Third,  and  perhaps  most 
importantly,  physicians  and  other 
health  care  professionals  can  learn 
about  adolescent  health  promotion 
programs  in  their  communities, 
discuss  them  with  their  adolescent 
patients,  and  reinforce  the  program’s 
messages.  For  example,  two  HFL 
messages  needing  reinforcement  are 
that  a)  the  use  of  tobacco,  alcohol  and 
marijuana  is  unhealthy,  and  b) 
intercourse  is  inappropriate  for 
adolescents  and  a discussion  of  family 
Continued  on  next  page 
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Continued  from  preceding  page 
values  is  crucial  in  determining 
appropriate  sexual  behavior.  Health 
care  professionals  can  offer  additional 
support  by  becoming  a member  of  a 
community  task  force  addressing 
health  issues,  such  as  those  organized 
by  HFL  Health  care  professionals 
have  the  expertise  to  ensure  that 
suggested  programs  have  been 
thoroughly  evaluated  and  clearly 
focus  on  behavior  change. 
Furthermore,  they  are  serving  as 
visible  role  models  and  advocates  for 
healthy  behaviors. 

Each  Wisconsin  community  and 
school  district  faces  the  challenge  of 
addressing  these  serious  adolescent 
health  problems.  By  incorporating 
the  social  influences  model  of  health 
behavior  into  the  medical  model, 
health  care  professionals  can  be  key 
players  in  shaping  both  programs  and 
community-wide  health  norms. 
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• In  1986,  nearly  1,200  cases  of 
measles  in  the  age  group  16 
months  to  4 years  were  reported 
by  the  CDC,  which  found  83%  of 
the  cases  could  have  been 
prevented  through  adequate 
immunization. 

The  statement,  published  in  a 
recent  issue  of  AAP  News,  noted  that 
haemophilus  influenzae  type  B is  a 
major  cause  of  meningitis,  pneumonia 
and  other  serious  infections  in  infants 
and  children,  and  these 
recommendations  aim  to  decrease 
the  large  number  of  HIB  cases  in  the 
United  States.Q 
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HMO  financial  reports 


The  year-end  statements  for  the  first  quarter  of  1990  for  Wisconsin’s  HM  0 s are  outlined  in  the  following  chart  The  report 
was  provided  by  the  Office  of  the  Commissioner  of  Insurance  (OCI) . Numbers  do  not  tell  the  whole  story,  so  physicians 
requiring  further  information  should  contact  either  the  OCI  or  the  chief  financial  officer  of  the  HMO  in  question. 

Recognizing  that  the  report  does  not  give  physicians  current  or  perfect  information  on  the  HMO’s  financial 
performance  or  stability,  and  that  recent  legal  changes  have  increased  the  incentive  for  HMOs  to  enter  into  hold 
harmless  agreements  with  physicians,  the  SMS  sought  to  provide  greater  accountability  of  HMO  administrations  to  their 
contracting  physicians.^ 


Office  of  the  Commissioner  of  Insurance  HMO  1990  annual  statement  summary-unaudited 


Total 

Total 

Total 

Total 

Net 

Assets 

Liabilities 

Net  Worth 

Revenue 

Expenses 

Income 

Enrollees 

Aetna 

3,933,130 

3,356,175 

576,955 

2,651,757 

3,602,071 

(627,207) 

10,035 

Comm  Choice 

2,489,225 

2,172,415 

316,810 

1,879,077 

1,926,866 

(47,789) 

6,557 

Compcare 

21,931,634 

16,040,992 

5,890,642 

39,355,839 

39,160,134 

164,020 

150,480 

Dean 

30,057,885 

21,500,489 

8,557,396 

28,912,030 

25,012,586 

2,340,079 

105,311 

Family 

42,621,547 

23,055,797 

19,565,750 

25,405,237 

24,382,557 

1,022,680 

82,615 

GHC-EC 

3,632,476 

2,687,299 

945,177 

4,195,922 

4,045,206 

150,716 

14,741 

GHC-SC  WI 

11,070,831 

8,065,426 

3,005,405 

8,881,940 

8,190,341 

691,599 

34,338 

GLHP 

1,177,621 

649,762 

527,859 

929,902 

1,042,085 

(112,183) 

4,328 

HMO  Midwest 

2,795,519 

2,220,939 

574,580 

3,040,352 

2,965,772 

74,580 

8,759 

HMO  of  WI 

7,790,154 

5,283,674 

2,506,480 

10,179,252 

9,619,048 

343,704 

36,185 

Maxicare 

5,779,151 

3,114,137 

2,665,014 

6,002,518 

6,363,584 

(361,066) 

21,824 

Med  Assoc 

756,073 

112,267 

643,806 

896,055 

818,098 

77,957 

2,853 

Metlife 

1,807,691 

1,254,931 

552,760 

899,080 

1,158,529 

(262,449) 

2,554 

Midelfort 

4,361,379 

3,182,084 

1,179,295 

6,877,201 

6,485,868 

263,872 

23,075 

Network 

3,523,791 

2,796,479 

727,312 

6,472,730 

6,519,053 

(46,323) 

23,680 

NCHPP 

9,632,418 

6,123,371 

3,509,047 

8,486,341 

8,303,912 

182,429 

29,741 

Phys  Plus 

7,322,708 

5,221,699 

2,101,009 

17,224,092 

16,941,756 

169,406 

57,858 

Primecare 

27,147,023 

23,785,440 

3,361,583 

25,935,087 

27,200,094 

(1,265,007) 

99,416 

Samaritan 

16,345,402 

11,776,400 

4,569,002 

19,729,423 

19,829,229 

(114,806) 

74,069 

Security 

20,255,558 

15,023,705 

5,231,853 

20,507,387 

20,442,032 

65,355 

67,165 

U-Care 

4,726,759 

3,746,999 

979,760 

3,692,283 

3,421,583 

270,700 

13,578 

United 

2,915,793 

2,358,773 

557,020 

3,618,030 

3,600,365 

17,665 

16,234 

WHOIC 

22,345,409 

18,273,635 

4,071,774 

29,357,548 

28,096,153 

768,395 

110,181 

EHIC 

N/A 

N/A 

N/A 

9,434,484 

9,686,225 

(153,562) 

33,778 

Q-Care 

N/A 

N/A 

N/A 

3,040,971 

3,028,668 

12,303 

10,313 

Allhealth 

N/A 

N/A 

N/A 

762,100 

758,854 

3,246 

2,210 

WHPP-EC 

N/A 

N/A 

N/A 

992,395 

1,239,316 

(246,921) 

2,672 

WHPP-Oshk 

N/A 

N/A 

N/A 

1,444,430 

1,836,398 

(391,968) 

4,415 

WHPP-WisRap 

N/A 

N/A 

N/A 

300,384 

344,307 

(43,923) 

1,201 
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The  Wisconsin  mammography  quality  assurance  program 


Mark  Bunge,  RT (R) , Judith  A.  Zvara, 
MA,  and  Patrick  L Remington,  MD, 
Madison 

Recently,  a national  television 
network  broadcast  a 3-part  news 
report  about  mammography  entitled 
“The  Dangers  and  Importance  of 
Mammograms”  (NBC  Nightly  News, 
June  20-22,  1990).  In  this  report, 
women  were  cautioned  about  the 
health  risks  associated  with  getting  a 
mammogram  from  a poor  quality 
mammographic  unit  Following  this 
story,  hundreds  of  telephone  calls 
were  received  by  the  American 
Cancer  Society  from  women  asking 
about  the  quality  of  mammographic 
equipment  in  communities  in 
Wisconsin.  In  this  report,  we  describe 
an  ongoing  quality  assurance  program 
conducted  by  the  Wisconsin 
Department  of  Health  and  Social 
Services  which  ensures  that  all 
mammography  equipment  in  the  state 
is  safe  and  effective. 

Since  1987,  the  Wisconsin 
Department  of  Health  and  Social 
Services,  Division  of  Health,  Section 
of  Radiation  Protection  has  conducted 
a mammography  quality  assurance 
program.  Through  this  program, 


Bunge  is  the  supervisor  of  the  Device 
Registration  and  Inspection  Unit,  Section 
of  Radiation  Protection,  Wisconsin 
Division  of  Health.  Dr  Remington  is  a 
medical  epidemiologist  in  the  Chronic 
Disease  Surveillance  Unit,  Section  of 
Environmental  and  Chronic  Disease 
Epidemiology,  Wisconsin  Division  of 
Health.  Zvara  is  the  cancer  program 
coordinator  in  the  Chronic  Disease 
Surveillance  Unit  Part  of  this  work  was 
made  possible  by  a grant  from  the  National 
Cancer  Institute  (#R01-CA-46883).  Reprint 
requests  to:  Patrick  Remington,  MD, 
Wsconsin  Division  of  Health,  1 W Wilson 
St,  Madison,  WI  53701-0309.  Copyright 
1990  by  the  State  Medical  Society  of 
Wisconsin. 


mammography  equipment  is 
periodically  tested  for  image  quality, 
radiation  exposure,  and  film 
processing  efficiency.  All  182  facilities 
(with  a total  of  200  machines) 
registered  with  the  department  during 
1989  as  having  mammography 
equipment  were  tested  between 
January  1989  and  January  1990  (Fig). 
The  results  of  the  testing  are 
presented  here. 

Quality  assurance  methods 
Image  quality.  The  quality  of  the  breast 
image  in  the  mammogram  was  tested 
through  the  use  of  a breast  phantom, 
a thick  block  of  lucite  plastic  that  on  x- 
ray  is  similar  in  appearance  to  breast 
tissue.  A wax  insert  inside  the 
phantom  contains  objects  of  three 
types:  nylon  fibrils  ranging  in  size 
from  1.56  to  0.4  mm;  aluminum 
clusters  ranging  from  0.74  to  0.20 
mm;  and  polystyrene  masses  ranging 


from  2.0  to  0.25  mm.  Facilities  take 
two  films  of  the  phantom  using 
exposure  techniques  for  a 4.5  cm 
compressed  breast  composed  of  50% 
adipose  and  50%  glandular  tissue.  To 
pass  the  image  quality  test,  each  film 
must  visualize  at  least  10  of  the  objects 
in  the  phantom,  criteria  which  is 
similar  to  that  of  the  American  College 
of  Radiology. 

Radiation  exposures.  The  radiation 
exposure  during  a typical  examination 
was  determined  using  thermo- 
luminescent dosimeters  (TLDs). 
These  devices  are  placed  directly  on 
the  breast  phantom  for  one  film  in 
order  to  measure  the  exposure  for 
the  average  patient  The  TLDs  are 
interpreted  by  the  University  of 
Wisconsin  Medical  Physics  Depart- 
ment The  maximum  permissible 
dose  is  0.40  RAD  to  the  glandular 
tissues  per  craniocaudal  exposure, 
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Wisconsin  mammography  quality  assurance  program  results,  1989 

Number  of  facilities  tested 

185 

Number  of  machines  tested 

200 

1.  Average  number  of  objects  visualized 

11 

(Range) 

(10-14) 

2.  Average  glandular  dose 

158  mRad 

(Range) 

(29  - 464  mRad) 

Average  skin  entrance  dose 

744  mRad 

(Range) 

(158-1,959  mRad) 

3.  Average  processor  efficiency 

103% 

(Range) 

(65-140+%) 

Number  of  facilities  that  failed 

the  quality  assurance  test 

2 

which  is  consistent  with  American 
College  of  Radiology  requirements 
for  the  certification  of  mammography 
equipment. 

Film  processor  efficiency.  The  quality 
of  the  film  processor  was  tested  by 
having  each  facility  process  a pre- 
exposed sensitometry  film  and  then 
return  it  to  the  Section  of  Radiation 
Protection  for  evaluation.  The 
evaluation  method  used  is  the 
Sensitometric  Testing  of  the 
Efficiency  in  Processing,  or  STEP  test 
A processor  is  considered  acceptable 
if  the  film  processing  is  determined 
to  be  within  a range  of  80%  to  120%. 

Results 

All  facilities  passed  the  image  quality 
test  and  were  able  to  visualize  at  least 
10  of  the  objects  in  the  breast  phantom 
(Table).  This  indicates  that  all  of  the 
facilities  are  producing  high  quality 
radiographs.  Some  facilities  were  able 
to  visualize  even  the  0.25  mm 
polystyrene  masses  in  the  phantom. 
Although  some  facilities  failed  to 
visualize  the  0.5  mm  masses,  many  of 
these  facilities  had  poor  contrast  films 
related  to  the  type  of  x-ray  equipment 
they  were  using  or  were  using  non- 
grid techniques. 

All  but  two  of  the  facilities  passed 
the  radiation  exposure  test.  The 
average  exposure  was  158  mRad,  well 
below  the  recommended  maximum 


exposure  of  400  mRad.  Two  of  the 
facilities  failed  the  radiation  exposure 
test  by  exceeding  the  recommended 
dose.  Both  of  these  facilities  were 
using  general  purpose  x-ray  machines 
with  xeroradiography  for  imaging. 
Both  facilities  failed  the  quality 
assurance  test  and  were  denied  a 
variance. 

Overall,  most  facilities  have  high 
quality  film  processing  techniques. 
The  average  film  processor  efficiency 
was  103%,  with  a range  of  65%  to 
140+%.  Some  facilities  are  using  so- 
called  push  processing  techniques, 
which  cause  the  standard  test  to  read 
high.  Although  the  range  is  still  wide, 
there  has  been  improvement  in 
processor  quality  control  over  the  last 
3 years. 

Comment 

The  results  of  the  quality  assurance 
program  described  above  show  that 
mammography  equipment  used  in 
Wisconsin  provides  a radiation  dose 
well  within  accepted  safety  limits. 
Most  facilities  are  producing  high 
quality  radiographs  and  the  film 
processor  efficiency  is  good.  In 
instances  where  film  quality  was  not 
good,  the  reasons  were  determined 
and  corrected.  Therefore,  women  in 
Wisconsin  and  their  health  care 
providers  can  be  reassured  that  all 
mammography  units  are  safe  and 
effective. 


Series  coordinators 
The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of 
Environmental  and  Chronic 
Disease  Epidemiology,  and 
Patrick  Remington,  MD,  are 
coordinating  this  series  for  the 
Wisconsin  Medical  Journal.  The 
division,  under  a grant  from  the 
National  Cancer  Institute,  has 
been  working  with  the 
Wisconsin  Cancer  Council  and 
the  American  Cancer  Society  to 
increase  knowledge  among 
physicians  and  patients  about 
mammography  and  early  detec- 
tion of  breast  cancer.  The 
division’s  Cancer  Control  Pro- 
gram works  closely  with  the 
Radiation  Protection  Section  to 
disseminate  information  about 
mammography  quality  and 
availability  in  Wisconsin.  For 
more  information  about  the 
mammography  quality  assur- 
ance program  and  approved 
facilities  in  Wisconsin,  call  Mark 
Bunge  at  608-267-4784. 


Wisconsin  Administrative  Rule 
HSS  157  gives  the  Department  of 
Health  and  Social  Services  the 
authority  to  set  and  enforce  quality 
standards  for  mammography  units 
used  for  screening  in  the  state.  The 
Radiation  Protection  Section  will 
continue  to  test  mammography 
facilities  annually  using  the 
combination  of  methods  described  in 
this  report.  Quality  assurance  is  an 
important  part  of  every  prevention 
and  public  health  program,  not  only 
to  assure  high  quality  testing,  but 
also  to  provide  information  to 
physicians  and  their  patients. 
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Wisconsin’s  Clean  Indoor  Air  Act:  An  overview 


The  SMS  has  long  sought 
enactment  of  laws  to  reduce 
tobacco  consumption  in  our  society, 
and  in  the  past  session  of  the 
Wisconsin  Legislature  bills  were 
passed  to  expand  and  strengthen 
Wisconsin’s  Clean  Indoor  Air  Act 
This  law  is  intended  to  protect 
nonsmokers  from  the  health  hazards 
and  discomfort  associated  with 
inadvertently  inhaling  the  smoke  from 
other  people’s  tobacco  products.  A 
description  of  the  law,  its  penalties 
for  violation,  and  its  enforcement 
follow. 

The  law 

The  Clean  Indoor  Air  Act  (Wis  Stat 
101.123)  prohibits  smoking  in  the 
following  enclosed  indoor  areas: 

• public  conveyances: 

• educational  facilities; 

• inpatient  health  care  facilities; 

• indoor  movie  theaters; 

• offices; 

• passenger  elevators; 

• restaurants; 

• retail  establishments; 

• public  waiting  rooms;  and 
• any  enclosed,  indoor  area  of  a state, 
county,  city,  village  or  town 
building. 

The  smoking  prohibition  can 
legally  be  overcome  in  these  indoor 
settings  (except  in  buses  and  public 
schools)  if  the  person  in  charge  posts 
signs  that  designate  smoking  areas. 
Until  the  1989  Wisconsin  Act  97  was 
enacted,  the  prohibition  could  be 
completely  negated  if  signs  were 
posted  on  or  near  entrances  to 
buildings.  Act  97  now  prohibits 
designating  entire  buildings  as 
smoking  areas.  It  also  prohibits 
designating  entire  rooms  as  smoking 
areas  unless  the  main  occupants  are 
smokers.  WTien  designating  smoking 
areas,  the  person  in  charge  “...shall 
utilize,  if  possible,  existing  physical 
barriers  and  ventilation  systems...” 
and  shall  “...arrange  seating  to 


accommodate  nonsmokers  if 
smokers  are  adjacent  to  nonsmoking 
sections...” 

The  key  to  the  Clean  Indoor  Air 
Act  is  that  the  specified  indoor 
environments  are  assumed  to  be 
nonsmoking  areas  unless  smoking 
permitted  signs  are  posted. 

Most  complaints  about  effective- 
ness of  the  law  have  involved 
restaurants.  The  law  applies  to  all 
restaurants  with  seating  capacities  of 
more  than  50.  The  law  does  not  apply 
if  beer  and  liquor  sales  make  up  a 
majority  of  the  restaurants  receipts, 
nor  does  it  apply  to  rooms  within 
restaurants  used  for  private  functions, 
such  as  banquet  rooms  or  conference 
rooms.  Subject  to  the  above  vague 
requirements  on  barriers,  ventilation 
systems,  and  seating  arrangements, 
restaurants  have  much  discretion  on 
smoking  and  nonsmoking 
accommodations.  There  are  no 
requirements  on  the  amount  or  type 
of  seating  for  either  group,  and  there 
are  no  requirements  on  constructing 
barriers  to  better  separate  smokers 
from  nonsmokers. 

The  penalties 

People  who  violate  the  law  by  smoking 
in  prohibited  areas  after  being  advised 
on  the  smoking  restrictions  by  an 
employee  of  the  facility  are  subject  to 
a $10  forfeiture.  People  who  willfully 
fail  to  comply  with  the  requirement  to 
post  smoking  permitted  or  smoking 
allowed  signs  are  subject  to  a $10 
forfeiture.  (The  required  signs  must 
adhere  to  standards  set  by  the 
Department  of  Industry,  Labor  and 
Human  Relations).  Until  Act  97  was 
enacted,  there  was  no  fine  to  the 
unlawful  smoker.  Act  97  also  reduced 
from  $25  the  fine  for  failure  to  post 
signs.  Unlike  fines  for  most  violations 
of  state  statutes  or  local  ordinances, 
no  additional  assessments  may  be 
imposed  on  these  forfeitures. 


The  enforcement 
Like  most  laws,  enforcement 
responsibilities  rest  mainly  with  local 
law  enforcement  officials.  Police  or 
sheriff  departments  may  be  notified 
and  may  issue  citations  to  those  who 
are  noncompliant  with  the  Clean 
Indoor  Air  Act  Additionally,  the 
Wisconsin  Department  of  Justice  is 
empowered  to  enforce  the  law. 
Another  enforcement  procedure 
allows  any  state  or  local  official,  or 
any  affected  party,  to  initiate  an  action 
in  any  court  with  jurisdiction  to  enjoin 
repeated  violations  of  the  law. 

Bear  in  mind,  however,  that  local 
law  enforcement  agencies  and  the 
attorney  general  are  already  deluged 
with  competing  priorities.  Strict 
Continued  on  next  page 
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Continued  from  preceding  page 
enforcement  through  law  enforce- 
ment or  through  injunctive  relief  is 
an  expensive  proposition. 

Where  the  law  is  not  working,  steps 
can  be  taken  without  involving  law 
enforcement  Consumers  have  been 
and  continue  to  be,  important  in  this 
regard.  Reminders  to  restaurant 
management  that  the  dining 
experience  would  have  been  more 
enjoyable  had  there  been  a 
nonsmoking  section  available  has 
brought  compliance  in  many 
situations. 

Businesses  also  have  a role  to  play 
in  making  the  law  work.  The 
Wisconsin  Restaurant  Association,  for 
example,  has  urged  its  members  to 
comply  with  the  law.  The  WRA’s 
efforts  have  included  mailing  tips  on 
how  to  implement  the  law  to  the  best 
satisfaction  of  customers. 


Legislators,  just  as  they  improved 
the  law  in  the  last  legislative  session, 
also  have  a continued  role.  For 
example,  Sen  Fred  Risser  is  pursuing 
the  idea  of  including  compliance  with 
the  law  among  the  checklist  of  items 
for  restaurant  inspections. 

The  legislative  debate  and  passage 
of  the  law  was  the  start  of  a new  public 
awareness  on  the  dangers  of  smoking. 
The  social  status  of  smoking  in  public 
settings  has  declined  and  continues 
to  decline.  More  and  more  settings 
are  taking  measures  to  comply  with 
the  law.  Increasing  numbers  of  people 
responsible  for  public  areas  that  may 
not  be  affected  by  the  law  are  taking 
steps  to  control  smoking  or  are 
establishing  smoke-free  environ- 
ments. Without  legislative  involve- 
ment, that  progress  would  have  come 
much  more  slowly.a 


Today 
women  can 
have  it  all. 
Exciting  careers, 
lovingfamilies, 
and  heart  attacks. 

Heart  attack  is  by  far  the  biggest  killer  of  American 
women,  claiming  nearly  250.000  lives  each  year.  But 
there  is  hope.  Thanks  to  AHA-supported  research  and 
educational  efforts,  millions  of  women  have  learned  how 
to  reduce  their  risk.  And  you  can.  too,  by  calling  or 
writing  your  nearest  American  Heart  Association. 
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With  a little  help  from 
you  and  a lot  of  determination, 
millions  of  people  are  now 
doing  some  extraordinary 
things.  Like  walking,  talking 
and  laughing. 

Give  the  power  to  over- 
come. Support  Easter  Seals. 
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Physician  briefs 


James  R.  Feltes,  MD,*  recently 
joined  the  staff  of  the  Gunderson 
Clinic  in  Viroqua.  Dr  Feltes  is  a 
graduate  of  the  University  of 
Wisconsin-Madison  Medical  School 
and  the  Southeastern  Family  Practice 
Residency  Program,  St  Catherine’s 
Hospital,  Inc,  Medical  College  of 
Wisconsin.  Dr  Feltes  has  been  chief 
resident  at  St  Catherine’s  for  the  past 
year. 

Karl  Hoffmann,  MD,*  has  joined 
the  Reedsburg  Physicians  Group.  A 
graduate  of  University  of  Wisconsin- 
Madison  Medical  School,  he  had  a 
general  practice  in  Oxford  before 
taking  a family  practice  residency  in 
West  Virginia.  He  also  obtained  an 
obstetrics  fellowship  while  in  West 
Virginia. 

Jeny  M.  Hardacre,  H,  MD,  recently 
joined  the  Kurten  Medical  Group 
Surgical  Department  A graduate  of 
the  University  of  Wisconsin,  Dr 
Hardacre  served  his  internship  and 
residency  at  Indiana  University 
Medical  Center. 

James  F.  Mayr,  MD,*  Jeffrey  P. 
Naus,  MD,  * and  Glen  A-  Bordak, 
MD,*  recently  joined  the  staff  of  St 
Mary’s  Medical  Center.  A family 
practitioner,  Dr  Mayr  obtained  his 
undergraduate  degree  from  the 
University  of  Wisconsin-Madison  and 
his  medical  degree  from  the  Medical 
College  of  Wisconsin.  He  served  his 


internship  at  St  Joseph’s  Hospital  in 
Milwaukee  and  his  residency  at  the 
Medical  College  of  Wisconsin  and 
the  University  of  Cincinnati.  Dr  Naus 
received  his  undergraduate  degree 
from  the  University  of  Wisconsin- 
Milwaukee  and  his  medical  degree 
from  the  Medical  College  of 
Wisconsin.  He  served  an  internship 
at  the  Indiana  University  School  of 
Medicine,  Riley  Children’s  Hospital. 
His  residency  was  spent  at  Children’s 
Hospital  of  Wisconsin.  Dr  Bordak  is  a 


pathologist.  He  received  his 
undergraduate  degree  from 
Marquette  University  and  his  medical 
degree  from  the  Medical  College  of 
Wisconsin.  His  residency  was 
completed  at  the  Medical  College  of 
Wisconsin  affiliates. 

Conrad  L.  Brimhall,  MD,*  recently 
joined  Superior  Avenue  Medical.  Dr 
Brimhall,  graduated  from  the  St  Louis 
University  School  of  Medicine  and 
Continued  on  next  page 


WISPAC  endorses  Gov  Thompson  for  re-election:  (left  to  right)  Roger  L von  Heimburg, 
MD,  SMS  president;  Gov  Tommy  Thompson;  Timothy  T.  Flaherty,  MD,  WISPAC  board 
chair;  Thomas  L Adams,  SMS  secretary-general  manager;  and  Cyril  (Kim)  Hetsko,  MD, 
SMS  president  elect. 
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Organizational  update 

On  page  348  of  the  July  1990  WMJ,  under  the  Wisconsin  Academy  of 
Family  Physicians  the  following  changes  should  be  made:  Terry  L 
Hankey,  MD,  president  and  John  W.  Beasley,  MD,  is  presidentelect  On 
page  350,  under  the  Wisconsin  Urological  Society,  John  W.  Kearns,  MD, 
is  president  Also,  under  the  officers  of  the  SMS  special  sections  on  page 
344,  Terry  L Hankey,  MD,  is  chair  of  the  Section  of  Family  Physicians. 
On  page  320,  under  section  representatives  of  the  Physicians  Alliance 
Commission,  Constantine  Panagis,  MD,  should  be  deleted  from  the 
section  on  preventive  medicine.o 


Continued  from  preceding  page 
completed  his  internship  and 
residency  at  the  Medical  College  of 
Wisconsin.  Dr  Brimhall  will  practice 
dermatology  and  skin  surgery. 

James  Davidson,  MD,*  was  elected 
to  the  Arthritis  Foundation,  Wisconsin 
Chapter,  southern  district  board  of 
directors.  Dr  Davidson  received  his 
medical  degree  from  the  University 
of  Wisconsin-Madison  and  completed 
his  residency  and  a rheumatoid 
fellowship  at  the  University  of 
Wisconsin  Hospitals  in  Madison.  Dr 
Davidson  is  a rheumatologist  with 
the  Monroe  Clinic  since  1987.  He  is 
board  certified  in  internal  medicine 
and  rheumatology. 

Clint  A.  Norris,  MD,*  and  William 
P.  Chleborad,  MD,*  recently  joined 
the  staff  of  the  Sheboygan  Clinic.  Dr 
Norris  received  his  medical  degree 
from  the  Technical  University  of  Santo 
Domingo  in  the  Dominican  Republic. 
He  completed  his  residency  in 
psychiatry  at  Wayne  State  University, 
in  Detroit,  and  at  Veteran’s 
Administration  Hospital  in  Allenpark, 
Mich.  Dr  Norris  recently  completed 
a child  and  adolescent  psychiatry 
fellowship  at  the  Medical  College  of 
Wisconsin.  Dr  Chleborad  received 
his  medical  degree  at  the  University 
of  Nebraska  Medical  Center  College 
of  Medicine  in  Omaha,  and  recently 
completed  his  internship  and 
residency  in  general  surgery  at  Des 


Moines  Veterans  Administration 
Center. 

John  L.  Trotter,  MD,*  an  orthopedic 
surgeon  at  the  Kurten  Medical  Group 
in  Racine,  recently  completed  his 
fellowship  in  foot  and  ankle  surgery 
at  the  Medical  College  of  Wisconsin. 
He  will  specialize  in  sports  injuries 
relating  to  feet  and  ankles,  as  well  as 
general  orthopedic  care. 

Robert  Starr,  MD,*  ofViroqua,  was 
recently  named  Physician  of  the  Year 
by  the  Wisconsin  Academy  of  Family 
Physicians.  A graduate  of  the 
University  of  Wisconsin-Madison,  Dr 
Starr  completed  his  internship  at  the 
University  of  Kansas  Medical  Center. 
A family  physician  for  39  years,  Dr 
Starr  has  served  as  chief  of  staff  at 
Vernon  Memorial,  staff  advisor  to 
obstetrics,  Vernon  County  coroner, 
public  health  officer,  member  of  the 
board  of  directors  for  Douglas  Mental 


Health,  Kickapoo  Valley  medical  and 
clinical  instructor,  and  preceptor  for 
Mayo  Medical  School. 

Albert  A-  Cabala,  MD,  recently 
joined  the  physicians  at  Kurten 
Medical  Group  in  Racine.  A graduate 
of  the  University  of  Illinois,  Dr  Cabala 
completed  his  internship  and 
residency  in  Internal  Medicine  at  the 
University  of  Michigan  Hospitals. 

William  N.  Hallmon,  MD,  a 

specialist  in  gastroenterology,  has 
recently  begun  his  practice  at  Kurten 
Medical  Group’s  newly  established 
Gastroenterology  Department  in 
Racine.  Dr  Hallmon  received  his 
medical  degree  at  the  University  of 
Pittsburgh  and  completed  his 
residency  and  internship  at  Rush- 
Presbyterian  Hospital  in  Chicago.  He 
completed  his  gastroenterology 
fellowship  at  SUNYAB  Buffalo 
General  Hospital  in  Buffalo.o 


Smokeless  tobacco  throws  baseball  players  a dangerous  curve 


A study  in  a recent  issue  of  JAMA 
found  ballplayers  who  use  smokeless 
tobacco  products,  especially  snuff,  are 
at  greater  risk  of  developing  lesions 
in  the  mouth  and  gum  problems.  More 
than  1,109  major  league  teams, 
coaches  and  their  minor  league 
affiliates  participated  in  the  study 


which  studied  effects  of  snuff-finely 
ground  tobacco-on  the  oral  mucosa, 
teeth  and  gums  of  the  players  as  well 
as  blood  pressure,  pulse  rate  and 
cholesterol  level. 

Thirty-nine  percent  of  those 
surveyed  said  they  used  smokeless 
tobacco  within  the  week  prior  to  the 


survey.  All  participants  underwent  a 
thorough  oral  examination.  Among 
those  who  used  smokeless  tobacco 
in  the  past  week,  46%  had  oral  lesions. 
Ninety-two  players  with  lesions 
underwent  biopsies,  none  of  which 
were  cancerous.a 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesi- 
ology, Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Train- 
ing  Assistance  Program  will  pro- 
vide you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist- 
ance Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resi- 
dency training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$706.00  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Paul  A. 
Deneson,  Jr.,  414-771-5438 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Obituaries 


Jules  O.  Meyer,  MD,  78,  of  Bayside, 
died  June  6,  1990,  in  Milwaukee.  Dr 
Meyer  was  born  Aug  9,  1911,  in  St 
Paul.  He  graduated  from  the 
University  of  Minnesota  Medical 
School,  and  served  his  internship  at 
St  Mary’s  Hospital  in  Duluth.  He 
practiced  medicine  in  Grand  Rapids, 
Minn,  from  1938  to  1940.  Dr  Meyer 
served  in  the  US  Army  Medical  Corps 
from  1940  until  1964.  Dr  Meyer  was 
the  medical  director  at  American 
Motors  Corp  in  Milwaukee,  and  then 
became  the  assistant  medical  director 
of  Northwestern  Mutual  Life 
Insurance  Company,  also  in 
Milwaukee.  He  was  a member  of  the 
Medical  Society  of  Milwaukee 
County,  the  SMS,  and  the  AMA 
Surviving  are  his  widow,  Ilo,  and  a 
daughter,  Jane  Jackson. 

Arne  C.  Gorder,  MD,  90,  of 
Milwaukee,  died  June  10,  1990,  in 
Milwaukee.  He  was  bom  on  Jan  18, 
1900,  in  La  Crosse,  and  graduated 
from  Rush  Medical  College  in 
Chicago.  He  served  his  internship  at 
Evanston  Hospital,  in  Evanston,  111, 
and  a 6-year  residency  was  completed 
at  the  Mayo  Clinic  Hospitals  in 
Rochester.  Dr  Gorder  served  in  the 
US  Armed  Forces  during  world  War 
I.  Licensed  to  practice  in  Wisconsin 
in  1930,  Dr  Gorder  was  in  private 
practice  of  surgery  in  Milwaukee  until 
his  retirement  in  1964.  He  was  a 
member  of  the  American  College  of 
Surgeons,  a founding  member  of  the 
Wisconsin  Surgical  Society,  and  a 
member  of  the  Milwaukee  Surgical 
Society.  He  also  was  a member  of  the 
Medical  Society  of  Milwaukee 
County,  the  SMS  and  the  AMA 
Surviving  are  his  son,  Thomas,  of 
Brookfield,  and  a daughter,  Joan 
Nelson,  of  Penfield,  New  York. 

Edward  Eisenberg,  MD,  83,  of 
Milwaukee,  died  June  14,  1990,  in 
Milwaukee.  He  was  bom  Aug  27, 1906, 
in  Milwaukee,  and  graduated  from 


Marquette  University  School  of 
Medicine.  His  internship  was  served 
at  St  Francis  Hospital  in  La  Crosse. 
He  had  his  medical  practice  in 
Milwaukee  Since  1932  and  retired  in 
1975.  He  was  a member  of  the  Medical 
Society  of  Milwaukee  County,  the 
SMS,  and  the  AMA  Surviving  are  his 
widow,  Charlotte;  and  three  sons, 
Eliott,  of  Milwaukee;  Judge  Russell, 
of  Whitefish  Bay;  and  Dr  Robert,  of 
Los  Angeles. 

Mark  John  Ploewski,  MD,  36,  of 
Racine,  died  J une  26, 1990,  in  Racine. 
Dr  Polewski  was  bom  May  3, 1954,  in 
Milwaukee,  and  graduated  from  the 
Medical  College  of  Wisconsin.  He 
was  on  the  medical  staff  at  St  Mary’s 
Medical  Center  and  was  chief  of 
anesthesiology  from  1988  to  1989.  Dr 
Polewski  was  the  health  office  of  the 
Village  of  North  Bay  in  1988-1989.  He 
was  a member  of  the  American  Society 
of  Anesthesiologists.  He  was  a 
member  of  the  Racine  County  Medical 
society  and  the  SMS.  Surviving  are 
his  widow,  Christine;  and  two  sons, 
Mark  John,  and  Peter  James. 

Amy  Louise  Hunter,  MD,  92, 
Madison,  died  July  7,  1990,  in 
Madison.  Dr  Hunter  was  bom  Feb 
24, 1898  in  New  York  and  graduated 
from  Yale  University  School  of 
Medicine  in  1930.  She  received  a PhD 


in  public  health  from  the  Yale 
University  School  of  Public  Health  in 
1934.  An  internship  in  pediatrics  was 
served  at  Western  Reserve  Lakeside 
Hospital,  in  Cleveland,  and  a residency 
was  completed  at  New  Haven 
Hospital,  Children’s  Community 
Center  in  Connecticut  In  1935,  Dr 
Hunter  became  director  of  the  Bureau 
of  Maternal  and  Child  Health, 
Wisconsin  State  Board  of  Health,  a 
position  she  held  until  her  retirement 
in  1961.  In  her  role  as  an  analyzer, 
initiator,  and  catalyzer  she  effectively 
pointed  up  contributing  factors  in 
maternal  deaths  and  as  a result  of 
persistently  following  through  with 
the  medical  profession,  there  was 
initiated  a continuing  maternal 
mortality  study.  One  of  the  significant 
developments  was  the  provision  of 
wooden  incubators  for  use  with 
premature  infants  in  home  deliveries 
and  in  smaller  hospitals  before 
modem  incubators  were  available. 
She  had  been  a member  of  the 
American  Public  Health  Association, 
the  Association  of  State  Maternal  and 
Child  Health  Directors,  and  a was 
constructive  in  the  1950  and  1960 
White  House  Conference  on  Children 
and  Youth.  She  was  a member  of  the 
Dane  County  Medical  Society,  the 
SMS,  and  the  AMA  Surviving  is  her 
husband,  Frederick  Wilson,  of 
Madison.o 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  provide 
a living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin's  medical  history.  When  a memorial  gift 
is  made  to  the  foundation,  the  deceased  person's  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the 
foundation  staff  at  the  SMS.q 
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Yellow  pages 


West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insurance 
provided,  benefit  package,  and  incentive  bonus 
plan  available  to  full-time  staff.  Contact; 
Emergency  Consultants,  Inc,  2240  S Airport 
Rd,  Room  36,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496.  p9/90 

The  Wausau  Medical  Center  is  seeking  board- 
certified/eligible  individuals  in  the  following 
specialties:  allergy,  cardiology,  dermatology, 
family  medicine,  hematology/oncology, 
obstetrics/gynecology,  orthopedics, 
otolaryngology,  rheumatology,  surgery/ 
vascular,  surgery  /general,  walk-in  (urgent 
care).  Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehensive 
benefit  package  including  malpractice 
insurance,  flexible  benefits  plan  and  profit- 
sharing.  Modem  facility  located  directly  across 
the  street  from  250-bed  acute  care  facility.  The 
area  is  ideal  for  outdoor  enthusiasts  Gncluding 
large  downhill  ski  area)  with  outstanding 
cultural  activities  year-round  as  well.  Write  or 
call  collect  D.  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  WI  54401;  ph  715-847-3254. 

9tfn/90 

Wanted.  Full-time  career  physician  for 
suburban  urgent  care  center;  eventual 
partnership  possible;  prefer  experienced 
emergency  or  family  practice  physician.  Contact 
Joan  M.  Gennrich,  MD,  10804  W Capitol  Dr, 
Wauwatosa,  WI  53222;  ph  414-466-2002. 

9-11/90 

Invasive  cardiologist.  Four-physician,  single- 
specialty cardiology  group  has  an  immediate 
opening  for  a BE/BC  invasive  cardiologist  Fully 
equipped  cardiovascular  labs  are  expanding 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  column 
inch.  All  ads  must  be  prepaid. 

DEADLJNE:Copy  must  be  received  by 
the  1st  of  the  month  preceding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701. 
FAX:608- 283-5401.  Classified  ads  are  not 
taken  over  the  telephone,  but  questions 
may  be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


and  an  excellent  cardiovascular  surgery 
program  is  established.  The  practice  serves  a 
large  and  expanding  regional  referral  area  in 
mid-Michigan.  Generous  compensation  and 
early  partnership  are  available.  Send  CV  to:  The 
Heart  Group,  PC,  Attn:  N.  Polzin,  4701  Towne 
Centre  Rd,  Suite  201,  Saginaw,  MI  48604. 

p9-ll/90 

Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60-bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  ph  1-800-253-1795  in  Michigan  1-800- 
632-3496.  p9/90 

Family  practice,  OB/GYN,  Internal 
medicine,  pediatrics  opportunities  available 
for  BC/BE  physicians  to  join  independent, 
multi-specialty  group  with  10  clinics  in  the 
Minneapolis/St  Paul  metropolitan  area.  Fee- 
for-service  and  pre-paid  patients,  highly 
competitive  earnings,  excellent  benefit 
package.  Reply:  Nancy  Borgstrom,  Aspen 
Medical  Group,  1020  Bandana  Blvd  W,  St  Paul, 
MN  55108;  ph  612-641-7185.  9/90 

Non-invasive  cardiologist.  Four-physician, 
single-specialty  cardiology  group  has  an 
immediate  opening  for  a BE/BC  non-invasive 
cardiologist.  Echo,  doppler,  holter,  and 
treadmill  are  established  in-clinic.  Full  invasive 
and  surgical  programs  are  established.  The 
practice  serves  a large  and  expanding  regional 
referral  area  in  mid-Michigan.  Generous 
compensation  and  early  partnership  are 
available.  Send  CV  to:  The  Heart  Group,  PC, 
Attn:  N.  Polzin,  4701  Towne  Center  Rd,  Suite 
201,  Saginaw,  MI  48604.  p9-ll/90 

Antigo,  Wisconsin.  Seeking  director,  full-time 
and  part-time  emergency  physicians  for  low 
volume  facility  located  in  sportsman’s  paradise. 
Excellent  compensation  and  paid  malpractice 
insurance.  Contact:  Emergency  Consultants, 
Inc,  2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  ph  1-800-253-1795  or  in  Michigan  1- 
800-632-3496.  p9/90 

Family  practice,  northwest  Iowa.  An 
exceptional  teaching/practice  opportunity  in 
Sioux  City,  Iowa,  with  a well-established  family 
practice  clinic  affiliated  with  the  University  of 
Iowa  Residency  Program.  This  clinic  serves 
over  30,000  patients  annually  and  is  located 
within  one  mile  of  two  regional  medical  centers. 
Excellent  compensation  potential  in  excess  of 
100k  for  a qualified  BC/FP  physician.  Many 
recreational  and  cultural  opportunities  plus  a 
life  style  unequaled  in  larger  urban  areas  are 


available  in  our  community.  Call  Bruce  Blank! ey 
at  1-800-666-4041  to  find  out  more,  or  send  CV 
to:  Wiliams  & Company,  Dept  10,  PO  Box  268, 
Sioux  City,  Iowa  51102.  9/90 

Med  Flight  Physicians.  University  of 
Wisconsin  Hospital  and  Clinics  is  recruiting 
physicians  interested  in  staffing  Med  Flight,  it’s 
hospital-based  helicopter  critical  care  transport 
program.  Board  eligible/certified  physicians 
(eg  emergency  medicine,  internal  medicine, 
family  practice,  general  surgery).  AC LS/ATLS 
certification  preferred.  Compensation  $40 /hour 
for  in-house,  on-call;  duties  limited  to  Med  Flight 
adult  care  (pediatric,  neonatal  and  high-risk 
obstetric  cases  excluded).  Academic  clinical 
appointment  commensurate  with  experience, 
training  and  board  certification.  Send  resume 
to:  Dr  Michael  Bowman,  associate  professor  of 
Medicine  & Surgery,  Director  of  UW  Med 
Flight,  600  Highland  Ave,  C5/325,  Madison, 
W 53792.  Equal  Opportunity  Employer.  9/90 

Kewaunee,  Wisconsin.  Seeking  part-time 
emergency  physicians  for  low  volume  facility 
located  1/2  hour  east  of  Green  Bay.  Excellent 
compensation  and  paid  malpractice  insurance. 
Contact:  Emergency  Consultants,  Inc,  2240  S 
Airport  Rd,  Room  36,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800632-3496. 

p9/90 

Emergency  medicine  opportunities. 
Currently  seeking  physicians  interested  in  full 
or  part-time  emergency  department 
opportunities  available  at  many  locations 
through-out  Wisconsin.  ACLS  required  and 
previous  emergency  department  experience 
preferred.  National  Emergency  Services,  Inc, 
is  one  of  the  largest  emergency  department 
physician  staffing  firms  in  the  country.  We 
provide  malpractice  insurance  coverage, 
competitive  reimbursement  and  flexible 
scheduling.  For  more  information  call  800-537- 
3355,  National  Emergency  Services,  Inc.  p9/90 

Family  practice-Minnesota.  Physician 
needed  for  employment  or  ownership  of  broad- 
based  practice  in  rural  community  45  minutes 
south  of  metro  area.  Existing  shared  call, 
tremendous  earning  history  of  retired 
physician,  fully  equipped  and  staffed  office. 
Near  outstanding  hospital  with  all  specialties 
represented.  Guaranteed  compensation,  full 
benefits,  bonus.  For  this  and  other  opportunities 
in  the  upper  midwest,  send  CV:  Mary  Jo  Cordes, 
MDsearch,  PO  Box  21507,  St  Paul,  MN  55121. 
Call  collect  612-454-7291.  9-12/90 

Northeastern  Wisconsin:  Seeking  residency- 
trained,  BC/BE  family  physician  to  join  small 
group.  Competitive  salary  and  benefits 
guarantee.  Contact:  Shirley  Yatso,  PO  Box  129, 
Oconto  Falls,  W 54154.  9/90 
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Physicians  Exchange 

Continued 

Successful  group  seeking  BC/BE  internist 
to  staff  satellite  office  in  Wisconsin  northwoods 
recreational  haven.  Over  1,000  lakes,  hunting, 
hiking,  skiing,  snowmobiling.  Fully  equipped 
and  staffed  office  adjacent  to  100-bed  regional 
health  care  facility.  Generous  guaranteed  salary 
and  benefits  with  incentives  and  option  to 
purchase  practice  after  first  year.  Please  contact: 
Michael  Krier,  1-800-272-2777  or  414-784-2777, 
15850  W Bluemound  Rd,  Suite  300,  Brookfield, 
WI 53005.  p9/90 

LifeSpan  Health  Care  Services  seeks  family 
physicians  for  Cambridge,  Minn;  Crosby,  Minn; 
Grantsburg,  Wis;  Hopkins,  Minn;  Lakefield, 
Minn;  Litchfield,  Minn;  Minneapolis,  Minn; 
Monticello,  Minn;  Springfield,  Minn;  St  James, 
Minn;  Wayzata,  Minn,  Woodville,  Wis.  For 
further  information  contact:  LifeSpan  Health 
Care  Services,  800  E 28th  St,  Minneapolis,  MN 
55407;  ph  612-863-4193,  ask  for  Jerry  Hess. 

9-11/90 

Aim  high.  Today’s  Air  Force  has  special 
opportunities  for  qualified  physicians.  As  an  Air 
Force  physician  you  can  pursue  medical 
excellence  as  well  as  enjoy  30  days  vacation 
with  pay  per  year  and  a non-contributing 
retirement  plan  if  you  qualify.  Discover  how 
special  an  Air  Force  physician  can  be.  Call: 
Capt  Stacy  Rupert,  collect,  414-291-9475; 
Air  Force.  9/90 

ER  medicine,  Maintowoc,  Wisconsin. 
Seeking  full-time  BE/BC  physician  to  join  two 
stable  FPs  for  eventual  partnership.  Annual 
visits  1 1 ,000+  in  family  oriented  county  of  82,000. 
Cost  of  living/income  ratio  excellent.  Salary 
and  benefits  competitive.  Immediate  opening. 
Call  Linda  Moses,  director  of  physician  services 
at  Holy  Family  Medical  Center:  414-684-2410. 

p9/90 

Pediatrician.  Progressive  JC AH 0 accredited 
community  health  center  seeks  BC/BE 


BRAINERD,  MINNESOTA 

-Internal  Medicine 
-Pediatrics 
-Dermatology 
-Otolaryngology 

Join  23  MI)  multi-specialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and 
trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  Brainerd  Medical 
Center,  PA,  218-828-7100  or  218-829- 
4901,  PO  Box  524,  Brainerd,  MN  56401. 

8-12/90 


physician  to  provide  individual  and  follow-up 
care  to  OB/pediatric  patients.  Full-time. 
Excellent  fringe  benefits.  Competitive  salary. 
Send  CV  to:  Milwaukee  Indian  Health  Center, 
930  N 27th  St,  Milwaukee,  WI  53208.  414-931- 
8111.  Ask  for  dirctor,  Human  Services.  9-1 1/90 

Family  practice.  Progressive  JCAHO 
accredited  community  health  center  seeks  BC/ 
BE  physician  to  provide  individual  and  follow- 
up care.  Full-time.  Excellent  fringe  benefits. 
Competitve  salary.  Send  CV  to:  Milwaukee 
Indian  Health  Center,  930  N 27  St,  Milwaukee 
WI  53208.  414-931-8111.  Ask  for  director, 
Human  Services.  9-11/90 

Radiologist.  A three-physician  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive, 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  Michigan  49801;  ph  906- 
779-4565.  9-10/90 

Family  practice.  Physicians  seeking  a BE/BC 
family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  Contact:  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Noway,  Michigan  49870;  ph  906-563-9243  or 
office  906-563-9255.  9-10/90 

Orthopedic  surgeon.  A progressive  126-bed, 
two-hospital  system  is  seeking  an  orthopedic 
surgeon  to  join  an  established  practice  in  the 
Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  Must  be  BE/BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population  of 
over  45,000.  Dr  Roberts  will  guarantee  $250,000 
plus  malpractice  insurance,  office  space,  CME, 


Southeast  Wisconsin 

Internal  Medicine  position  available  in 
an  attractive  community  on  the  shores 
of  beautiful  Ixike  Michigan.  Physician 
to  join  11  member  IM  department  in  a 36 
physician  modem,  well-equipped  clinic. 
Interested  parties  can  obtain  additional 
information  by  calling  1-800-243-4353  or 
writing  to: 

STRELCHECK  & ASSOCIATES.  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  WI  53092 


vacation  and  relocation  expenses.  Contact:  John 
Schon,  Administrator,  Dickinson  County 
Hospitals,  400  Woodward  Ave,  Iron  Mountain, 
MI  49801;  ph  906-779-4500.  8-9/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practices  in  the  Iron  Mountain  area  of 
Michigan’s  upper  peninsula.  Must  be  BE/BC. 
Located  100  miles  north  of  Green  Bay, 
Wisconsin,  Dickinson  County  Hospitals  has  a 
medical  staff  of  45  full-time  physicians  and  a 
total  service  area  population  of  over  45,000. 
Diagnostic  capabilities  include  a CT  scanner, 
C02  laser,  and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-3400.  8-9/90 

Family  practice  opportunity  as  partner,  and 
eventually  to  assume  a well-established  practice 
with  flexibility  and  potential,  and  opportunity 
for  surgery  and  OB  if  desired.  Cooperative 
backup  coverage  available.  Resort  community 
with  a number  of  industries,  centrally  located 
between  Chicago,  Milwaukee,  and  Madison. 
Modern  90-bed  hospital.  Contact:  Glenn  A. 
Smiley,  MD,  Delavan,  WI  53115;  ph  414-728- 
3441.  8-9/90 

Osceola  on  the  river  St  Croix. ..I^add 
Memorial  Hospital  and  Ramsey  Clinic-Osceola 
are  seeking  out  a family  physician  to  join  the 
well-established  local  group.  Osceola, 
Wisconsin,  is  situated  on  the  bluffs  of  one  of 
mid-America’s  most  beautiful  waterways,  the 
river  St  Croix.  Osceola  is  located  40  minutes 
northeast  of  the  Minneapolis/St  Paul 
metropolitan  area.  This  practice  opportunity 
truly  offers  the  perfect  balance!  For  particulars, 
forward  your  curriculum  vitae  or  contact: 
Loriese  A.  Stoll,  Director  of  Professional 
Services,  Ramsey  Clinic,  640  Jackson  St,  St 
Paul,  MN  55101;  or  call  collect  612-221-3067. 

8-9/90 

Family  practice  opportunities  in  a a group 
setting.  Located  in  a family-oriented 
economically  strong  small  city.  located  near 


Orthopaedic  surgeon,  Wisconsin 
lakeshore.  Established  three-physician 
group  seeking  BC/BE  surgeon.  General 
orthopaedics  with  sub-specialty  interest 
desirable.  Competitive  salary  leading  to 
early  partnership.  Send  CV  to  Joseph  C. 
DiRaimondo,  MD,  Orthopaedic 
Associates  of  Manitowoc  Ltd,  Box  907, 
Manitowoc,  WI  54221-0907;  ph  414-682- 
6376.  9-11/90 
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lakes  and  40  minutes  to  Green  Bay  or  Appleton. 
Contact  Andrew  V.  Lagatta,  President  & CEO, 
Clintonville  Community  Hospital,  35  North 
Anne  St,  Clintonville,  WI  54929;  ph  715-823- 
3121.  p8-12/90;l/91 

Endocrinologist,  St  Cloud,  Minnesota. 
Opportunity  available  in  a growing  30-physician 
clinic  of  specialists  and  subspecialists  of  internal 
medicine.  Community  has  three  colleges, 
excellent  school  system  and  abundant 
recreational  activities.  Family  living  conditions 
are  excellent!  The  St  Cloud  Clinic  is  located  in 
anew  facility  with  access  to  the  latest  in  medical 
technological  developments.  For  more 
information  about  this  position,  please  contact: 
Brad  E.  Currier,  MD,  or  Mark  Murphy, 
Administrator,  1200  Sixth  Avenue  N,  St  Cloud, 
MN  56303;  ph  612-252-5131.  8-10/90 

Wisconsin.  Third  BC/BE  obstetrician/ 
gynecologist  needed  to  join  stable,  progressive, 
primary-care  based  HMO/group  practice  in 
University  town  of  60,000  near  Minneapolis/St 
Paul.  Excellent  quality  of  life  and  outstanding 
recreational  area.  Competitive  salary  and  fringe 
benefits.  Contact  Stuart  R.  Lancer,  MD,  Medical 
Director,  Group  Health  Cooperative,  PO  Box 
3217,  Eau  Claire,  Wl  54702-3217;  ph  715-836- 
8552.  8-11/90 


General  surgeon  to  join  a very  busy  well- 
established  physician  in  a lakeshore  community 
conveniently  located  between  Chicago  and 
Milwaukee.  Racine,  known  for  its  economic 
stability,  offers  a comfortable  family-oriented 
lifestyle.  Excellent  guarantee,  reliable  call 
coverage  and  excellent  back-up.  Please  send 
curriculum  vitae  to  William  Smollen,  MD,  913 
Main  St,  Racine,  Wl  53403.  8-10/90 

Pediatrician.  One  hundred  fifteen  physician 
multi-specialty  clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  a BC/BE 
pediatrician  to  join  department  of  17  BC/BE 
pediatricians.  Two  year  guarantee  plus 


PEDIATRICIAN,  OB/GYN,  FAMILY 
PRACTITIONER,  GENERAL 
SURGEON.  Growing  17-physician, 
multi-specialty  clinic  in  beautiful 
northwestern  Wisconsin  seeking  BC/ 
BE  specialists.  Attractive  partnership 
opportunity.  Come  grow  with  us! 
Contact:  Donald  W.  Clemens, 

Administrator,  Indianhead  Medical 
Group,  Ltd,  1020  Lakeshore  Drive,  Rice 
Lake,  WI  54868;  ph  715-234-9031. 

8-10/90 


comprehensive  benefit  package  offered.  The 
community  offers  a superb  recreational, 
cultural,  and  family  environment  in  which  to 
practice.  For  information  please  call  or  write: 
Roger  Rathert,  MD,  La  Salle  Clinic,  41 1 Lincoln 
St,  Neenah,  WI  54956,  ph  414-727-2702.  8-9/90 

Manitowoc,  Wisconsin.  The  Manitowoc 
Clinic,  an  18-physician  multi-specialty  group  is 
seeking  BC/BE  general  internists  and 
obstetricians/gynecologists.  Excellent 
practice,  financial  and  quality  of  life  opportunity. 
Send  CV  or  contact  James  Robinson, 
Administrator,  601  Reed  Ave,  Box  1270, 
Manitowoc,  WI  54221-1270;  ph  414-682-8841. 

P8-10/90 

Internist  with/without  subspecialty  interests, 
BC/BE  to  join  19-physician  multi-specialty 
group  with  five  internists.  Southeast  Missouri 
rural  city  of  17,500.  No  PPO,  HMO.  Low  taxes. 
Contact:  Administrator,  Ferguson  Medical 
Group,  1012  North  Main  St,  Sikeston,  MO 
63801;  ph  314-471-0330.  p8-10/90 

Family  practice,  pediatrics,  internal 
medicine,  OB/GYN,  orthopaedic  surgeon, 

BC/BE,  to  join  19-physician  multi-specialty 
group.  Southeast  Missouri  rural  city  of  17,500. 
N o PPO,  HMO.  Low  taxes.  Excellent  salary  and 
fringe  benefits.  Contact:  Administrator, 
Ferguson  Medical  Group,  1012  North  Main  St, 
Sikeston,  MO  63801;  ph  314-471-0330.  p8-10/90 

Fox  Valley.  Very  low  volume  newly 
reconstructed  emergency  room  seeking  full- 
time physician.  Offering  competitive  salary, 
CME,  health  insurance,  and  malpractice 
insurance.  Send  inquiries  to:  Bay  Area 
Emergency  Services,  PO  box  534,  Marinette, 
WI  54143  or  call  715-735-6621,  ext  234.  p8-9/90 

Internist,  family  practice  physicians  BC/BE. 
Exceptional  opportunity  to  join  our  established 
busy  clinic  located  in  Milwaukee.  Practice 
includes  subspecialty  physicians,  in-house 
laboratory,  x-ray,  business  department,  etc.  A 
unique  opportunity!  Please  send  CV  or  call: 
Jonathan  Slomowitz,  MD,  Mitchell  Medical 
Center,  1672  S 9th  St,  Milwaukee,  WI  53204;  ph 
414-383-4700.  8-9/90 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 

• Cardiology  • General  Surgery 

• OB/GYN  • Family  Practice 

• Otolaryngology 

A variety  of  practice  settings— many  on  lakes. 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  & ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  Wl  53092 


Emergency  medicine  medical  director 
needed!  Facility  located  in  southeastern 
Wisconsin,  45  minutes  west  of  Milwaukee.  Nice 
103-bed  facility  with  new  ED  in  progress.  Scenic 
area  near  university  with  abundant  recreational 
activities.  Position  requires  BE/BC  in  primary 
care  specialty  with  ED  experience  and  ACLS. 
As  an  independent  contract  physician  with 
Spectrum  you  will  receive  competitive 
compensation  plus  administrative  stipend. 
Spectrum  offers  occurrence  malpractice 
insurance,  Wisconsin  Comp  Fund,  health, 
dental,  life  insurance,  and  after  12  months, 
participation  in  a 401k  program.  Contact 
Mallarry  Smallwood,  Spectrum  Emergency 
Care,  Inc,  PO  Box  27352,  St  Louis,  MO  63141; 
1-800-325-3982,  ext  1029.  7-9/90 

Family  practice.  Opportunities  available  in 
55-member  clinic  or  small  rural  clinic  with  or 
without  night  call  and  hospitalization.  Excellent 
lifestyle  and  benefits  in  beautiful  southern 
Wisconsin.  Send  CV  to  Dr  Stan  Gruhn, 
Riverview  Clinic,  580  North  Washington, 
Janesville,  WI  53545.  p7-10-90 

BC/BE  Internal  medicine.  Opportunity  to 
join  two  young  well-established  BC  general 
internists  by  summer  of  1991  or  sooner. 
Guaranteed  first  year  salary  with  bonus 
potential  and  partnership  opportunity  after  first 
year.  Excellent  regional  hospital  facilities 
located  in  northeastern  Wisconsin.  Send  CV  to 
Administrator,  IMA,  PO  Box  151,  Neenah,  WI 
54956.  7-10/90 

Michigan-Ann  Arbor  suburb.  Primary  care 
specialists  needed.  Group  managed  practice. 
Call  one  in  three.  First  year  income  guarantee, 
benefits  and  paid  malpractice.  Call  Wanda 
Parker,  Sr  Associate,  E G Todd  Associates,  535 
Firth  Ave,  Suite  1100,  New  York,  NY  10017. 
Toll-free:  800-221-4762.  Collect:  212-599-6200. 

7-12/90 


General  surgeon—Amery, 

Wisconsin.  Apple  River  Hospital  and 
Family  Medical  Clinic  have  an  excellent 
opportunity  available  for  a general 
surgeon  to  join  nine  family  physicians 
in  a well-established,  progressive  group 
practice.  Come  fish,  ski,  and  swim  in 
beautiful  Amery;  the  community  is 
graced  with  three  lakes  and  the  famous 
Apple  River-all  located  within  the  city 
limits!  This  opportunity  is  able  to  offer 
the  best  of  both  worlds:  a challenging 
practice  combined  with  a “quality  of 
life”  your  entire  family  will  be  able  to 
appreciate.  For  more  information, 
forward  your  curriculum  vitae  or 
contact:  Loriese  A.  Stoll,  Director  of 
Professional  Services,  Ramsey  Clinic, 
640  Jackson  St,  St  Paul,  MN  55101;  ph 
612-221-2067.  7-9/90 
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Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact  J. 
Linstroth,  MD,  414-835-7761.  8tfn/89 

Pediatrics.  The  Racine  Medical  Clinic,  a 38- 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R.  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  53408-5001.  6tfn/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practices  in  the  Iron  Mountain  area  of 
Michigan’s  upper  peninsula.  Must  be  BE/BC. 
Located  100  miles  north  of  Green  Bay, 
Wisconsin,  Dickinson  County  Hospitals  has  a 
medical  staff  of  45  full-time  physicians  and  a 
total  service  area  population  of  over  45,000. 
Diagnostic  capabilities  include  a CT  scanner, 
C02  laser,  and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  Ml  49801;  ph 
906-779-4500.  6-9/90 

The  Wausau  Medical  Center  is  seeking  BC/ 
BE  individuals  in  the  following  specialties: 
Cardiology,  Dermatology,  Family  Practice, 
Infectious  Disease,  Obstetrics/Gynecology, 
Allergy,  ENT,  General  Surgery,  Orthopedic 
Surgery,  Otolaryngology,  Urgent  Care  and 
Rheumatology.  Modem  clinic  facility  located 
across  the  street  from  modem  300-bed  hospital. 
Full  partnership  in  three  years.  Easy  access  to 
lakes,  woods,  and  mountains.  Write  including 
CV  to  D.K.  Aughenbaugh,  MD,  Medical 


New  Physicians 
for  Wisconsin 

is  seeking 

• Family  Physicians  • Internists 
and  many  other  specialties 

Contact:  Karen  M.  Paulson 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  Wl  53719 

608-273-5964  COLLECT 

7-12/90;l-6/91 


Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  Wl  54401.  p4tfn/88 

Time  for  living!  Time  for  family,  children 
traveling,  hobbies,  sports,  hiking,  music, 
boating,  art,  skiing,  community  activity. 
Madison  Ambulatory  Care  Center  outpatient 
family  practice,  occupational  health. 
Approximately  25hoursperweek,  very  flexible 
scheduling.  Salary  $30,000  plus  paid  health, 
life,  malpractice,  401K  (total  package  worth  in 
excess  of  $40,000).  Contact  David  Goodman, 
MD,  MedicEast,  2810  East  Washington  Ave, 
Madison  53704;  ph  608-244-1213.  p66tfn/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
with  or  without  subspecialty  interest  to  join  a 
well-established  nine-man  expanding  multi- 
specialty group.  Location  is  in  a southeastern 
Wisconsin  city  of  36,000  and  a drawing  area  of 
85,000.  240-bed  well-equipped  hospital. 
Guaranteed  salary  for  the  first  year.  Full  status 
in-service  corporation  with  shared  overhead 
and  an  incentive  oriented  formula  after  the  first 
year.  Please  contact  David  Lawrence,  MD,  92  E 
Division  St,  Fond  du  Lac,  Wl  54935;  ph  414-921- 
0560  collect  ltfn/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.Trepanier,  MD,481  E Division  St,  Fond  du 
Lac,  Wl  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI  54022; 
ph  716425-6701  or  612-4368809.  3tfn/90 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  Wl  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St,  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfn/88 

Family  practice  physicians  to  join  established 
clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Stru there  or 
Mr  Erik  Malchow  at  the  Parkers  Prairie  District 
Hospital,  Parkers  Prairie,  MN  56361;  ph  216 
338-4011.  p3/90;4tfn/90 

Internist  BC/BE,  to  join  a progressive  13- 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  715- 
425-6701  or  6124368809.  3tfii/90 

Baraboo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact: 
Thomas  Warwick,  Executive  vice  President,  St 
Clare  Hospital,  707 14th  St,  Baraboo,  WI  53913; 
6063565561,  ext  492.  lltfri/89 


Miscellaneous 


Relocated  physician  has  locally  stored 
medical  equipment  office  furniture,  and 
miscellaneous  supplies  for  sale,  ie,  single 
lead  ECG,  lithotomy  chair,  sterilizer, 
centrifuge,  etc.  Please  call  606221-7810 
or  806999-6393.  p9/90 


Real  Estate 


New  professional  medical  building  adjacent 
to  St  Lukes  Hospital  property.  Over  7,000  square 
feet  remaining  to  be  rented.  Will  build  out 
according  to  your  specifications.  Call  414-649- 
3770.  9-11/90 
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Moveable  medical  clinic:  28'  X 56" 
(divides  into  two  units  of  14'  X 56"  for 
transportation).  Currently  arranged  with 
three  exam  rooms,  a combined  special 
procedure  and  x-ray  room,  lab  and 
nurse’s  area,  reception,  waiting  room, 
two  restrooms,  a closet  and  employee 
lounge.  Available  late  summer,  1990. 
Asking  $50K  and  purchaser  is 
responsible  for  moving  cost  Call  John 
Nemec  at  Skemp  Clinic  608-782-9760. 

7tfn/90 


Retiring  physician  is  selling  his  busy 
medical  center,  7,800  square  feet  Sees 
an  average  of  40  patients  daily.  Equipped 
with  8 exam  rooms,  lab,  x-ray,  and 
fluoroscopy.  Excellent  opportunity  for 
teaching  medical  students  and 
residents.  Physician  will  stay  to 
introduce  new  physician  (s).  Call  Maria 
Knavel  414-671-5410  or  414-47&8624. 

6-11/90 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee  at 
the  Milwaukee  Exposition  and  Convention 
Center  and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1991  - April  18-20:  Milwaukee 
Wyndham  Hotel 

1992  - April  23-25:  Milwaukee 

1993  - April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994  - April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and  Friday; 
the  first  session  of  the  House  of  Delegates 
will  convene  on  Thursday;  the  second  and 
third  on  Friday.  Scientific  programming 
will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on 

Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  WI  53701.  Local  Telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800- 
362-9080. 


Medical  Meetmgs-Continuing 
Medical  Education 


October  6,  1990:  SMS  Fall  Medical  Issues 
Conference,  Landmark  Resort,  Door  County. 

g8-9/90 

October  22-26,  1990:  the  56th  Annual 
Scientific  Assembly  of  the  American  College  of 
Chest  Physicians,  at  the  Sheraton  Centre  Hotel 
and  the  Metro  Toronto  Convention  Centre, 
Toronto,  Ontario,  Canada.  Info:  American 
College  of  Chest  Physicians,  911  Busse  Hwy, 
Park  Ridge,  IL  60068;  ph  312-698-2200. 

g5-9/90 

November  6,  1990:  Workshop  on  Health, 
Stevens  Point  g8-10/90 

November  12-15,  1990:  Primary  Care 
Update,  at  the  Hilton  at  Walt  Disney  World 
Village,  Lake  Buena  Vista,  Florida.  Sponsored 
by  Interstate  Postgaduate  Medical  Association. 
Approved  24  hours  of  Category  1 credit  of 
AMA/PRA  Info:  IPMA,  PO  Box  5474,  Madison, 
WI  53705;  ph  608/257-1401.  g9/90 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Education 
courses  at  the  following  rates:  55  cents 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must  be 
prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  issue 
is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 


AMA 

December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-7,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 
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The  AM  A 

Hospital  Medical  Staff  Section 
Sixteenth  Assembly  Meeting 
November  29  - December  3, 1990 
The  Peabody  Orlando 
Orlando,  Florida 


Highlights  of  the  Interim  Meeting  will  include: 

• an  educational  program  on  Economic  Credentialing; 

• presentation  hv  the  AMA-HMSS  Governing  Council  of  reports  on  medical  staff 
issues  including  Health  Care  Cost,  Waiver  of  Confidentiality  Upon  Application 
for  Reappointment  and  State  Hospital  Medical  Staff  Section  (HMSS)  Oversight 
Peer  Review  Committee; 

• recommendation  of  policy  to  the  House  of  Delegates  on  Denial  of  Payment  for 
Pre-Existing  Conditions,  Third  Party  Payors  and  Patient  Care  Standards; 

• AMA-HMSS  Governing  Council  election  for  the  position  of  Delegate. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

515  North  State  Street 

Chicago,  Illinois  60610 

Phone  (312)  464-4754  or  464-4761 


HMSS 


Are  you  paying  out  good  money  for 
retirement  benefits  yet 
getting  very  little  in  return  ? 

Perhaps  your  accountant  is  using  terms  like  "overfunded",  "tax-liability",  "must  cover 
shortterm  employees  (non-discriminatory)",  "your  benefits  are  limited",  "administrative 
costs",  "ERISA  reporting  requirements."  The  bottom  line  for  the  physician  is  you  pay  but 

personally  get  very  little  in  return. 

After  listening  to  physicians  like  yourself,  we  came  across  The  Private  Pension  Plan.  The  company 
that  developed  this  plan  specializes  in  group  plans  (for  one  or  more  persons)  for  business  owners 
and  professionals  like  you  who  want  maximum  tax  advantages,  maximum  flexibility  in  your 
investments,  maximum  return,  and  minimum  worry  about  these  investments. 


The 

PRIVATE 

Pension  Plan 


What  are  The  Private  Pension  Plan  advantages? 


• Employer  contribution  1 00%  deductible, 
may  cover  physician  only 

• Not  subject  to  ERISA  reporting  requirements 

• May  be  initiated  on  a discriminatory  basis 

• No  administrative  cost 

• No  current  tax  on  plan  earnings 

• No  vesting  requirements 

• No  limit  on  individual  benefits 

• May  be  contributory  or  non-contributory 

• No  IRS  approval  is  required 


• Minimal  or  no  out  of  pocket  costs 

• Access  to  cash  accumulation  via  "checkbook" 

• Selection  among  interest  earning  strategies  for 
investing  your  cash  values 

• Substantial  pre  and  post  retirement  benefits 

• Maximum  retirement  income 

• Not  subject  to  business  creditors 

• Portable 

• Total  flexibility  on  distribution  options 


How  can  I find  out  more  about  The  Private  Pension  Plan? 


call 

SMS  Services 
608-257-6781  or 
1-800-545-0631 


(Underwritten  by  General  Services  Life  Insurance  Company  Form  No.  G DRL  0150) 
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We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we're  not  just 
insuring  your  financial  future.  We’re  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we’ll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation's  largest  malpractice  law 
department,  and  win.  If  we  didn’t,  we  couldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


Serving  Wisconsin  physicians  since  1915. 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  North  Elm  Grove  Road,  Elm  Grove,  Wl  53122,  (414)  784-3780 
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Opinions 


Secretary’s  report 

History,  culture  and  health  care 


There  are  myriad  REASONs-all  of 
them  valid-for  resisting  the 
current  call  to  implement  a Canadian- 
style  national  health  care  system  in 
the  United  States,  and  we’ve  all  heard 
them  more  than  once  in  the  past  few 
months.  I hope  we  hear  them  again 
and  again,  until  their  veracity  finally 
hits  home  in  Washington,  in  Madison 
and  on  the  streets.  In  the  meantime, 
I’d  like  to  offer  another,  less  economic, 
argument  to  the  debate. 

Bluntly  stated:  Americans  are  not 
Canadians.  We  are  different  peoples 
with  different  cultures,  histories, 
values,  expectations  and,  to  some 
extent,  languages.  When  we  look  for 
answers  to  social  problems  such  as 
our  uninsured,  our  aging  population, 
and  our  areas  of  limited  access  to 
health  care,  we  are  foolish  if  we  fail  to 
consider  the  social  fabric  of  which 
the  problems  are  a part  and  to  which 
the  solutions  must  be  applied.  You 
don’t  fix  a hole  in  wool  trousers  with 
a cotton  patch. 

If  s not  a question  of  right  or  wrong, 
if  s simply  a matter  of  being  different 
Our  world’s  cultural  diversity  certainly 
makes  our  lives  richer  and  more 
interesting,  but  it  also  prevents  us 
from  simply  shifting  customs  and 
institutions  across  borders.  It  is  the 
beliefs  and  values  of  our  national 
psyche  that  determine  the  best  way 
to  dispense  and  pay  for  health  care, 
not  the  other  way  around.  Our  health 
care  system  is  only  a small  part  of  our 


culture,  and  to  work  best  it  must  fit 
into  the  broader  context  of  American 
culture. 

Both  sides  of  the  current  debate 
have  spent  great  time  and  effort- 
unfortunately,  to  my  way  of 
thinking-trying  to  discredit  the  two 
health  care  systems.  Both  systems 
are  created  and  carried  out  by 
humans,  so  they  are  both  necessarily 
fallible.  More  importantly,  they  are 
part  of  living,  growing,  changing 
cultures,  and  if  they  are  to  keep  pace 
with  the  progress  of  history  they  will 
need  regular  tune-ups  and  occasional 
overhauls.  This  is  as  it  should  be. 
But,  despite  their  detractors,  these 
two  imperfect  systems  have  served 
their  respective  cultures  remarkably 
welL  As  I said  before,  ifs  not  a question 
of  right  or  wrong. 

For  instance  the  values  of  the 
Napoleonic  code,  dating  back  to 
prerevolutionary  France,  manifest 
themselves  in  Canadian  thinking 
and-along  with,  I think,  their  larger 
space  and  smaller  population-make 
Canadians  more  tolerant  than 
Americans  of  government  inter- 
vention in  rendering  or  orchestrating 
the  provision  of  services  (in  this  case, 
health  care  services).  Likewise, 
American  history  has  given  us  an 
intellectual  legacy  of  frontier 
individualism,  disdain  for  centralized 
power,  and  faith  in  the  forces  of 
competitive  markets  to  work  in  favor 
of  the  general  good.  This  uniquely 


Thomas  L.  Adams 


American  spirit  not  only  makes  us  ill- 
suited  for  a Canadian-style  health  care 
system,  but  endows  us  with  a greater 
acceptance  of  corporate  participation 
in  our  health  care  system. 

What  we  have  here  is  an  American 
system  with  American  problems 
requiring  American  solutions.  That’s 
not  to  say  that  we  should  don  the 
blinders  of  nationalism  and  refuse  to 
learn  from  other  cultures,  only  that 
we  must  take  care  to  fit  what  we  learn 
into  the  American  cultural  context. 
And  a good  place  to  start  is  the  AMA 
and  SMS  Health  Access  America 
proposal.  □ 
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Editorials 

HMOs  are  not  the  answer 


As  a physician,  you’ve  probably 
become  aware  of  two 
phenomena  in  your  practice.  The  first 
is  that  HMOs  are  becoming  more 
and  more  reluctant  to  grant  referral 
to  non-member  physicians.  The 
second  is  that  more  and  more  people 
are  finding  that  their  employers  are 
cutting  back  on  the  health  insurance 
coverage  they  provide  or  are  even 
abdicating  this  role  entirely.  Could 
these  two  phenomena  be  related? 
Consider  the  following. 

The  rise  of  the  HMO  concept  is 
akin  to  running  the  history  of  Europe 
backwards.  The  history  of  Europe 
traces  the  consolidation  of  warring 
tribes  into  city  states,  and  these  into 
nations.  Today,  we  are  faced  with  the 
prospect  of  a borderless  European 
Economic  Community-an  economic 
Festung  Europa  of  unprecedented 
power  and  capability. 

In  contrast,  the  HMO  starts  with  a 
health  care  system  seeking  to  make 
better  and  more  efficient  use  of  its 
resources  through  regionalization  of 
high-tech,  high-cost  care.  The  HMO 
concept  slices  regionalization  into 
economically  warring  medical 
fiefdoms.  These  fiefdoms  work  like 
crazy  to  keep  their  dollars  at  home. 
To  do  this,  however,  they  have  to  be 


all  things  to  all  people-or  act  like  it 
Thus,  one  MRI  for  a region  won’t  do, 
because  each  HMO  fiefdom  has  to 
have  one  in  order  to  attract  business. 
The  same  goes  for  neonatal  intensive 
care.  MUGA.  Laser  surgery.  You 
name  it 

Now,  how  is  this  equipment 
justified  and  sold?  You’ve  all  heard 
the  sales  pitch:  “It  will  pay  for  itself 
before  you  know  it!”  Thus,  a financial 
incentive  is  created  to  use  the  new 
technology,  quite  apart  from  any 
quality  of  care  incentive.  The  effects 
of  this  financial  incentive  are  manifold. 
First,  the  new  technology  may  be 
used  excessively  and  unnecessarily, 
such  that  it  contributes  little  to 
diagnosis  and  management,  even  if 
procedures  are  done  and  interpreted 
correctly.  Second  and  third,  research 
has  shown  that  many  studies  done  on 
high-tech  equipment,  particularly 
away  from  major  medical  centers,  are 
interpreted  incorrectly,  or  are  done 
so  poorly  that  interpretation  is 
impossible.  Finally,  additional  testing 
then  appears  mandated  to  clear  the 
technologically  muddied  waters.  The 
cumulative  effect  of  all  this,  quite  apart 
from  a specific  risk  and  inconvenience 
to  the  patient,  is  to  jack  health  care 
costs  higher  than  they  need  to  be. 


The  problem  comes  full  circle  when 
the  manufacturer  of  that  MRI  scanner 
decides  it  can  no  longer  afford  to 
provide  health  care  coverage  for  its 
employees  because  the  cost  has  gone 
through  the  roof.  The  creation  of 
HMO  turfs  has  served  us  about  as 
well  as  did  the  dividing  of  Los  Angeles 
turf  between  the  Bloods  and  the  Crips. 

Ifis  also  worth  noting  that  the 
HMOs  claim  of  omnipotence,  of  being 
all  things  to  all  people,  is  unassailable. 
The  HMO  can  demand  that  its  claim 
be  accepted  as  an  article  of  faith  by 
physician  and  patient  alike.  A 
physician  making  such  a claim  is  likely 
to  see  his  credibility  ratings  drop  faster 
than  Mike  Dukakis’,  and  if  his  ego  is 
as  big  as  his  claim,  he  will  likely  end 
up  defending  both  in  front  of  a jury  or 
medical  examining  board. 

Apart  from  the  above,  the  HMO 
still  fails  to  address  the  needs  of  tens 
of  millions  of  people  in  this  country. 
The  HMO  can,  by  design  fail  to  serve 
the  poor,  the  unemployed,  those  with 
“pre-existing  conditions”  (how  can 
anything  “pre-exist”?),  and  those  with 
chronic  conditions  on  which  the  HMO 
can  arbitrarily  limit  coverage  with  no 
consideration  of  a patient’s  continuing 
health  care  needs. 

When  you  think  about  it,  the 
question  is  not  whether  we  can  design 
a universal  access  health  care  system 
better  than  Canada’s,  or  England’s, 
or  anyone  else’s.  We  are  America-of 
course  we  can.  No,  the  real  question 
is  this:  If  another  country  had  a health 
care  system  that  cost  as  much  as  ours 
and  served  its  people  as  poorly,  would 
we  consider  adopting  it? 

You’ve  got  to  be  kidding. 

-Jeffrey  H.  Lamont,  MD 
Wausau  □ 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official 
policy  of  the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors' 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
editorials  is  reserved  for  members  of  the  WMJ  editorial  board,  editorial 
associates  and  SMS  elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters 
is  open  to  the  public,  but  letters  are  limited  to  500  words  and  subject  to 
review  by  the  WMJ  editorial  board.  Write  to:  Wisconsin  Medical  Journal , 
PO  Box  1109,  Madison,  WI  53701.O 
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A lot  of  professional  liability  insurance  companies 
have  come  and  gone  over  the  years,  so  you  need 
a company  that  you  can  depend  on.  One  that  has 
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• Loss-free  credit  program 

• Risk  management  services 
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Letters 

Making  certain  that  children  are  immunized 


To  the  editor:  In  August  of  this  year, 
as  children  were  preparing  to  return 
to  school  and  the  demand  for  measles, 
mumps,  rubella  vaccine  (MMR)  was 
especially  high  due  to  the  new 
mandate  that  every  child  entering  K- 
5, 6th  and  12th  grade  be  in  receipt  of 
a second  MMR,  there  occurred  a 
temporary  shortage  of  vaccine.  Now, 
in  mid-September,  it  is  clear  that  the 
shortage  was  indeed,  temporary. 
Merck,  Sharp  & Dohme,  the  sole 
manufacturer  of  MMR  in  the  United 
States,  has  resumed  filling  orders  in  a 
timely  fashion. 

There  was,  however,  a two-  to  three- 
week  period  during  which  many 
pediatricians,  family  practitioners  and 
others  exhausted  their  supplies  of 
vaccine  and  could  not  get  them 
replaced.  Because  of  our  ongoing 
campaign  to  promote  immunization 
through  the  private  practitioner,  a 
number  of  physicians  contacted  the 
Milwaukee  Health  Department  for 
help.  We  assured  them  that  no  age 
appropriate  child  referred  by  them 
would  be  denied  immunization  at  local 


health  centers.  On  the  other  hand, 
rather  than  take  over  this  aspect  of 
primary  care,  the  thrust  of  our  effort 
to  date  has  been  to  break  down  the 
barriers  that  prevent  children  from 
getting  immunized  by  their 
physicians. 

Barriers  to  immunization  include 
the  high  cost  of  MMR  vaccine  and 
the  strain  it  puts  on  the  cash  flow  of 
small  practices,  increasing  paper 
work,  the  threat  of  litigation,  and 
inadequate  or  delayed  reimburse- 
ment (both  real  and  perceived)  from 
far  too  many  third  party  payers.  These 
barriers  and  others  have  caused  some 
physicians  to  decide  that  they  cannot 
afford  to  immunize  their  own  patients. 
Adding  spot  shortages  that  disrupt 
established  practice  patterns  could 
tip  the  scales,  we  feared,  against  even 
those  physicians  who  had  heretofore 
insisted  on  retaining  their  privilege 
and  responsibility  to  immunize. 

Therefore,  it  was  not  a difficult 
decision  for  the  Milwaukee  Health 
Department  to  begin  an  emergency 
program  of  lending  quantities  of 


vaccine  to  physicians  and  clinics 
whose  supplies  had  run  out  The 
conditions  of  the  loan  were  that 
repayment  should  be  in-kind,  dose 
for  dose,  within  two  weeks.  From 
mid-August  to  Sept  5,  395  doses  of 
MMR  were  lent  out  in  increments  of 
10  to  250.  To  date,  345  have  been 
repaid. 

We  consider  the  cost  of  this 
program  to  the  Milwaukee  Health 
Department  to  be  essentially  zero. 
The  benefits,  on  the  other  hand,  we 
consider  to  be  substantial  in  that 
traditional  practice  patterns  that  have 
served  our  community  well  have  been 
maintained  and  the  ideal  of  physician- 
based  immunization  has  been 
promoted  in  a very  concrete  way.  A 
great  deal  more,  however,  needs  to 
be  done  to  avail  all  of  our  children  of 
all  the  protection  of  modem  vaccines 
that  is  technically  available  to  them. 
-Thomas  Schlenker,  MD 
special  deputy  commissioner 
Milwaukee  Health  Department.^ 


Thank  you,  SMS 

To  the  editor:  Sincere  thanks  for  your 
granting  to  me  a Life  Membership 
and  for  the  handsome  recognition 
plaque  recently  received. 

For  myself  and  my  patients,  our 
50+  years  of  mutual  involvement  with 
each  of  you  have  been  very  valuable, 
enjoyable  and  a high  privilege.  Best 
wishes  to  all. 

-G.E.  Oosterhous,  MD 
Madison  □ 


Restraint  is  in  order 

To  the  editor:  As  the  senior  surgical  resident  at  Milwaukee  County  General 
Hospital  in  1941,  and  as  one  who  performed  what  was  probably  one  of 
Wisconsin’s  first  peritoneoscopies  for  a middle-aged  patient  with  a non-surgical 
abdomen,  I am  surprised  at  the  recent  flurry  of  reports  and  articles  on 
laparoscopic  procedures  done  for  the  resection  of  various  abdominal  organs, 
hernia,  etc. 

The  laparoscopic  resection  seems  to  be  an  attempt  to  replace  the  current 
“tried  and  true”  and  rather  simple  open  procedure  with  one  that  will  be 
technically  more  difficult  and  will  result  in  a probable  greater  incidence  of 
complications.  Restraint  is  in  order. 

-John  J.  Satory,  MD 
La  Crosse  □ 
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“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection." 

Am  Fam  Phys  1987;36:133-140 
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Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 
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Brief  Summary. 

Consult  the  package  literature  for  prescribing  information 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A a-hemolytic  streptococci) 

Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old  Ceclor  penetrates  mother's  milk  Exercise  caution 
in  prescribing  for  these  patients 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8.346  (0 .024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38.000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy,  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported 

• Stevens- Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy 

• Gastrointestinal  (mostly  diarrhea).  2,5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other  eosinophilia,  2%:  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  lymphocytosis,  leukopenia,  and.  rarely, 
hemolytic  anemia  and  reversible  neutropenia 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitest'  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly) 

PA  8791  AMP  [021490 LRI] 

Additional  information  available  to  the  profession 
on  reguest  from  Eli  Lilly  and  Company.  Indianapolis, 
Indiana  46285. 

Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
A Subsidiary  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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Soundings 

Tears 


No  tears  in  the  writer, 

No  tears  in  the  reader. 

-Robert  Frost 

here  are  many  reasons  to  cry,  but  only  one 
theme  worth  crying  about  the  bittersweetness 
of  life.  Without  our  hope  we  would  not  find  cause  to  be 
sad.  Without  our  sorrow,  we  would  be  unreal. 

Let  me  put  flesh  to  this.  When  did  you  last  cry?  At 
the  death  of,  or  divorce  of,  or  loss  of.  Didn’t  you  know 
they  would  die?  Didn’t  you  realize  divorce  is  common? 
Didn’t  you  see  loss  as  a constant  part  of  life?  Of  course 
you  knew,  realized,  saw.  But  you  enjoyed  life,  love, 
gain.  You  had  hoped  they  would  continue,  at  least  part 
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General  Practice 

• Full-time  permanent  position  at  the 
Military  Entrance  Processing  Station, 
downtown  Milwaukee. 

• Regular  hours. 

• Full  Federal  employee  benefits. 

• Current  license  and  U.S.  Citizenship 
required. 

For  an  application,  call 

Rita  Verkler, 

Civilian  Personnel, 
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An  Equal  Opportunity  Employer. 


of  you  had  hoped.  The  other  part  of  you  waited  for 
death,  failure,  and  loss,  and  found  itself  in  tears. 

We  cry  all  the  time,  even  those  of  us  who  think  we 
don’t  Tears  are  a vital  eye  lubricant;  without  them  the 
surface  of  the  eye  dries  and  blinking  becomes 
exquisitely  painful.  Sufferers  of  diseases  which  cause 
dry  eyes  must  use  cellulose-based  artificial  tears.  Over- 
the-counter  eyedrops  just  aren’t  good  enough  because 
tears  are  strong. 

Tears  are  also  salty.  In  this  way  they  are  like  blood 
without  its  cells.  They  taste  like  blood;  perhaps  you 
remember  bleeding  from  a cut  lip  and  tasting  both 
blood  and  tears;  they  weren’t  easy  to  tell  apart,  except 
blood  has  more  aftertaste. 

Tears  are  bittersweet  Tears  are  constant  and  healing. 
Tears  are  salty.  Tears  are  human.  It  is  not  maudlin  or 
sentimental  to  remember  this.  It  is  a medical  certainty. 
It  is  a literary  fact 

Tears  are  released,  willfully  or  unconsciously,  from 
the  lacrimal  glands.  While  other  creatures  cry,  only 
humans  have  been  able  to  describe  their  reasons  for 
crying.  These  reasons  are  usually  humanly  nurturing- 
-sadness  about  death,  about  relationships,  about  losses. 
If  the  20th  century  has  one  lesson  for  us  it  is  that  we 
have  cried  too  little  and  thus  cared  too  little. 

You  never  cry,  you  say.  Then  have  you  never  felt  life 
was  bittersweet?  Have  you  never  lost  and  failed?  Have 
you  held  back  your  tears  so  long  you  now  have  dry 
eyes?  It  won’t  do.  No  excuses-societal,  cultural,  sexual- 
-are  good  enough.  We  recognize  having  dry  eyes  as 
being  a medical  disease  which  requires  treatment. 
Tearlessness  also  is  a disease-a  disease  for  which  I 
have  no  name,  a disease  which  I have  had  myself,  but 
which  I sometimes  treat  with  words,  which  remind  me 
of  ideas,  which  remind  me  of  life,  which  brings  tears  to 
the  writer. 

-David  L Schiedermayer,  MD 
Center  for  the  Study  of  Bioethics, 

Medical  College  of  Wisconsin, 

Milwaukee  □ 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 
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WMJ  announces 
physician  photo  contest 


Awards:  Publication  on  the  cover  of  the  Wisconsin  Medical  Journal  and  a commemorative  plaque,  presented 
at  the  SMS  annual  meeting. 

Eligibility:  The  competition  is  open  to  members  of  the  State  Medical  Society  of  Wisconsin  and  its  Auxiliary  only. 

Guidelines:  A total  of  three  entries  in  any  combination  of  the  following  categories  may  be  submitted. 

• A doctor’s  life 

• The  science  of  medicine 

• The  art  of  healing 

• Wisconsin  wildlife 

• Wisconsin  places 

• Wisconsin  people 

Entry  in  the  contest  constitutes  agreement  to  allow  the  entered  photographs  to  be  published  in  or  on  the  cover 
of  the  Wisconsin  Medical  Journal.  Vertical  photos  are  preferred,  but  horizontal  photos  are  accepted.  Entrants 
retain  all  other  rights  to  their  photographs. 

Entries  must  be  original  prints  or  slides  in  color  or  black  and  white.  Prints  may  be  mounted,  but  not  framed, 
and  mount  size  should  not  exceed  11x14.  Negatives  must  be  available  for  all  prints. 

The  back  of  each  photograph  must  bear  the  photographer’s  name,  address  and  phone  number,  and  the  title— if 
any— of  the  photo.  Enclose,  preferably  on  a separate  sheet,  a brief  description  of  where,  when  and  how  the  photo 
was  taken.  If  possible,  note  the  make  and  model  of  camera  and  lens  used  for  each  photo,  film  used,  exposure 
settings,  and  any  special  equipment.  Previously  published  material  may  be  entered;  however,  please  include  the 
information  on  when  and  where  the  photo  has  appeared. 

The  WMJ  cannot  be  responsible  for  entries— so  do  not  send  your  only  copy. 

Deadline:  All  entries  must  be  postmarked  no  later  than  February  15,  1991.  Send  entries  to:  Photo  Contest, 
Wisconsin  Medical  Journal , PO  Box  1109,  Madison,  WI  53701. 


Wisconsin 
Medical  Journal 

Instructions  for  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  considera- 
tion of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  editing 
this  submission,  the  author(s)  hereby 
transfer(s),  assign(s),  or  otherwise 
convey(s)  all  copyright  ownership 
to  the  WMJ  in  the  event  that  this 
work  is  published  in  the  WMJ."  All 
co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent  and 
provide  a complete  address  and  tele- 
phone number.  All  coauthors  should 
have  contributed  to  the  study  and 
manuscript  preparation.  They  should 
be  thoroughly  familiar  with  the  sub- 
stance of  the  final  manuscript  and  be 
able  to  defend  its  conclusions. 

The  Journal  expects  authors  to 
disclose  any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely 
acknowledged  on  the  title  pages,  as 


should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by  the 
Journal  staff  for  clarity,  organization, 
grammar,  spelling,  and  punctuation, 
and  in  accordance  with  AM  A style. 
Suggestions  for  titles  are  welcome, 
but  are  subject  to  the  constraints  of 
clarity,  space,  grammar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements  of 
fact.  Galley  proofs  are  for  correcting 
errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  paper. 
The  authors  are  responsible  for  all 
statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  cor- 
responding author. 

Manuscript  preparation 

• Submit  papers  to:  Wisconsin  Med- 
cal  Journal,  PO  Box  1109,  Madison, 
WI  53701;  Ph:  608-257-6781  or 
1-800-362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 


sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  paper, 
using  1-inch  margins.  Double-space 
throughout. 

• Organization  for  scientific  papers: 

Abstract— 150  words  or  less,  stating 

the  problem  considered,  methods, 
results  and  conclusions. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or 
illustrations  are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  relations 
to  other  studies.  Show  how  the  con- 
clusions relate  to  the  purpose  of  the 
study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 


completeness  of  references.  Ref- 
erences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use  in 
the  text.  Acceptable  abbreviations  of 
clinical,  technical  and  general  terms 
can  be  found  in  the  AMA  Manual  for 
Authors  and  Editors. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scientific 
writing.  (Examples:  For  “presented 


with’’  use  “had;”  for  “experienced  a 
weight  loss”  use  “lost  weight.”) 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in 
parentheses. 

• Units  of  measure  are  to  be 
provided  in  metric,  followed  by 
International  System  units  (SI)  in 
parentheses. 

Review  process 

Each  scientific  manuscript  is  reviewed 
by  the  medical  editor  and  the  mem- 
bers of  the  editorial  board.  The  opin- 
ions of  outside  consultants  may  be 
sought  at  the  medical  editor’s  discre- 
tion. The  medical  editor  has  the  final 
decision  as  to  whether  a scientific 
paper  will  be  published. 


Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including  tables 
or  illustrations),  or  roughly  5 type- 
written pages,  may  be  asked  by  the 
editorial  board  to  provide  publication 
support  in  the  amount  of  $100  per 
typeset  page  beyond  the  second.  Such 
support  is  not  mandatory  and  is 
not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision  of 
support  helps  defray  the  cost  of  pub- 
lishing the  Journal  and  is  left  to  the 
conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  reproduced 
without  specific  permission,  provided 
that  acknowledgement  of  the  source 
is  made.  ^ 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need.  . . when  you 
need  it . . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 

PROFESSIONAL  PROGRAMS 

■ DXplain’”  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM*  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


LITERATURE  SEARCHES 

• EMPIRES  Key  Clinical  Journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

/4MK/NET 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  bv  the  American  Medical  Association  and  is  a service  of  SoftSearch  Inc 
and  American  Medical  Computing,  Ltd  a subsidiary  ol  the  AMA 


Scientific 


Hunting-related  injuries 

Christopher  M.  Huiras,  MD,  Thomas  H.  Cogbill,  MD,  and 
Pamela  J.  Strutt,  RN,  La  Crosse 

One  hundred  four  patients  treated  for  injuries  incurred  while  hunting  were 
prospectively  studied  during  two  consecutive  fall  seasons.  A questionnaire 
was  completed  at  initial  evaluation  and  hospital  records  were  subsequently 
reviewed.  One  hundred  (98%)  patients  were  male.  Patient  ages  ranged  from 
10  to  78  years  (median  = 32  years).  Mechanism  of  injury  included  knife  or 
arrow  penetrations  (25),  firearm  wounds  (12),  falls  (17),  overexertion  (5), 
and  misadventures  with  hazards  (40).  Soft  tissue,  maxillofacial  and 
orthopedic  injuries  predominated.  Four  patients  experienced  cardiac  events. 
Hypothermia  was  noted  in  three,  and  animal-related  injuries  occurred  in 
five.  Eighteen  (17%)  patients  were  hospitalized.  Serious  injury  was  evident 
in  34  (33%).  There  were  no  deaths.  Outpatient  follow-up  was  necessary  in 
90%.  Mishaps  most  frequently  occurred  because  of  overexcitement, 
unfamiliarity  with  equipment,  or  carelessness.  Alcohol  and  drug  use  were 
only  rarely  identified.  Almost  one  half  of  patients  were  injured  during  the 
9-day  gun  deer  hunting  season.  A wide  variety  of  injuries  occur  during 
hunting  activities.  While  many  are  minor,  serious  morbidity  with  potential 
long-term  disability  may  result  Costs  in  time  and  money  may  be  substantial. 
Simple  measures  could  prevent  many  hunting-related  mishaps.  Wts  Med  J 
1990;89(10):573-576. 


Hunting  has  been  a part  of  human 
culture  since  the  beginning  of 
recorded  time.  Subsistence  hunting 
has  provided  for  the  basic  needs  of 
humans  throughout  history.  Hunting 
for  sport  has  evolved  into  a multibillion 
dollar  industry  in  the  20th  century, 
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and  every  fall  hunters  flock  to  rural 
America  in  an  almost  ritual  fashion. 
More  than  1 million  hunting  licenses 
were  sold  last  fall  in  Wisconsin  alone. 

With  large  numbers  of  people 
carrying  weapons  designed  to  kill 
various  game  species,  a certain 
number  of  mishaps  can  be  expected. 
Reports  of  injuries  sustained  during 
hunting  activities,  however,  are  few 
and  essentially  deal  only  with  firearm 
death  or  injury.  We  postulated  that  a 
significant  number  of  incidents  apart 
from  gunshot  wounds  also  occur  and 
could  account  for  substantial 
morbidity.  The  study  was  undertaken 
to  answer  this  question  and  to 
determine  if  any  methods  could  be 
identified  to  prevent  these  injuries. 


Material  and  methods 

Patients  treated  in  the  Emergency 
Department  of  the  Gundersen/ 
Lutheran  Medical  Center  (La  Crosse) 
during  the  1988  and  1989  fall  hunting 
seasons  were  evaluated  prospectively 
for  injuries  that  occurred  during 
hunting  activities.  Patients  sustaining 
such  injuries  were  asked  to  complete 
a questionnaire  with  the  help  of 
emergency  medicine  physicians  and 
nursing  personnel.  The  questionnaire 
focused  on  items  such  as  game 
sought,  prior  hunter  safety  training, 
and  contributing  factors  (time  of  day, 
weather,  age,  ethanol  or  drug  use, 
new  equipment,  or  excitement).  In 
addition,  hospital  records  were 
examined  for  the  extent  of  injury  and 
outcome  was  determined  by  inpatient 
and  outpatient  chart  review. 

Results 

One  hundred  four  patients  sustained 
injuries  during  hunting  activities.  This 
represented  0.7%  of  all  emergency 
department  visits  during  the  study 
periods.  Patient  ages  ranged  from  10 
to  78  years  with  a median  age  of  32. 
Eleven  (11%)  patients  were  less  than 
18  years  of  age.  Seventy-six  (77%) 
were  18  to  45 years  old.  One  hundred 
(98%)  were  male. 

Injury  mechanisms  are  listed  in 
Table  1.  Firearm  wounds  accounted 
for  only  12  of  the  104  incidents.  The 
most  frequent  injuries  involved 
misadventure  with  a natural  or 
artificial  hazard  such  as  ice,  snow, 
water,  trees,  fences  or  motor  vehicles. 
Laceration  or  penetration  by  knife  or 
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Table  l.-Injury  mechanism  for  104 
hunting-related  mishaps. 

Mechanism 

No 

Hazard  misadventure 

40 

Penetration  by  sharp  object 

25 

Fall 

17 

Firearm  wound 

12 

Overexertion 

5 

Animal  contact 

5 

Total 

Table  2 .-Organ  system  involvement 
in  104  patients  with  hunting-related 
trauma. 

Organ  system 

No 

Skin  and  soft  tissue 

44 

Maxillofacial 

23 

Spine  and  back 

8 

Thoracic 

6 

Extremity  fracture 

5 

Animal  contact 

5 

Ml/syncope 

4 

Craniocerebral 

3 

Immersion 

3 

Vascular 

2 

Abdomen 

1 

arrow  tip  was  present  in  almost  one 
fourth.  Seventeen  patients  sustained 
injuries  during  a fall,  including  12 
falls  from  tree  stands.  Five  incidents 
involved  overexertion.  Five  events 
were  directly  related  to  encounters 
with  animals. 

Organ  systems  involved  ranged 
from  head  to  toe  (Table  2).  Head 
trauma  included  one  basilar  skull 
fracture  following  a fall  from  a moving 
motor  vehicle.  One  patient  suffered  a 
scalp  laceration  after  falling  from  a 
tree  stand.  Another  patient  sustained 
a concussion  and  scalp  laceration  from 
a dislodged  garage  rafter  while  trying 
to  hang  his  deer  before  butchering. 

Maxillofacial  injuries  included 
corneal  abrasions  and  lacerations, 


facial  or  jaw  fractures,  semicircular 
forehead  lacerations  from  the  recoil 
of  telescopic  sights  into  the  face,  and 
one  eye  enucleation  secondary  to 
shotgun  wound. 

Thoracic  trauma  ranged  from  rib 
fracture  to  penetrating  gunshot  injury. 
Eight  patients  incurred  vertebral  body 
fracture  or  significant  back  strain. 
Puncture  of  the  abdominal  wall 
occurred  in  one  individual. 

Five  patients  sustained  extremity 
fractures.  Vascular  trauma  occurred 
in  two  patients.  One  of  these  involved 
major  neurovascular  and  soft  tissue 
injury  to  the  forearm  from  a gunshot 
wound.  Another  patient  had  an 
expanding  hematoma  in  the  proximal 
thigh  from  laceration  to  muscular 
branches  of  the  profunda  femoris 
artery  associated  with  a stab  wound. 

Forty-four  accidents  resulted  in 
skin  or  soft  tissue  disruption, 
including  five  tendon  lacerations  in 
the  hand.  There  were  numerous 
sprains,  strains  and  superficial 
lacerations. 

Other  incidents  involved 
myocardial  infarction  in  three 
patients,  all  of  whom  were  treated 
with  tissue  plasminogen  activator.  An 
additional  patient  experienced  cardiac 
syncope.  Three  patients  suffered 
hypothermic  immersion  injury  in  a 
boating  accident 

Five  patients  were  treated  for 
disorders  directly  related  to  animal 
contact  Three  of  these  had  deer  ticks 
imbedded  in  their  skin.  None  of  these 
patients  had  positive  Lyme  titers.  One 
patient  received  rabies  vaccine  and 
immune  globulin  after  a raccoon  bite 
in  an  incident  in  which  the  wounded 
animal  was  subsequently  shot  in  the 
head,  precluding  further  analysis  for 
disease.  Another  patient  was  treated 
for  injuries  after  being  gored  in  the 
thigh  by  his  dead  deer’s  antler  during 
transport 

Eighteen  (17%)  patients  were 
hospitalized  for  further  treatment 
(Table  3).  Fifteen  operations  were 
performed  on  seven  patients.  These 
included  debridement  of  gunshot 


wound  sites,  repair  of  tendon 
lacerations,  evacuation  of  hematomas, 
debridement  and  repair  of  soft  tissue 
and  neurovascular  injuries,  and 
vitrectomy  with  subsequent  eye 
enucleation.  Follow-up  care  was 
deemed  necessary  in  90%  of  the 
patients  for  adequate  treatment. 
Outpatient  treatment  included  suture 
removal,  reassessment  of  corneal 
lacerations  or  abrasions  and  follow- 
up of  facial,  skull,  spine  and  extremity 
fractures. 

There  were  no  deaths  in  this  series. 
Serious  injury  with  extended  recovery 
or  impairment,  however,  was  present 
in  34  (33%)  patients.  Apart  from 
evaluation  by  emergency  physicians, 
other  specialty  services  involved  in 
the  care  of  these  patients  included 
general  surgery,  hand  surgery, 
neurosurgery,  ophthalmology,  oral 
surgery,  orthopedic  surgery, 
otolaryngology,  plastic  surgery  and 
vascular  surgery,  in  addition  to 
cardiology  and  infectious  disease. 

Costs  of  initial  evaluation, 
hospitalization,  operation  and  follow- 
up care  resulted  in  total  patient 
charges  of  more  than  $100,000  per 
season. 

Forty-nine  (47%)  of  the  104 
incidents  occurred  during  the  gun 
deer  season.  In  Wisconsin,  this 
represents  a 9-day  season  each 
November.  Almost  three-fourths  of 
these  occurred  on  opening  weekend. 

Questionnaires  were  completed 
by  seventy-four  (74%)  patients.  Hunter 
safety  training  had  been  completed 


Table  3.-Outcome  of  hunting- 
related  trauma  in  104  patients. 

Hospitalization 
Operation  (s) 

18/104 

17% 

necessary 

7/104 

7% 

Death 

0/104 

0% 

Outpatient 

follow-up 

94/104 

90% 

Extended  recovery 
or  functional 
impairment 

34/104 

33% 
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by  44%  of  the  overall  group.  Only  25% 
of  the  patients  injured  in  firearm 
incidents  had  completed  hunter  safety 
training.  Four  incidents  were  obvious 
violations  of  basic  safety  principles  as 
taught  in  hunter  safety  courses.  Not 
all  patients  completing  a 
questionnaire  identified  a responsible 
factor. 

Time  of  day,  age  of  victim  or 
instigator,  and  weather  were  rarely 
identified  as  a cause.  In  only  three 
patients  were  drugs  or  ethanol  use 
noted  to  be  a contributing  factor  by 
either  the  patient  or  the  examining 
physician.  The  vast  majority  (66%) 
blamed  the  incident  on  one  of  the 
three  following  factors: 
overexcitement,  lack  of  caution  or 
incomplete  knowledge  of  equipment 

Discussion 

There  are  few  reports  in  the  literature 
regarding  trauma  while  hunting. 
Those  found  are  almost  exclusively 
limited  to  enumeration  of  firearm 
deaths  with  occasional  comments  on 
nonfatal  gunshot  wounds. 

Morrow  and  Hudson  reported 
accidental  firearm  fatalities  in  North 
Carolina  from  all  causes.1  Nineteen 
percent  were  related  to  hunting, 
accounting  for  39  deaths  over  a 5- 
year  period.  A later  report  from  that 
state  identified  a slightly  higher 
percentage  of  firearm  deaths  due  to 
hunting.2 

Only  7.4%  of  firearm  deaths  in  Dade 
County,  Fla,  over  an  11-year  period 
were  caused  by  hunting  activities.3 

A report  of  firearm  fatalities  in 
Denmark  was  described  by  Hardt- 
Madsen  and  Simonsen.4  Restrictive 
firearm  legislation  in  that  country 
limited  the  number  of  hunting  deaths 
with  annual  decreases  over  the  10- 
year  study  period.  Omehult  and 
Eriksson  reviewed  the  Swedish 
experience  and  also  found  a very  small 
number  of  deaths  per  year  related  to 
hunting.5 

Coudane  and  associates  described 
evaluation  and  treatment  of  a number 


of  orthopedic  injuries  from  hunting 
weapons  in  France.6 

A review  by  Carter  summarized 
the  data  compiled  by  the  North 
American  Association  of  Hunter 
Safety  Coordinators  (NAAHSC)  and 
emphasized  the  relative  rarity  of 
hunting  accidents,  as  well  as  their 
dispersal  across  the  entire  continent7 
Nonetheless,  860  fatal  hunting 
accidents  were  reported  to  the 
NAAHSC  between  1983  and  1986.  In 
addition,  6,132  firearm  injuries  were 
reported.  That  report  indicated  hunter 
inexperience  and  judgement  errors 
to  be  major  contributors  to  the 
problem  but  also  noted  that  only  24% 
of  North  American  hunting  accident 
victims  had  participated  in  hunter 
safety  courses. 

Injuries  sustained  in  relation  to 
tree  stands  among  deer  hunters  in 
Georgia  were  reported  by  the  Centers 
for  Disease  Control.8  Two  hundred 
fourteen  injuries  occurred  during  a 
10-year  period.  Most  commonly 
reported  injuries  were  fractures, 
strains  or  sprains.  There  were  17 
fatalities.  Forty-seven  percent  of  the 
fatalities  were  caused  by  unintentional 
discharge  of  firearms.  Thirty-four 
percent  of  the  hunters  for  whom  this 
information  was  available  had 
completed  hunter  safety  courses. 
None  of  the  hunters  injured  were 
wearing  safety  harnesses. 

Other  reports  of  injuries  sustained 
during  hunting  include  case  reports 
of  arterial  embolism  of  rifle  bullet,9 
fatal  arrow  wounds,10  and  death  due 
to  an  old-fashioned  bear  hunting 
shotgun  slug.11 

A report  from  the  French  literature 
detailed  40  cases  of  ocular  injuries 
from  hunting  accidents  with  notes  on 
treatment  of  the  minor  and  more 
serious  injuries.12  A cadaver  study 
described  the  nature  of  traumatic 
wounds  of  limbs  due  to  hunting 
weapons.13  Two  additional  reports 
focused  on  safety  testing  of  devices 
designed  to  provide  eye14  or  hearing 
protection15  during  hunting  activities. 


A group  from  Emory  University 
studied  testosterone  levels  in  the 
IKung  San  tribe,  a modem  stone  age 
group  living  in  the  Kalahari  region  in 
Africa,  before,  during  and  after 
hunting.16  The  normal  diurnal 
variation  of  testosterone  secretion  was 
blunted  during  hunting  activities,  with 
afternoon  trough  levels  being 
elevated.  Following  resumption  of 
normal  non-hunting  activities,  the 
diurnal  pattern  reappeared. 

One  series  from  Papua  New  Guinea 
reported  some  intriguing  injuries 
sustained  during  wild  boar  hunting,  a 
game  animal  not  found  in  our  service 
area.17  These  injuries  were  primarily 
bite  or  gore  injuries  to  extremities, 
trunk,  or  genitals.  Routine 
management  of  injuries  by  pigs  was 
outlined. 

Our  series  is  unique  in  the 
spectrum  of  injuries  described.  While 
significant  morbidity  occurred  from 
firearm  injuries,  these  accounted  for 
only  a small  proportion  of  the  overall 
group.  Significant  injury  occurred 
with  handling  knives  or  arrows, 
resulting  in  many  soft  tissue 
lacerations.  Sprains  and  strains  were 
quite  common  following  mishaps  with 
hazards  in  the  field.  Falls  accounted 
for  a significant  number  of  injuries  as 
well,  including  11.5%  of  the  total 
involving  tree  stands.  Overexertion 
resulted  in  one  back  strain  and  four 
cardiac  events.  This  was  not 
unexpected  considering  the 
strenuous  nature  of  the  activities 
involved.  Five  events  were  directly 
related  to  encounters  with  animals. 
This  number  represented  only  a small 
fraction  of  the  total  population  and 
accounted  for  relatively  minor 
injuries. 

Serious  injuries  were  documented 
in  34  (33%)  patients.  Extended 
recovery  or  impairment  was  evident 
as  many  patients  recuperated  from 
skull,  extremity  or  back  fractures  or 
other  soft  tissue  injuries.  Since  the 
majority  of  hunters  were  young  active 
males,  this  interfered  significantly 
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with  their  employment  Estimated 
charges  were  considerable. 

Precipitating  factors  were  few. 
Most  often  the  parties  involved  did 
not  exercise  proper  caution  when 
using  their  hunting  weapon  or  knife, 
were  not  familiar  with  the  gear  or 
were  overexcited.  Inclement  weather 
tended  to  minimize  the  number  of 
hunters  afield.  Dawn  or  dusk  were 
not  times  of  higher  injury  rate. 

Nearly  half  of  the  injuries  sustained 
during  the  study  period  occurred 
during  the  9-day  gun  deer  season 
each  November.  This  is  a time  of 
high  hunter  concentration,  with  more 
than  600,000  deer  hunting  licenses 
sold  in  Wisconsin  each  fall. 

Ethanol  or  drug  use  was  only  rarely 
a factor.  This  was,  however, 
determined  on  the  basis  of  patient 
report  with  one  exception,  when  an 
obviously  intoxicated  patient  denied 
that  his  drinking  played  a role  in  his 
fall  from  a tree  stand.  It  is  possible 
that  additional  accidents  were 
influenced  by  drugs  or  ethanol. 

Hunter  safety  training  had  been 
completed  in  nearly  one  half  of  the 
overall  group  but  in  only  25%  of  firearm 
victims.  Hunter  safety  training,  which 
involves  10  to  15  hours  of  classroom 
and  practical  study,  focuses  primarily 
on  firearm  safety.  It  also  includes 
game  management  principles,  hunter 
responsibility,  common  emergencies 
and  conservation  law.  Most  of  the 
incidents  were  not  due  to  violation  of 
basic  safety  principles  as  taught  in 
hunter  safety  courses.  Just  over  half 
were  preventable  based  on  the 
patient’s  judgement 

Conclusions 

Hunting  activities  have  long  been  a 
part  of  human  culture.  While  not  now 
necessary  in  most  settings  for  survival, 
hunting  is  likely  to  continue  in  its 
current  recreational  form.  Our  series 


described  a wide  spectrum  of  injuries 
sustained  during  hunting  activities. 
Only  a small  proportion  of  these 
involved  firearm  mishaps,  in  contrast 
to  the  existing  reports  in  the  literature. 
Many  of  these  were  minor  but  serious 
morbidity  may  result  Costs  in  time 
and  health  care  resources  may  be 
substantial.  Simple  measures  could 
have  prevented  many  injuries. 
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• Efficacy  proven  comparable  to  240  mg1 
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doses  Calan  SR  should  be  administered  with  food 
'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 
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Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."2 
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Contraindications:  Severe  LV  dysfunction  (see  Warnings ),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 
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therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
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Magnesium  metabolism 


Magnesium  is  the  second  most  abundant  intracellular  cation  in  the  human 
body  and  is  necessary  as  a cofactor  in  more  than  300  enzymatic  reactions. 
The  generation  and  use  of  adenosine  triphosphate  is  dependent  on  the 
presence  of  magnesium.  The  assessment  of  the  magnesium  status  of  a 
patient  is  problematic  because  there  are  no  easily  performed  tests  that 
reliably  predict  the  intracellular  concentration.  There  are  recognized 
molecular  and  cellular  actions  of  magnesium  that  explain  clinically 
recognizable  problems  when  a magnesium  deficiency  or  excess  is  present 
Guidelines  for  therapy  of  magnesium  deficiency  are  given.  Future  directions 
in  research  are  given.  Wis  Med  J 1990;89(10):579-583. 
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Magnesium  is  an  abundant 
element  that  comprises  2.1% 
of  the  earth’s  crust1  and  in  the  body  is 
the  second  most  abundant 
intracellular  cation.2  The  serum 
contains  less  than  1%  of  the  total  body 
content  of  magnesium,  the  majority 
is  in  bone  and  soft  tissue.  The 
physiologically  active  state  of 
magnesium  is  the  ionized  (free)  form. 
In  the  serum,  approximately  25-30% 
is  ultrafilterable  (free  and  complexed 
to  citrate,  phosphate  “'and  other 
compounds);  the  remainder  is  protein 
bound.3 

It  is  important  to  determine  the 
intracellular  concentration  of 
magnesium,  since  this  is  where  the 
majority  is  located  and  where 
participation  in  metabolism  occurs; 
these  metabolic  functions  occur  in 
the  cytoplasm,  within  organelles  such 
as  mitochondria  and  sarcoplasmic 
reticulum,  and  on  the  cell  membrane.4 
The  intracellular  ionized  (free) 
magnesium  is  the  component 
essential  for  the  regulation  of  a large 
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number  of  cellular  functions.  Methods 
used  to  measure  the  intracellular  free 
magnesium  concentration  have  been 
a topic  of  controversy.5 

The  practical  methods  available  to 
assess  the  overall  magnesium  status 
of  a patient  are  limited.  Determination 
of  serum  concentration,  the  most 
commonly  used  method,  measures 
only  a small  fraction  of  the  body’s 
magnesium.  Other  methods  exist,  but 
these  are  less  practical  having  varying 
degrees  of  correlation  with  the  clinical 
status  of  the  patient. 

In  this  article,  magnesium  is 
reviewed  with  regard  to: 

• its  role  in  evolution  and  metabolic 
processes; 

• methods  of  assessment  of  the 
status  of  a patient; 

• altered  homeostasis; 

• clinical  correlates  of  the  molecular 
and  cellular  actions; 

• treatment  of  magnesium 
deficiency;  and 

• future  directions  in  research. 

The  material  reviewed  was  derived 

from  a MEDLINE  search  (1978  to 
present)  and  selected  references  prior 
to  1978. 

Evolutionary  role  of  magnesium 
In  the  earliest  stages  of  evolution,  the 
process  of  photosynthesis  resulted 
in  an  oxygen  rich  environment  that 
set  the  stage  for  the  evolution  of  higher 
forms  of  energy  production  and  use. 
It  is  interesting  to  note  that 


approximately  3.5  billion  years  ago, 
magnesium  combined  with  porphyrin 
rings  forming  chlorophyll;6 
chlorophyll  has  the  same  molecular 
structure  as  hemoglobin  with  the 
exception  that  hemoglobin  uses  iron 
as  the  stabilizing  central  metal. 

Magnesium  in  the  chlorophyll 
molecule  is  essential  for  the  process 
of  capturing  photons  from  the  sun 
and  converting  them  to  adenosine 
triphosphate  (ATP).  The  magnesium- 
porphyrin  complex,  excited  by  the 
sun,  is  capable  of  undergoing 
reversible  photochemical  oxidation 
or  reduction,  ie,  accepting  or  donating 
electrons  between  partner 
molecules.7 This  process  leads  to  the 
formation  of  ATP  and  oxygen;  both 
are  necessary  for  the  next  higher 
step  in  the  evolutionary  process, 
oxidative  phosphorylation.8 

Metabolic  role  of  magnesium 
Magnesium  participates  in  more  than 
300  enzymatic  reactions  in  the  body, 
particularly  those  processes  involving 
the  formation  and  use  of  ATP. 
Magnesium  participates  in  such 
reactions  by  its  ability  to  form  a 
chelate,  ie,  an  organometallic 
coordination  complex. 

Magnesium  complexes  with  ATP 
at  the  terminal  phosphate;  this  then 
neutralizes  the  charge  density  and 
labalizes  the  terminal  phosphate  to 
facilitate  transfer  of  this  phosphate  to 
another  molecule,  thereby 
transferring  energy.  Other  actions  of 
magnesium  at  the  molecular  level 
include: 

• coordination  of  a substrate  to  the 
active  enzyme  site; 

• binding  catalytic  subunits  to  make 
an  active  enzyme;  and 

• binding  directly  to  an  enzyme  to 
stabilize  it  in  its  active 
conformation.9 

At  the  cellular  level,  magnesium  is 
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Table  l.-Clinical  conditions  associated  with  magnesium  deficiency  * 

Reduced  intake 
Starvation 

Prolonged  intravenous  therapy  without  magnesium  supplement 

Impaired  intestinal  absorption 
Chronic  diarrhea 
Malabsorption  syndromes 
Familial 

Renal  loss 

Diuretic  (except  potassium-sparing  agents) 

Antibiotics  (gentamicin  sulfate,  carbenicillin  disodium,  ticarcillin  disodium) 
Osmotic  agents  (including  hyperglycemia) 

Alcohol 

Cisplatin 

Cyclosporine 

Hyperparathyroidism  (and  other  causes  of  hypercalcemia) 

Renal  tubular  acidosis 
Post-obstructive  diuresis 

Miscellaneous 

Idiopathic 

Acute  myocardial  infarction  (intracellular  shift) 

Excessive  sweating 
Digitalis  toxicity 
Congestive  heart  failure 


Data  from  Reinhart.2 


known  to  modulate  agonist  function 
by  altering  receptor  sites  on  the  cell 
membrane  as  well  as  altering  ion 
movements  across  the  membrane. 
This  alteration  of  ion  movements  may 
be  a result  of  a direct  effect  on  sodium, 
calcium,  or  potassium  channels  or 
indirect  through  its  effect  on  enzymes 
imbedded  in  the  cell  membrane 
involved  in  active  transport,  eg, 
(Na+K)-ATPase.  Also,  within  the  cell 
magnesium  affects  the  function  of 
organelles  such  as  sarcoplasmic 
reticulum  primarily  by  its  ability  to 
alter  calcium  flux.10-12 

Assessment  of  magnesium  status 
There  are  two  categories  of  methods 
used  to  assess  the  magnesium  status 
of  a patient  physiological  assessment 
and  tissue  concentrations  of 
magnesium.13  These  methods  employ 
measurement  of  the  total  magnesium 
concentration  rather  than  ionized 


(free)  magnesium. 

Physiologic  assessment.  Magnesium 
balance  studies,  retention  of 
magnesium  after  acute 
administration,  isotope  studies,  and 
renal  clearance  and  excretion  of 
magnesium  are  available  tests.  Of 
these,  the  most  clinically  practical  is 
the  parenteral  magnesium  tolerance 
test  described  by  Ryzen  and 
colleagues.14  This  test,  however, 
involves  collection  of  two  24  hour 
urine  collections  and  a 4 hour 
magnesium  infusion  as  well  as  several 
blood  samples. 

Tissue  concentrations.  The  most 
commonly  used  method  of 
assessment  is  measurement  of  the 
serum  magnesium  concentration. 
Although  this  is  technically  an  easy 
test  to  perform,  the  serum 
concentration  represents  less  than 
1%  of  the  total  body  content  of 


magnesium  and,  except  in  the  setting 
of  acute  depletion,  is  not  a good 
assessment  of  magnesium  status.  The 
serum  magnesium  concentration 
does  not  correlate  with  other  tissue 
magnesium  concentrations. 

Although  erythrocyte  magnesium 
has  been  shown  to  correlate  with 
disease  states,  this  tissue  magnesium 
concentration  does  not  correlate  with 
other  tissues.  The  usefulness  of  this 
method  in  clinical  medicine  is 
unclear.15 

Magnesium  in  mononuclear  cells 
(MBC)  obtained  from  a venous 
specimen  does  correlate  with  skeletal 
muscle  and  to  a lesser  degree 
myocardial  muscle  magnesium.  The 
clinical  usefulness  of  this  tissue 
determination  has  not  been  resolved, 
but  does  show  some  promise.13,16 
Compared  to  serum  and  erythrocyte, 
the  MBC  is  metabolically  more  active 
and  intuitively  would  seem  to  be  more 
representative  of  other  tissues. 

Muscle  contains  approximately 
27%  of  the  magnesium  content  of  the 
body.  Although  a reference  range  for 
muscle  magnesium  has  been 
determined,  and  correlations  of 
skeletal  and  cardiac  muscle  with 
disease  states  has  been  shown,  the 
assay  is  tedious  and  tissue  sampling 
is  impractical.17 

Altered  magnesium  homeostasis 

Magnesium  deficiency.  The  causes  of 
magnesium  deficiency  are  many 
(Table  1)  and  the  clinical 
manifestations  are  varied  CTable  2). 
In  a survey  performed  in  a community 
hospital,  hypomagnesemia  was  the 
most  common  electrolyte  abnormality 
found  in  patients  entering  the 
intensive  care  unit,  present  in  20%  of 
cases. 18  In  a similar  study,  fully  65%  of 
patients  with  serum  creatinine  below 
97  pmol/Lwere  hypomagnesemic.19 

Magnesium  excess.  The  most  common 
cause  of  hypermagnesemia  is  renal 
insufficiency,  particularly  when 
magnesium-containing  medications 
such  as  antacids  or  laxatives  are  used. 
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Table  2.-Clinical  manifestations 
of  magnesium  deficiency *  * 


Cardiac 

Electrocardiographic 
Premature  ventricular  complexes 
T-wave  flattening 
Atrial  fibrillation 
Torsades  de  pointes 
Coronary  artery  spasm 
Enhanced  sensitivity  to  digitalis 
intoxication 

Possible  greater  size  of 
myocardial  infarction 
Possible  enhanced  susceptibility 
to  ventricular  fibrillation  and 
sudden  death  in  ischemic  heart 
disease 

Neuromuscular 
Muscle  weakness 
Muscle  twitching  and  tremor 
Positive  Chvostek’s  sign 
Delirium 
Hyperreflexia 
Convulsions 
Coma 

Metabolic 

Refractory  hypokalemia 
Hypocalcemia 

' From  Reinhart.2 


Hypotension,  areflexia,  respiratory 
paralysis  and  cardiac  arrest  can  occur 
with  progressive  rise  in  the  serum 
magnesium  concentration. 

Clinical  correlates:  Molecular  and 
cellular  actions 

Clinically,  altered  magnesium 
homeostasis  has  not  been  shown  to 
influence  myocardial  contractility, 
although  studies  have  shown  that 
magnesium: 

• causes  a small  positive  inotropic 
effect  in  normal  volunteers;20 

• reduces  the  frequency  of 
cardiogenic  shock  in  patients  with 
acute  myocardial  infarction;21  and 

• improves  myocardial  function  in 
post-ischemic  cardiac  arrest  when 
used  in  cardioplegic  solution 
during  cardiac  surgery.22 


Magnesium  has  been  shown  to 
have  a vasodilator  effect  similar  to 
other  calcium-channel  blockers 
(magnesium  has  been  likened  to 
“nature’s  physiologic  calcium-channel 
blocker”).23  It  has  been  shown  to 
reduce  both  coronary  artery  spasm 
and  anginal  attacks  induced  by 
hyperventilation24  and  exercise25  in 
man.  The  role  of  magnesium  in  the 
pathophysiology  and  treatment  of 
hypertension  is  uncertain,26  although 
some  studies  have  shown  both 
magnesium  deficiency  in 
hypertensive  patients27  and 
improvement  in  hypertension  with 
magnesium  supplementation.28 

The  electrical  effects  of  magnesium 
on  the  heart  are  probably  related  to 
its  influence  on  the  movement  of  other 
ions  across  the  cell  membrane.4  This 
effect  can  be  exerted  on  the  sodium-, 
calcium-,  or  potassium-channels 
directly  or  indirectly  by  influencing 
enzyme  systems  on  the  cell 
membrane,  ie,  (Na+K)-ATPase, 
thereby  altering  active  transport  of 
these  ions.  Magnesium  also 
suppresses  early  afterdepolarizations, 
one  mechanism  felt  to  be  responsible 
for  triggered  electrical  activity  in  the 
heart  leading  to  tachyarrhythmias.29-30 
Studies  have  shown  the 
relationship  between  magnesium 
deficiency  and  arrhythmias, 
particularly  in  the  setting  of  acute 
myocardial  infarction.  The  following 
arrhythmias  are  associated  with 
magnesium  deficiency  and  respond 
to  magnesium  repletion: 

• ventricular  (premature  ventricular 
complexes,  ventricular  tachycardia 
[particularly  Torsades  de 
Pointes]);31-35 

• atrial  fibrillation;36 

• paroxysmal  supraventricular 
tachycardia;37 

• multifocal  atrial  tachycardia;38  and 

• arrhythmias  associated  with 
digitalis  intoxication.39 
Hypocalcemia  is  associated  with 

magnesium  deficiency.  Mechanisms 
to  explain  this  association  include 
decrease  parathyroid  hormone  (PTH) 
release  by  the  parathyroid  gland,40 


diminished  endorgan  responsiveness 
to  PTH,41  and  impaired  vitamin  D 
metabolism  or  action.42 

Hypokalemia  unresponsive  to 
potassium  supplementation  has  been 
reported  in  association  with 
magnesium  deficiency.43  The  addition 
of  magnesium  supplementation  or 
magnesium  alone  corrects  the 
potassium  deficit  The  mechanism  for 
this  effect  is  unclear,  but  probably 
relates  to  magnesium’s  facilitation  of 
transmembrane  potassium  flux. 

In  the  neuromuscular  system, 
magnesium  has  been  shown  to  have 
an  effect  on: 

• the  neuron,  reducing  electrical 
excitability;44 

• the  neuromuscular  junction, 
blocking  release  of  acetylcholine 
from  the  nerve  ending;45  and 

• the  central  nervous  system, 
blocking  the  effect  of  N-methyl-D- 
aspartate  (NMDA),  an  excitatory 
neurotransmitter.46 
Clinically,  magnesium  deficiency 

is  associated  with  dysphagia, 
nystagmus,  diplopia,  focal  and 
generalized  seizures,  tremor,  and  pre- 
eclamptic hyperreflexia.4750  Excess 
magnesium  can  cause  muscular 
weakness,  loss  of  deep  tendon 
reflexes,  and  respiratory  depression.51 
Sedation  and  coma  can  occur.52 

Treatment  of  magnesium 
deficiency 

There  is  basic  science  and  clinical 
evidence  linking  magnesium 
deficiency  to  abnormalities  in  some 
organ  system  functions.  Studies  show 
benefit  of  magnesium 
supplementation  in  some  clinical 
settings  (Table  3).  Clinical  methods 
to  assess  magnesium  status,  however, 
remain  problematic  and  whether  the 
benefits  derived  from  treatment  with 
magnesium  are  a result  of  correction 
of  a deficiency  or  are  due  to  the 
pharmacologic  effect  of  large  doses 
of  magnesium  is  not  certain. 

Magnesium  supplementation 
should  be  considered  in  clinical 
settings  in  which  it  is  known  to  be 
beneficial  (Table  3)  and  when 
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Table  3,-Conditions  benefiting  from 
magnesium  supplementation. 


Acute  myocardial  infarction  with: 

Recurrent  ventricular 
fibrillation 

Recurrent  Ventricular 
tachycardia 

Complex  ventricular  ectopy 
Supraventricular  tachycardia21’ 

29,34 

Digitalis  intoxication  with 
arrhythmia39 

Atrial  fibrillation  requiring 
digitalization36 

Supraventricular  tachycardia37  38 

Hypocalcemia  associated  with 
hypomagnesemia4(M2 
Hypokalemia  unresponsive  to 
potassium-supplement43 

Torsades  de  Pointed5 

Hypomagnesemia  without  clinical 
manifestations 
Diuretic  therapy17 
Coronary  artery  spasm24-25 


conditions  known  to  be  associated 
with  magnesium  deficiency  are 
present.  Dose  and  route  of 
administration  of  magnesium  depend 
on  clinical  setting.  When  rapid 
repletion  is  indicated,  intravenous 
magnesium  sulfate  1-2  grams  (8-16 
mEq  [4-8  mmol]  magnesium)  are 
given  over  20-30  minutes.  Since 
magnesium  is  rapidly  removed  from 
the  intravascular  space  by  the  kidneys 
and  cellular  exchange  of  magnesium 
is  slow,  repeated  intravenous  doses 
(or  continuous  infusion)  are 
necessary  to  replete  intracellular 
stores.  Serum  magnesium 
concentration  should  be  monitored 
on  a daily  basis  to  prevent 
hypermagnesemia. 

Long-term  supplementation  is 
given  orally  if  gastrointestinal 


absorption  is  not  impaired. 
Magnesium  oxide  (200  mg  [9.93 
mEq]  to  400  mg  [19.86  mEq])  daily, 
magnesium  chloride  (128  mg 
elemental  magnesium  [10.52  mEq] 
once  or  twice  daily)  or  magnesium 
lactate  (84  mg  [7  mEq]  once  or  twice 
daily)  are  available  oral  preparations. 
For  a patient  taking  a diuretic, 
substitution  or  addition  of  a 
potassium/magnesium  sparing  drug 
(spironolactone,  triamterene,  or 
amiloride)  may  be  beneficial  to 
prevent  magnesium  depletion  over  a 
prolonged  period  of  time. 

Future  directions  in  research 
The  main  thrust  of  research  on 
magnesium  will  be  in  the  area  of 
intracellular  metabolism.  The  areas 
that  include  special  attention  include: 

• development  of  a test  or  assay  that 
gives  an  accurate  assessment  of 
the  magnesium  status  of  a patient. 
Such  a test  should  be  easy  to 
perform  and  available  for  routine 
clinical  use.  It  should  reflect  the 
intracellular  magnesium  status  of 
a patient; 

• development  of  a reliable  and 
reproducible  method  of  measuring 
the  ionized  intracellular 
magnesium  concentration  in  a 
variety  of  tissues; 

• elucidation  of  the  role  of 
magnesium  in  the  function  of 
endothelium-derived  relaxing 
factor.  There  are  several  steps  in 
the  function  of  this  factor  where 
magnesium  might  play  a role;53 

• broader  definition  of  the  role  of 
magnesium  supplementation  in 
the  patient  with  coronary  artery 
disease.  Coronary  blood  flow  has 
been  shown  to  be  modulated  by 
magnesium;54  and 

• exploration  of  the  uses  of 
magnesium  as  an  anti-platelet 
agent  in  a variety  of  areas,  including 
vascular  surgery,  myocardial 
infarction,  and  unstable  angina;  all 
of  these  conditions  are  known  to 
be  associated  with  unwanted 
platelet  activation.  Magnesium  has 


been  shown  to  decrease  platelet 
adhesiveness  in  experimental 
animals.55 
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1-123  Iofetamine  SPECT  scan  in  children 
with  neurological  disorders 

J.R  Flamini,  MD,  RJ.  Konkol,  MD,  PhD,  R.G.  Wells,  MD,  and  J.R  Sty,  MD 
Milwaukee 

1-123  Iofetamine  (IMP)  single  photon  emission  computed  tomography 
(SPECT)  imaging  of  the  brain  in  42  patients  (ages  14  days  to  23  years)  was 
compared  with  other  localizing  studies  in  children  with  neurological 
diseases.  All  had  an  EEG  and  at  least  one  imaging  study  of  the  brain 
(computed  tomography  (CT)  or  magnetic  resonance  imaging  (MRI),  or 
both).  Seventy-eight  percent  of  the  patients  had  an  EEG  within  24-72  hours 
of  the  IMP-SPECT  scan.  Thirty-five  (83%)  had  a history  of  seizures,  and  the 
remainder  had  other  neurological  conditions  without  a history  of  seizures. 

In  most  cases,  a normal  EEG  reading  with  normal  CT  or  MRI  result 
predicted  a normal  SPECT  study.  When  the  EEG  was  abnormal  the  majority 
of  the  IMP-SPECT  scans  were  abnormal  and  localized  the  abnormality  to 
the  same  region.  A comparison  with  CT  and  MRI  showed  that  structural 
abnormalities  involving  the  cortex  were  usually  well  demonstrated  with 
IMP-SPECT  imaging.  Structural  lesions  confined  to  the  white  matter  were 
generally  not  detectable  with  IMP-SPECT.  In  a few  cases,  SPECT  scans 
revealed  abnormalities  in  deep  brain  areas  not  identified  by  EEG.  IMP- 
SPECT  imaging  is  a valuable  technique  for  the  detection  and  localization  of 
abnormal  cerebral  metabolic  activity  in  children  with  seizure  disorders.  A 
correlation  with  CT  or  MRI  is  essential  for  proper  interpretation  of 
abnormalities  detected  with  IMP  SPECT  imaging.  Wts  Med  J 
1990;89  (10)  :584-587. 


1-123  Iodoamphetamine  is  a safe, 
widely  available  lipophilic  amine 
that,  when  given  intravenously, 
crosses  the  blood  brain  barrier  with 
approximately  85%  extraction  on  the 
first  pass.1-2  The  distribution  of  the 
tracer  has  been  shown  to  achieve  a 
stable  level  20  to  60  minutes  after  the 
injection.  The  initial  distribution 
correlates  well  with  regional  cerebral 
blood  flow.  After  24  hours,  significant 
redistribution  between  gray  and  white 
matter  occurs1. 

This  paper  was  an  entry  in  the  1990 
Wisconsin  Medical  Journal  resident 
medical  writing  contest.  From  the 
Department  of  Neurology  at  the  Medical 
College  of  Wisconsin  and  the  Department 
of  Radiology  at  Children’s  Hospital  of 
Wisconsin,  Milwaukee.  Reprint  requests 
to:  R.J.  Konkol,  MD,  PhD,  Department  of 
Neurology,  MACC  Research  Building, 
8701  Watertown  Plank  Rd,  Milwaukee, 
WI  53226.  Copyright  1990  by  the  State 
Medical  Society  of  Wisconsin. 


The  1-123  brain  SPECT  scan  is  used 
functionally  to  localize  metabolic  and 
vascular  abnormalities.3'4-5  It  has  been 
employed  for  several  years  to  measure 
brain  blood  flow  in  the  initial  stages  of 
ischemia.  This  technique  has  recently 
been  introduced  for  clinical  evaluation 
of  adult  patients  with  epilepsy. 
Interictal  seizure  foci  are  known  to  be 
hypometabolic,  whereas  hyper- 
metabolic  areas  are  correlated  with 
ictal  states.6-78  Studies  of  cerebral 
blood  flow  with  iodoamphetamine 
SPECT  localize  seizure  foci 
accurately.9 

IMP-SPECT  may  add  additional 
valuable  information  about  brain 
functional  activity  aside  from  that 
obtained  by  the  EEG.5  SPECT  has 
the  potential  to  disclose  other  areas 
of  brain  dysfunction  not  demonstrat- 
ed by  EEG  recordings,  since  the  EEG 
reflects  mainly  superficial  cortical 
activity.2  While  initial  studies  in  adults 


are  encouraging  4'59  the  clinical 
usefulness  of  brain  IMP  scans  in 
children  is  not  well  defined.  It  is, 
therefore,  of  considerable  clinical 
interest  to  compare  this  technique 
systematically  with  standard 
neuroimaging  techniques  (CT  or 
MRI,  or  both)  or  conventional  scalp 
EEG  recordings.  For  this  purpose, 
we  have  analyzed  a series  of  42 
children,  83%  of  whom  had  seizure 
disorders,  and  have  established 
preliminary  predictors  for  the  use  of 
1-123  Iodoamphetamine  brain  SPECT 
imaging  in  children. 

Methods 

Study  population.  Forty-two 
consecutive  patients  are  included  in 
the  study.  The  subjects  ranged  from 
14  days  to  23  years  (median  = 6.9 
years).  All  studies  were  performed 
between  April  and  September  1988. 
Eighty-three  percent  of  the  patients 
had  seizures.  Patients  with  seizure 
disorders  were  subdivided  into  two 
categories  according  to  seizure 
etiology.  Patients  were  classified  as 
having  secondary  seizures  when  an 
etiology  was  found  from  previous 
medical  history  (ie,  meningitis, 
trauma)  or  when  an  abnormality  was 
present  in  the  standard  imaging 
studies  (CT  or  MRI).  When  no 
etiology  was  found,  and  the  EEG  was 
consistent  with  a generalized  seizure 
disorder,  patients  were  considered  to 
have  primary  seizures. 

An  attempt  was  made  to  perform 
the  EEG  and  IMP-SPECT  scan  as 
close  to  each  other  as  possible.  It  was 
felt  that  this  would  enhance  the  clinical 
usefulness  of  this  study  since  it  would 
more  closely  approximate  the 
conditions  under  which  these  studies 
could  be  used  in  a clinical  practice. 
Scalp  EEG  and  brain  IMP-SPECT 
imaging  were  completed  in  45%  of  the 
patients  within  24  hours;  33%  between 
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Table  l.-Results  of  EEG  and  SPECT  scan  in  42  children. 


SPECT 

Normal 

Abnormal 

Total 

EEG 

Normal 

7 

0 

7 (17%) 

Abnormal 

17 

18 

35  (83%)* 

24  (57%) 

18  (43%)* 

42  (100%) 

*p  < .012 


24  and  72  hours;  and  the  remaining 
21%  in  more  than  72  hours.  All  patients 
had  at  least  one  additional  brain 
imaging  study,  which  was  either  a CT 
scan  or  an  MRI.  Twenty-two  patients 
had  both  studies. 

The  chi  square  test  was  used  to 
determine  significant  differences, 
with  a p value  of  less  than  0.05 
considered  significant 

123  IMPSPECT  scan.  Imaging  was 
performed  with  intravenous 
Iofetamine  hydrochloride  1-123  (N- 
Isopropyl-I-123-p-Iodoamphetamine) 
(IMP).  Dosages  were  based  on  3.5 
mCi/70  kg  body  weight,  with  a 600 
pCi  minimum.  Images  were  obtained 
with  a Siemens  ZLC  3700  single  head 
gamma  camera,  with  imaging  beginn- 
ing 15  minutes  after  injection.  An 
acquisition  matrix  of  64x64x8  was 
used. 

Original  images  were  filtered  prior 
to  reconstruction  with  a 25  point 
weighted  spatial  filter  and  an  average 
weighing  coefficient  of  0.20;  this 
reduces  noise  and  enhances  contrast 
Filtered  images  were  then 
reconstructed  using  a Butterworth 
filter.  The  reconstructed  images  were 
displayed  in  the  three  orthogonal 
planes,  with  thickness  of  14.4  mm. 

The  frequency  and  location  of 
SPECT  scan  findings  were  then 
compared  to  those  obtained  from  the 
CT  or  MRI  images  and  EEG 
recordings. 

Results 

EEG  v SPECT  scan.  Of  the  42  patients 
studied,  the  SPECT  was  abnormal  in 
43%  and  the  EEG  was  abnormal  in 
83%  of  patients.  EEG  and  IMP-SPECT 
scan  were  both  normal  in  seven 
patients  (17%)  and,  both  studies  were 
abnormal  in  18  patients  (43%).  When 
the  EEG  was  normal,  the  SPECT  was 
always  normal.  Our  analysis  showed 
that  the  EEG  was  significantly  more 
likely  to  be  abnormal  than  SPECT 
scan  (p<.012)  (Table  1).  When  only 
the  35  patients  with  seizure  disorders 
were  analyzed,  we  found  the  EEG 


was  abnormal  in  82%  of  patients  with 
primary  seizures  and  all  patients  with 
secondary  seizures.  In  comparison, 
the  SPECT  scan  was  abnormal  in  29% 
of  patients  with  primary  seizures  and 
72%  of  patients  with  secondary 
seizures.  Therefore,  while  not  as 
sensitive  as  the  EEG,  the  SPECT  is 
significantly  more  likely  to  be 
abnormal  when  seizures  are 
secondary  than  when  they  are  primary 
(Table  2). 

SPECT  v CT  or  MRI.  In  this  study 
population,  SPECT  was  more 
frequently  abnormal  than  CT  or  MRI 
(43%  v 36%)  -p<.004-.  An  additional 
21%  of  patients  showed  abnormalities 
in  SPECT  scan  not  detected  by  CT  or 
MRI  (Fig  1) . This  is  a reflection  of  the 
SPECT  scan’s  ability  to  measure  func- 
tional disturbances  in  regional 
cerebral  blood  flow  and  metabolism3,4. 
SPECT  findings  sometimes  (14%)  do 
not  reveal  structural  abnormalities 
detected  by  conventional  imaging. 

SPECT,  CT,  MRI,  and  EEG.  In  the  35 
patients  with  seizure  disorders,  the 
SPECT  scan  was  abnormal  in  43% 
when  the  CT  or  MRI  were  normal; 
SPECT  was  more  frequently 
abnormal  (64%)  when  imaging  studies 
were  abnormal.  EEG  and  SPECT 
abnormalities  agreed  in  two  thirds 
(66%)  of  the  patients  with  seizure 
disorders  in  detecting  the  side  of 
electrophysiological  and  metabolic 
abnormalities.  A discrepancy  between 
SPECT  and  neuroimaging  studies  was 
seen  in  patients  with  metabolic  or 


Table  2.-EEG  and  SPECT  results 
in  primary  and  secondary  seizures. 

Abnormal 

Abnormal 

EEG  (%) 

SPECT (%) 

Seizures 

Primary  82 

29 

Secondary  100 

72 

degenerative  disorders.  On  these 
occasions,  SPECT  disclosed  areas  of 
abnormality  in  the  deep  gray  matter 
of  the  brain  that  was  not  detected  by 
other  imaging  studies  (Fig  2). 

Effect  of  interval  between  EEG  and 
IMP-SPECT.  Because  regional 
cerebral  blood  flow  and  metabolism 
may  change  with  time  due  to  a change 
in  the  clinical  state,  we  analyzed  the 
data  with  respect  to  the  interval 
between  EEG  and  IMP-SPECT 
studies.  There  was  no  significant 
difference  in  the  frequency  of 
abnormalities  observed  whether  the 
two  studies  were  performed  within 
or  after  24  hours  (p<.536). 

Discussion 

In  1968,  Plum  and  Posner11  studied 
the  cerebral  metabolic  and  circulatory 
responses  to  induced  convulsions  in 
animals.  Initially,  human  studies  were 
done  with  Xenon,  and  then  later 
replaced  by  the  use  of  iodo- 
amphetamine  (IMP)  3,4,12  once  the 
pharmacokinetics  of  IMP  was 
known.5,9  Now,  in  most  major  medical 
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centers,  IMP-SPECT  is  readily 
available  for  clinical  studies. 

There  are  several  reports  assess- 
ing cerebral  ischemia  and  epilepsy 
1A7-8  using  IMP-SPECT.  There  are, 
however,  still  no  large  systematic 
studies  evaluating  the  usefulness  of 
this  technique  in  children.  We  present 
42  children  (mean  age  of  6.9  years) 
with  a variety  of  neurological 
conditions,  in  whom  a IMP-SPECT 
was  included  in  the  evaluation.  Eighty- 
three  percent  of  the  children  had 
seizures.  Analysis  according  to 
specific  seizure  type  was  not  done 
because  of  a wide  range  in  seizure 
group  sizes.  The  EEG  was  found  to 
have  greater  sensitivity  in  detecting  a 
higher  percentage  of  abnormalities 
in  these  patients.  The  EEG  was 
abnormal  in  83%  of  the  patients; 
SPECT  was  abnormal  in  42%  of  the 
patients.  SPECT  scan,  however,  was 
more  likely  to  identify  an  abnormality 
in  children  with  secondary  seizure 
disorders.  Thus,  SPECT  may  be 
useful  in  selecting  patients  in  which  a 
search  for  an  etiology  is  more  likely 
to  be  recommended.  The  good 
correlation  between  EEG  and  SPECT 
scan  (66%)  makes  the  latter  a valuable 
adjunctive  localizing  technique; 
detection  of  interictal  abnormalities 
by  SPECT  supports  the  focal  origin  of 


the  seizure  in  some  patients  and,  in 
others  shows  the  origin  of  the  seizures 
as  being  multifocal  or  even 
subcortical. 

On  the  basis  of  our  study,  we 
recommend  that  certain  clinical 
criteria  be  used  to  increase  the  yield 
of  finding  an  abnormality.  In  some 
patients,  additional  information 
gathered  by  this  technique  might 
show  the  unsuspected  nature  of  a 
seizure  disorder.  In  three  patients 
with  known  neurodegenerative 
disorders,  SPECT  detected  deep  gray 
areas  (ie  basal  ganglia)  as  having  the 
greatest  functional  abnormality.  This 
type  of  abnormality  was  not  detected 
by  previous  scalp  EEG  which  largely 
reflects  disturbances  near  the  brain 
surface.  It  could  explain  the  lack  of 
correspondence  between  clinical 
seizure  activity  and  EEG  findings 
sometimes  seen  in  these  patients.  In 
other  patients,  SPECT  confirms  the 
area  of  focal  abnormality  known  from 
clinical  or  other  testing  means. 

The  interpretation  of  the  abnor- 
malities found  with  SPECT  as  com- 
pared to  CT  and  MRI  is,  however, 
different.  These  studies  measure 
complementary  abnormalities  in  the 
brain.  CT  and  MRI  are  anatomical 
assessments,  while  SPECT  is  a test  of 
function.  If  the  disease  affects  an 


Fig  1. -Comparison  of  SPECT  scan  and  CT  or  MRI  results.  In  64%  of  the  patients,  the  studies 
are  congruent  in  contrast  to  the  divergent  results  in  36%  (p<0.004).  An  additional  21.4% 
of  patients  with  normal  CT  or  MRI  showed  abnormalities  in  the  SPECT  scan. 


area  of  the  cerebral  cortex  with 
relatively  high  metabolic  activity,  the 
SPECT  scan  is  expected  to  be 
abnormal  in  80%  of  the  patients.  If  the 
abnormality  lies  within  the  less 
metabolically  active  white  matter,  or 
a diffuse  metabolic  derangement  is 
present,  no  abnormality  is  to  be 
expected  to  be  found  with  the  SPECT 
scan.  This  may  account  for  a lack  of 
correlation  between  CT  or  MRI  and 
SPECT  scan  in  some  cases. 

Conclusion 

Based  on  our  observations,  we 
conclude  that: 

• when  both  EEG  and  CT  or  MRI 
are  normal,  brain  SPECT  scan  is 
expected  to  be  normal; 

• the  correlation  between  SPECT 
findings  and  EEG  recordings  of 
abnormalities  is  positive  in  66%  of 
cases.  When  SPECT  is  performed 
with  an  abnormal  CT  or  MRI,  a 
positive  correlation  is  seen  in  80% 
of  cases; 

• as  a single  study,  SPECT 
contributes  additional  information 
in  only  a minority  of  patients.  This 
is  seen  mainly  in  patients  who  have 
a neurodegenerative  disorder; 
SPECT  detects  unsuspected  areas 
of  functional  disturbance  not  seen 
on  scalp  EEG.  Due  probably  to  the 
multifocal  origin  of  seizures  and 
the  involvement  of  white  matter, 
the  correlation  between  EEG, 
SPECT,  CT  and  MRI  is  rather  poor 
in  these  patients;  and 

• SPECT  is  more  highly 
discriminatory  than  EEG  in 
epileptic  patients.  It  is  twice  as 
likely  to  be  abnormal  in  secondary, 
as  opposed  to  primary  idiopathic 
seizures,  whereas  the  EEG  is  likely 
to  be  abnormal  in  both  instances. 
The  likelihood  of  finding  a SPECT 
abnormality  is  also  greater  when 
other  imaging  studies  are 
abnormal. 

The  following  are  the  postulated 
predictors  of  an  abnormality  when 
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using  brain  IMP-SPECT  scan  in 
children: 

• the  primary  predictor  of  an 
abnormal  SPECT  is  an  abnormal 
EEG; 

• SPECT  and  EEG  abnormalities 
correlate  in  two  thirds  of  the  cases. 
This  correlation  is  independent  of 
CT  or  MRI  results; 

• SPECT  is  more  likely  to  be 
abnormal  when  CT  or  MRI  are 
also  abnormal;  and 

• SPECT  scan  abnormalities  are 
associated  more  frequently  with 
secondary  than  with  primary 
seizures. 

Recommendations 
SPECT  scan  of  the  brain  is  a valuable 
imaging  study  in  children,  especially 
in  cases  of  non-idiopathic  epilepsy. 
SPECT  confirms  the  epileptogenic 
areas  and  has  a good  correlation  with 
EEG.  It  can  also  disclose  areas  of 
abnormalities  not  detected  by  other 
imaging  studies.  Cost  is  comparable 
to  other  brain  imaging  techniques. 

We  recommend  careful  patient 
selection.  Patients  with  normal  EEG 
and  CT  or  MRI  who  seem  to  have 
idiopathic  seizures  are  not  good 
candidates.  The  likelihood  of  getting 
additional  information  in  these 
patients  by  the  use  of  SPECT  is  low. 
On  the  other  hand,  patients  with 
secondary  seizures  and  abnormal 
EEG,  CT,  or  MRI  are  good  candidates. 
In  patients  with  neurodegenerative 
disorders,  extensive  work  up  is 
needed  to  achieve  a diagnosis. 
Seizures,  when  present,  are  frequently 
multifocal  in  origin.  SPECT  might 
suggest  a generalized  functional 
disturbance  involving  subcortical 
areas  such  as  in  the  basal  ganglia. 
This  information  is  not  demonstrable 
by  other  standard  imaging 
techniques.  We  propose  that  this  type 
of  abnormality  on  SPECT  scan  could 
be  used  to  direct  the  child’s  evaluation 
for  neurodegenerative  diseases.  For 
best  use,  SPECT  results  should  be 
interpreted  by  correlation  with  EEG 


and  other  standard  imaging 
modalities. 
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Fig  2.-Brain  IMP-SPECT  scan  showing  areas  of  increased  tracer  uptake  in  the  basal 
ganglia  in  a patient  with  a neurodegenerative  disorder. 
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Cruzan:  A clinician’s  response 


Charles  L.  Junkerman,  MD,  Milwaukee 

The  recent  Cruzan  decision  by 
the  US  Supreme  Court  will  have 
far-reaching  effects  upon  the  practice 
of  medicine-both  for  what  it  said  and 
for  what  it  did  not  say.  The  decision 
raises  substantial  concern  that  the 
focus  of  decision-making  with  and  for 
a patient  may  shift  from  medical  and 
ethical  aspects  to  perceived  legal 
liability.  Decisions  may  then  result  in 
a course  of  treatment  not  desired  by 
either  the  physician  or  the  patient. 
The  following  excerpts  are  from 
Cruzan. 

Nancy  Cruzan’s  predicament 
“On  the  night  of  January  11,  1983, 
Nancy  Cruzan  lost  control  of  her  car. 
The  vehicle  overturned,  and  Cruzan 
was  discovered  lying  face  down  in  a 
ditch  without  detectable  respiratory 
or  cardiac  function.  Paramedics  were 
able  to  restore  her  breathing  and 
heartbeat  at  the  accident  site,  and  she 
was  transported  to  a hospital  in  an 
unconscious  state.  It  was  estimated 
that  Cruzan  was  deprived  of  oxygen 
for  12  to  14  minutes.  She  remained  in 
a coma  for  approximately  three  weeks 
and  then  progressed  to  an 
unconscious  state  in  which  she  was 
able  to  orally  ingest  some  nutrition. 

In  order  to  ease  feeding  and  further 
the  recovery,  surgeons  implanted  a 
gastrostomy  feeding  and  hydration 
tube  in  Cruzan  with  the  consent  of 
her  then  husband.  Subsequent 


rehabilitative  efforts  proved 
unavailing.  She  now  lies  in  a Missouri 
state  hospital  in  what  is  commonly 
referred  to  as  a persistent  vegetative 
state:  generally,  a condition  in  which 
a person  exhibits  motor  reflexes  but 
evinces  no  indications  of  significant 
cognitive  function.  The  State  of 
Missouri  is  bearing  the  cost  of  her 
care. 

“After  it  had  become  apparent  that 
Nancy  Cruzan  had  virtually  no  chance 
of  regaining  her  mental  faculties,  her 
parents  asked  hospital  employees  to 
terminate  the  artificial  nutrition  and 
hydration  procedures.  The  employees 
refused  to  honor  the  request  without 
court  approval.  The  parents  then 
sought  and  received  authorization 
from  the  state  trial  court  for 
termination.  The  court  found  that  a 
person  in  Nancy’s  condition  had  a 
fundamental  right  under  the  state  and 
federal  constitutions  to  refuse  or  direct 
the  withdrawal  of  ‘death  prolonging 
procedures.’  The  court  also  found  that 
Nancy’s  ‘expressed  thoughts’  at  age 
25  in  somewhat  serious  conversation 
with  a housemate  friend,  that  if  sick 
or  injured  she  would  not  wish  to 
continue  her  life  unless  she  could  live 
at  least  halfway  normally,  suggests 
that  given  her  present  condition  she 
would  not  wish  to  continue  on  with 
her  nutrition  and  hydration.” 

The  Missouri  Supreme  Court 
reversed  the  trial  court’s  order  by  a 


divided  vote,  concluding  that  no 
person  can  assume  the  choice  of 
refusal  of  treatment  for  an 
incompetent  person  unless  there  is 
“clear  and  convincingly  inherently 
reliable  evidence”  of  the  person’s 
wishes.  The  court  ruled  that  Nancy’s 
statement  did  not  satisfy  that 
requirement. 

What  the  Court  did  say 

The  ruling  of  the  Supreme  Court  in 
Cruzan  was  a disappointing  but  not 
unexpected  54  decision  that  affirmed 
the  Missouri  Supreme  Court  Many 
of  us  in  clinical  medicine  had  hoped 
that  the  Court  would  have  the  courage 
to  attack  the  broader  issues  but  the 
decision  was  actually  a narrow  one 
stating  that  “The  United  States 
Constitution  does  not  forbid  Missouri 
to  require  that  evidence  of  an 
incompetent’s  wishes  as  to  the 
withdrawal  of  life-sustaining 
treatment  be  proved  by  clear  and 
convincing  evidence.” 

The  Court  also  ruled  that  “a 
competent  person  would  have  a 
constitutionally  protected  right  to 
refuse  lifesaving  hydration  and 
nutrition;”  with  regard  to  incompetent 
patients  a state  is  not  required  to 
“accept  the  substituted  judgement  of 
close  family  members  in  the  absence 
of  substantial  proof  that  their  views 
reflect  the  patients.” 

Continued  on  page  592 
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The  Cruzan  decision  was  not 
entirely  disappointing.  Justice 
O’Connor’s  concurring  opinion 
should  go  a long  way  toward  resolving 
the  argument  about  whether 
provision  of  artificial  feeding  is 
ordinary  care  or  medical  treatment 
She  stated,  “Artificial  feeding  cannot 
readily  be  distinguished  from  other 
forms  of  medical  treatment  Whether 
or  not  the  techniques  used  to  pass 
food  and  water  into  the  patient’s 
alimentary  tract  are  termed  medical 
treatment,  it  is  clear  they  all  involve 
some  degree  of  intrusion  and 
restraint  Accordingly,  the  liberty 
guaranteed  by  the  due  process  clause 
must  protect,  if  it  protects  anything, 
an  individual’s  deeply  personal 
decision  to  reject  medical  treatment, 
including  the  artificial  delivery  of  food 
and  water.” 

The  second  helpful  aspect  of 
Justice  O’Connor’s  concurring 
opinion  was  her  support  for 
establishment  of  health  care  durable 
power  of  attorney  instruments.  “Few 
individuals  provide  explicit  oral  or 
written  instructions  regarding  their 
intent  to  refuse  medical  treatment 
should  they  become  incompetent 
States  which  decline  to  consider  any 
evidence  other  than  such  instructions 
may  frequently  fail  to  honor  a patient’s 
intent  Such  failures  might  be  avoided 
if  the  state  considered  an  equally 
probative  source  of  evidence:  the 
patient’s  appointment  of  a proxy  to 
make  health  care  decisions  on  her 
behalf....  Today’s  decision  does  not 
preclude  a future  determination  that 
the  Constitution  requires  the  states 
to  implement  the  decisions  of  a 
patient’s  duly  appointed  surrogate.” 

What  the  Court  did  not  say 
The  Cruzan  decision  applies  to 
Missouri.  Nothing  has  changed  in 
Wisconsin.  The  current  practice  in 
clinical  medicine  in  regard  to 
termination  of  life  support  when  there 
is  consensus  between  family  and 
physician  (and,  when  appropriate, 
concurrence  of  the  institutional  ethics 


committee)  may  continue  until  or 
unless  the  state  legislature  adopts 
new  procedures.  Cruzan  does  call 
into  question,  however,  the 
constitutionality  of  the  current 
Wisconsin  Living  Will  Statute  (Ch 
154).  This  statute  remains  in  effect 
but  may  be  challenged  because  of  its 
refusal  to  allow  withdrawal  or 
withholding  of  artificial  food  and 
hydration. 

Nevertheless,  the  possibility  that 
the  “clear  and  convincing  evidence” 
standard  may  be  adopted  by 
Wisconsin  (and  other)  courts  gives 
impetus  to  the  documentation  drive 
to  get  patients  to  express  their 
treatment  desires  in  writing. 

How  should  clinicians  react? 

Be  alert;  be  involved  politically.  It  will 
be  important  for  all  physicians  to 
watch  Wisconsin  legislative  activity 
and  to  have  an  active  voice  in  decision- 
making. Our  legislators  need  to  know 
that  we  want  decision-making  kept  at 
the  bedside-between  doctor  and 
patient  (or  appropriate  surrogate). 
With  rare  exceptions,  these  difficult 
decisions  should  not  be  made  in  the 
courtroom. 

Encourage  advance  directives.  There 
exists  a great  need  to  be  pro-active  in 
discussion  with  patients  about  their 
desires  for  care.  Because  of  the  legal 
uncertainty,  the  state  version  of  the 
living  will  is  best  avoided  but  your 
patients  can  write  down  their  own 
intentions  or  use  any  of  several  other 
instruments.  Designation  of  a durable 
power  of  attorney  for  health  care  is 
highly  desirable.  The  current  state 
form  allows  wide  latitude  in  specific 
directions  to  a surrogate.  The 
combination  of  written  directives  and 
identification  of  a person  who  can 
provide  substituted  judgement  (ie, 
what  the  patient  would  want  in  given 
circumstances)  is  the  best  guarantee 
to  date  that  wishes  will  be  honored. 

Use  the  institutional  ethics  committee. 
Medical  decisions  should  be  made 
on  the  basis  of  medical  indications 


and  the  patient’s  autonomous 
directions.  When  the  patient  lacks 
decision-making  capacity,  the 
physician  must  deal  with  surrogates. 
If  consensus  cannot  be  reached  or 
other  ethical  concerns  arise,  the 
institutional  ethics  committee  is  a 
valuable  consultative  resource.  The 
physician  must  be  convinced  that  the 
surrogate’s  judgments  are  in  the 
patient’s  best  interest.  Those  of  us  in 
clinical  practice  who  deal  with  these 
situations  frequently  know  that  the 
majority  of  such  judgments  are  the 
result  of  loving  concern  for  the  patient; 
courts  and  attorneys  who  see  the 
exceptional  situations  rather  than  the 
rule  are  those  most  concerned  about 
surrogate  decision-making.  Because 
the  attending  physicians  often  know 
patients  and  families  well,  the  rare 
situations  of  the  surrogate’s  conflict 
of  interest  are  usually  readily 
apparent.  If  this  occurs  it  is  the  time 
for  ethics  committee  consultation  and 
perhaps  recourse  to  the  courts. 

Conclusion 

More  good  than  harm  has  come  from 
Cruzan  because  the  decision  has 
increased  our  awareness  of  the 
problems  involved  in  terminating  life 
sustaining  treatment 

The  foregoing  remarks  are  those 
of  a clinician  written  for  other 
clinicians.  No  pretense  of  a 
comprehensive  exposition  of  the 
multiple  legal  issues  in  Cruzan  has 
been  attempted.  Rather,  the  aspects 
pertinent  to  clinical  medicine  have 
been  abstracted.  The  Cruzan  decision 
(all  58  pages  of  it)  makes  interesting 
reading  and  is  commended  to  those 
who  wish  to  pursue  the  issue.  Also 
recommended  are  a series  of  articles 
in  the  Journal  of  the  American 
Geriatric  Society  (Vol  38,  No  5,  May 
1990),  concerning  Cruzan. 
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Power  of  attorney  for  health  care 


Sally  Wencel,  JD,  SMS  staff  attorney 

Last  year,  the  Wisconsin  Medical  Journal  published 
the  article  “Wisconsin’s  durable  power  of 
attorney”  (WisMedJl989]88(3)\25-28)  that  explained 
the  use  of  the  durable  power  of  attorney  document  to 
empower  another  person  to  make  health  care  decisions 
for  an  incompetent  patient  who  had  executed  this 
document  while  competent,  and  had  made  the  specific 
grant  of  this  health  care  decision-making  power.  The 
Wisconsin  Legislature  passed  a law  in  April  of  this  year 
that  creates  a new  legal  instrument  that  expressly 
authorizes  another  person,  called  the  “health  care 
agent,”  to  make  a specific  range  of  health  care  decisions 
on  the  patient’s  (“principal”)  behalf  in  case  he  or  she 
becomes  incompetent. 

This  new  instrument,  called  the  power  of  attorney 
for  health  care,  is  the  subject  of  heightened  interest 
under  the  US  Supreme  Court’s  Cruzan  test  that 
identifies  “clear  and  convincing”  evidence  of  patient’s 
health  care  intent  as  an  essential  test  in  determining 
whether  surrogate  decisionmakers  are  permitted  to 
make  certain  medical  treatment  decisions.1  The  1990 
version  of  the  power  of  attorney  for  health  care  replaces 
the  use  of  regular  power  of  attorney  document  for 
health  care  purposes,  although  those  documents 
executed  before  the  new  law’s  enactment  continue  to 
be  valid  until  revoked.  A copy  of  the  Wisconsin 
Department  of  Health  and  Social  Service’s  Division  of 
Health  form  follows  this  summary  and  provides  one 
example  of  a power  of  attorney  for  health  care  document 
Wisconsin’s  new  power  of  attorney  for  health  care 
may  grant  decision-making  power  to  the  health  care 
agent  not  available  through  other  legal  instruments. 
For  example,  the  principal  may  authorize  the  health 
care  agent  to  place  him  or  her  in  a nursing  home  for 
more  than  30  days.  Under  the  ordinary  power  of 
attorney  document,  this  nursing  home  placement  is 
not  permitted.  Another  important  example  is  that  the 
principal  may  authorize  the  health  care  agent  to  order 
the  withdrawal  of  non-orally  ingested  nutrition  and 
hydration  if  these  measures  are  not  needed  for  palliative 
purposes.  The  law  also  includes  several  limits, 
discussed  later  in  this  article,  that  were  the  result  of 
long  debate  over  social  and  moral  values  that  can  be 
defined  through  this  legal  instrument. 

The  issues  that  surrounded  the  passage  of  the 
power  of  attorney  for  health  care  have  not  been 
completely  resolved.  One  continuing  issue  concerns 
the  potential  conflict  between  this  legal  instrument 
and  the  living  will  (Wis  Stat  Chapter  154-see  Wis  Med 


J 1989;88(7):34-35).  The  living  will,  also  known  as  the 
“declaration  to  physicians,”  contains  one  explicit  limit 
that  could  contradict  a grant  of  decision-making 
authority  through  a power  of  attorney  for  health  care. 
The  living  will  states  that  if  the  circumstances  warrant 
its  use  (death  is  imminent  and  life-sustaining 
procedures  would  only  artificially  prolong  the  dying 
process) , life-sustaining  treatment  may  be  withheld  or 
withdrawn  with  only  the  continuation  of  nutritional 
support  and  fluid  maintenance  and  alleviation  of  pain 
by  medicine  or  other  medical  procedure.  If  a patient 
has  executed  a power  of  attorney  for  health  care  in 
addition  to  a living  will  and  has  expressly  authorized 
the  withholding  of  nutrition  or  hydration,  the  two 
documents  could  be  in  conflict.  It  is  unclear  whether 
this  contradiction  would  limit  the  health  care  agent 
and  the  principal’s  health  care  providers,  and  many 
commentators  argue  that  the  living  will  should  not  be 
used  because  of  this  potential  conflict.  Further  legal 
analysis  of  this  conflict  is  beyond  the  scope  of  this 
article. 

The  form 

Anyone  of  sound  mind  and  at  least  18  years  of  age  may 
execute  a power  of  attorney.  The  law  requires  that 
several  conditions  be  met  for  the  document’s  proper 
execution,  such  as  it  must  be  signed  before  two 
witnesses  who  are  not  related  to  the  principal,  have  no 
knowledge  of  any  entitlement  to  the  principal’s  estate, 
are  not  financially  responsible  for  the  principal,  are  not 
the  health  care  agent  named  in  the  document,  and  are 
not  the  principal’s  health  care  provider. 

The  state  Division  of  Health  is  directed  to  print  and 
distribute  the  statutorily  defined  power  of  attorney  for 
health  care  form  and  may  be  obtained  by  sending  a 
self-addressed  envelope  and  request  to:  Power  of 
Attorney,  Division  of  Health,  PO  Box  309,  Madison, 
WI  53701.  These  forms  may  be  photocopied  or 
otherwise  reproduced  for  use. 

Other  organizations  may  provide  forms  for 
distribution  as  long  as  the  forms  include  the  required 
disclosure  language  and  otherwise  conform  to  the 
statute.  Private  attorneys  may  draft  documents  for 
their  clients  that  do  not  follow  the  statutory  form  if  they 
certify  that  they  have  advised  the  principals  of  their 
rights  or  if  the  documents  contain  the  disclosure 
language  referred  to  above.  (The  SMS  has  developed 
a form  that  is  available  upon  request.) 

It  is  encouraged  that  the  original  power  of  attorney 
for  health  care  instrument  be  kept  by  the  principal’s 

Continued  on  next  page 
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physician.  If  the  health  care  facility  or  health  care 
provider  receives  the  power  of  attorney  for  health  care 
instrument,  this  must  be  noted  in  the  medical  record. 
If  the  principal  is  a patient  of  the  health  care  provider, 
the  power  of  attorney  instrument  must  be  included  in 
the  principal’s  medical  record.  An  original  copy  of  the 
instrument,  legible  photocopy  or  electronic  facsimile 
copy  is  presumed  to  be  valid. 

Powers  of  attorney  for  health  care  executed  before 
the  law’s  April  12,  1990,  effective  date  are  valid. 

Operation 

The  statute  as  written  presumes  that  the  decision- 
making powers  of  the  power  of  attorney  for  health  care 
cannot  be  exercised  by  the  health  care  agent  until  the 
principal  becomes  incapable  to  make  his  or  her  own 
health  care  decisions.  The  law  defines  incapacity  to 
mean  the  inability  to  receive  and  evaluate  information 
effectively  or  to  communicate  decisions  so  that  the 
individual  lacks  the  capacity  to  manage  his  or  her 
health  care  decisions.  Incapacity  may  be  found  by  two 
physicians,  or  one  physician  and  one  licensed 
psychologist,  who  personally  examine  the  principal 
and  sign  a statement  specifying  that  the  principal  has 
incapacity.  A document  other  than  the  DOH  form  may 
permit  these  decision-making  powers  to  take  effect 
under  different  circumstances.  The  principal’s 
treatment  desires  supersede  that  of  the  power  of 
attorney  in  all  instances  when  the  principal  is  capable 
of  making  those  decisions. 

Powers  and  limitations 

The  attorney  in  fact  must  act  in  good  faith  and  consistent 
with  the  desires  of  the  principal  as  either  described  in 
the  power  of  attorney  document  or  otherwise  directed 
by  the  principal  at  any  time.  If  the  principal  has  not 
expressly  stated  his  or  her  wishes,  the  health  care 
agent  must  act  in  good  faith  and  in  the  best  interests  of 
the  principal.  In  this  respect,  the  standard  guiding  the 
health  care  agent  is  that  of  “substituted  judgment” 
when  the  wishes  of  the  principal  are  known  and  “best 
interests”  in  all  other  circumstances. 

In  addition  to  limits  that  the  principal  may  generally 
establish  either  in  the  document  or  through  other 
communication,  the  law  places  several  limits  on  the 
health  care  agent’s  authority  to  make  certain  health 
care  decisions.  The  first  series  of  limitations  concern 
placement  into  certain  health  care  and  residential 
facilities.  The  health  care  agent  may  not  consent  to  the 
admission  of  the  principal  as  an  inpatient  to  an  institution 
for  mental  diseases,2  an  intermediate  care  facility  for 
the  mentally  retarded,3  a state  treatment  facility,4  or  a 
mental  health  or  drug  or  alcohol  treatment  facility.5 
The  principal  may,  however,  be  admitted  to  these 


facilities  through  the  usual  commitment  procedures 
provided  by  state  law.6 

The  health  care  agent  may  consent  to  the  admission 
of  the  principal  to  a nursing  home  for  recuperative  care 
for  a period  not  longer  than  three  months  if  the  principal 
is  admitted  directly  from  a hospital  inpatient  unit, 
unless  the  hospital  admission  is  for  psychiatric  care. 
The  law  states  that  if  the  principal  lives  with  his  or  her 
health  care  agent,  he  or  she  may  be  admitted  by  the 
health  care  agent  into  a nursing  home  or  a community- 
based  residential  facility  as  a temporary  placement  for 
not  longer  than  30  days  to  provide  the  health  care 
agent  with  a vacation  or  allow  the  health  care  agent  to 
attend  to  a family  emergency.  If  the  power  of  attorney 
document  so  specifies,  the  health  care  agent  may 
consent  to  the  principal’s  placement  in  a nursing  home 
or  a community-based  residential  facility  for  reasons 
other  than  those  listed  above  if  the  principal  is  not 
diagnosed  as  developmentally  disabled  or  mentally  ill 
at  the  time  of  the  proposed  admission. 

It  is  important  to  note  several  further  prohibitions 
and  restrictions  the  law  places  on  certain  treatment 
decisions  made  on  the  principal’s  behalf.  The  health 
care  agent  may  not  consent  to  experimental  mental 
health  research  or  to  psychosurgery,  electroconvulsive 
treatment  or  other  “drastic  mental  health  treatment 
procedures”  for  the  principal.  As  noted  earlier  in  this 
article,  the  health  care  agent  may  consent  to  the 
withholding  or  withdrawal  of  non-orally  ingested 
nutrition  or  hydration  for  the  principal  if  the  document 
so  authorizes.  Non-orally  ingested  nutrition  or 
hydration  may  not  be  withheld  or  withdrawn,  however, 
if  the  principal’s  attending  physician  advises  that  in  his 
or  her  professional  judgment  this  will  cause  the  principal 
pain  or  reduce  his  or  her  comfort.  A final  limitation  is 
that  for  the  document  to  apply  in  the  event  the  principal 
is  pregnant,  the  principal  must  state  in  the  document 
that  she  wishes  it  to  be  effective  if  she  is  known  to  be 
pregnant.  If  the  document  is  silent  concerning 
pregnancy  and  non-orally  ingested  nutrition  and 
hydration,  the  health  care  agent  does  not  have  the 
authority  to  act. 

Revocation 

There  are  several  methods  for  revoking  the  power  of 
attorney  described  in  the  law.  A principal  may  destroy 
the  instrument  itself  or  execute  a signed  and  dated 
statement  expressing  his  or  her  intention,  by  verbally 
revoking  the  power  of  attorney  in  the  presence  of  two 
witnesses,  or  executing  a subsequent  power  of  attorney 
for  health  care  instrument.  Also,  if  the  health  care 
agent  appointed  in  the  instrument  is  the  principal’s 
spouse,  and  the  marriage  is  subsequently  ended 
through  annulment  or  divorce,  the  power  of  attorney  is 
revoked  and  the  power  of  attorney  instrument  is  invalid. 
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If  the  health  care  provider  is  notified  that  the  power 
of  attorney  for  health  care  is  revoked,  the  time,  date 
and  place  of  the  revocation  and  the  time,  date  and 
place,  if  different,  of  the  notice  of  revocation  must  be 
recorded  in  the  principal’s  medical  record. 

A court  may  find  an  individual  who  has  previously 
executed  a power  of  attorney  for  health  care  instrument 
incompetent  and  appoint  a guardian  for  the  principal. 
Unless  the  court  makes  a finding  that  the  power  of 
attorney  for  health  care  instrument  should  remain  in 
effect,  the  power  of  attorney  is  revoked.  If  a court 
makes  this  finding,  the  court-appointed  guardian  may 
not  make  health  care  decisions  for  the  principal  unless 
that  guardian  is  also  the  health  care  agent  named  in  the 
power  of  attorney  instrument. 

Health  care  providers 

The  law  immunizes  health  care  providers  and  health 
care  facilities  from  criminal  prosecution,  civil  liability, 
and  charges  of  unprofessional  conduct  for  actions  that 
may  arise  from  the  medical  care  and  treatment 
relationship  between  the  health  care  provider,  principal, 
and  the  health  care  agent.  The  law  states  that  in  the 
absence  of  notice  to  the  contrary,  a health  care  provider 
may  presume  that  a principal  was  authorized  to  execute 
his  or  her  power  of  attorney  for  health  care  as  outlined 
by  the  law  and  that  the  instrument  is  valid.  Specific  to 
physicians,  the  protection  provided  by  the  law  extends 
to  good  faith  actions  in  certifying  incapacity  and 
otherwise  complying  with  the  terms  of  a power  of 
attorney  instrument.  A physician  may  refuse  to  comply 
with  the  decision  of  a health  care  agent  if  he  or  she 
makes  a good  faith  attempt  to  transfer  the  principal  to 
a physician  who  will  comply.  Also,  a physician  will  not 
be  held  responsible  for  following  the  directives  of  a 
revoked  power  of  attorney,  unless  the  physician  has 
actual  knowledge  of  the  revocation. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpme  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  “ is  indicated  as  a sympathicolytic  and  mydriatnc.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon''  1/12  gr.  5 4 mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
"STAT" 

1-8 00-4 2 3 -USAF 


POWER  OF  ATTORNEY  FOR  HEALTH  CARE 


NOTICE  TO  PERSON  MAKING  THIS  DOCUMENT 

YOU  HAVE  THE  RIGHT  TO  MAKE  DECISIONS  ABOUT  YOUR  HEALTH  CARE.  NO  HEALTH  CARE 
MAY  BE  GIVEN  TO  YOU  OVER  YOUR  OBJECTION,  AND  NECESSARY  HEALTH  CARE  MAY  NOT  BE 
STOPPED  OR  WITHHELD  IF  YOU  OBJECT. 

BECAUSE  YOUR  HEALTH  CARE  PROVIDERS  IN  SOME  CASES  HAVE  NOT  HAD  THE  OPPORTUNITY 
TO  ESTABLISH  A LONG-TERM  RELATIONSHIP  WITH  YOU,  THEY  ARE  OFTEN  UNFAMILIAR  WITH 
YOUR  BELIEFS  AND  VALUES  AND  THE  DETAILS  OF  YOUR  FAMILY  RELATIONSHIPS.  THIS  POSES 
A PROBLEM  IF  YOU  BECOME  PHYSICALLY  OR  MENTALLY  UNABLE  TO  MAKE  DECISIONS  ABOUT 
YOUR  HEALTH  CARE. 

IN  ORDER  TO  AVOID  THIS  PROBLEM,  YOU  MAY  SIGN  THIS  LEGAL  DOCUMENTTO  SPECIFY  THE 
PERSON  WHOM  YOU  WANT  TO  MAKE  HEALTH  CARE  DECISIONS  FOR  YOU  IF  YOU  ARE  UNABLE  TO 
MAKE  THOSE  DECISIONS  PERSONALLY.  THAT  PERSON  IS  KNOWN  AS  YOUR  HEALTH  CARE  AGENT. 
YOU  SHOULD  TAKE  SOME  TIME  TO  DISCUSS  YOUR  THOUGHTS  AND  BELIEFS  ABOUT  MEDICAL 
TREATMENT  WITH  THE  PERSON  OR  PERSONS  WHOM  YOU  HAVE  SPECIFIED.  YOU  MAY  STATE  IN 
THIS  DOCUMENT  ANY  TYPES  OF  HEALTH  CARE  THAT  YOU  DO  OR  DO  NOT  DESIRE,  AND  YOU  MAY 
LIMIT  THE  AUTHORITY  OF  YOUR  HEALTH  CARE  AGENT  AS  YOU  WISH.  IF  YOUR  HEALTH  CARE 
AGENT  IS  UNAWARE  OF  YOUR  DESIRES  WITH  RESPECT  TO  A PARTICULAR  HEALTH  CARE 
DECISION,  HE  OR  SHE  IS  REQUIRED  TO  DETERMINE  WHAT  WOULD  BE  IN  YOUR  BEST  INTERESTS 
IN  MAKING  THE  DECISION. 

THIS  IS  AN  IMPORTANT  LEGAL  DOCUMENT.  IT  GIVES  THE  PERSON  WHOM  YOU  SPECIFY 
BROAD  POWERS  TO  MAKE  HEALTH  CARE  DECISIONS  FOR  YOU.  IT  REVOKES  ANY  PRIOR  POWER 
OF  ATTORNEY  FOR  HEALTH  CARE  THAT  YOU  MAY  HAVE  MADE.  IF  YOU  CHANGE  YOUR  MIND 
ABOUT  WHETHER  A PERSON  SHOULD  MAKE  HEALTH  CARE  DECISIONS  FOR  YOU,  OR  ABOUT 
WHICH  PERSON  THAT  SHOULD  BE,  YOU  MAY  REVOKE  THIS  DOCUMENT  AT  ANY  TIME  BY 
DESTROYING  THE  DOCUMENT  OR  DIRECTING  ANOTHER  PERSON  TO  DESTROY  IT  IN  YOUR 
PRESENCE,  REVOKING  IT  IN  A WRITTEN  STATEMENT  WHICH  YOU  SIGN  AND  DATE  OR  STATING 
THAT  IT  IS  REVOKED  IN  THE  PRESENCE  OF  TWO  WITNESSES.  IF  YOU  REVOKE,  YOU  SHOULD 
NOTIFY  THE  PERSON  YOU  HAD  SPECIFIED,  YOUR  HEALTH  CARE  PROVIDERS  AND  ANY  OTHER 
PERSON  TO  WHOM  YOU  HAVE  GIVEN  A COPY.  IF  THE  PERSON  YOU  HAVE  SPECIFIED  IS  YOUR 
SPOUSE  AND  YOUR  MARRIAGE  IS  ANNULLED  OR  YOU  ARE  DIVORCED  AFTER  SIGNING  THIS 
DOCUMENT,  THE  DOCUMENT  IS  INVALID. 

DO  NOT  SIGN  THIS  DOCUMENT  UNLESS  YOU  CLEARLY  UNDERSTAND  WHAT  IT  MEANS. 

IT  IS  SUGGESTED  THAT  YOU  KEEP  THE  ORIGINAL  OF  THIS  DOCUMENT  ON  FILE  WITH  YOUR 
PHYSICIAN. 
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POWER  OF  ATTORNEY  FOR  HEALTH  CARE 


Instrument  made  this  day  of (month),  (year). 

CREATION  OF  POWER  OF 
ATTORNEY  FOR  HEALTH  CARE 


I, (name  and  address), 

being  of  sound  mind  and  at  least  18  years  of  age,  intend  by  this  document  to  create  a power  of  attorney  for  health  care. 
My  executing  this  power  of  attorney  for  health  care  is  voluntary.  I expect,  despite  the  creation  of  this  power  of  attorney 
for  health  care,  to  be  fully  informed  about  and  allowed  to  participate  in  any  health  care  decision  for  me,  to  the  extent  that 
I am  able.  For  the  purposes  of  this  document,  “health  care  decision”  means  an  informed  decision  in  the  exercise  of  my 
right  to  accept,  maintain,  discontinue  or  refuse  any  care,  treatment,  service  or  procedure  to  maintain,  diagnose  or  treat 
my  physical  or  mental  condition. 

DESIGNATION  OF  HEALTH  CARE  AGENT  AND  ALTERNATE  HEALTH  CARE  AGENT 

If  I am  no  longer  able  to  make  health  care  decisions  for  myself,  due  to  my  incapacity,  I hereby  designate 


(name,  address  and  telephone  number)  to  be  my  health  care  agent  for  the  purpose  of  making  health  care  decisions  on 
my  behalf. 


OPTIONAL  — If (health  care  agent)  is  unable  or  unwilling  to  make  those 

decisions,  I hereby  designate 

(name,  address  and  telephone  number)  to  be  my  alternate  health  care  agent  for  the  purpose  of  making  health  care 
decisions  on  my  behalf. 


Neither  my  health  care  agent  or  my  alternate  health  care  agent  whom  I have  designated  is  my  health  care  provider, 
an  employee  of  my  health  care  provider  or  an  employee  of  a health  care  facility  in  which  I reside  or  am  a patient  ora  spouse 
of  any  those  persons,  or,  if  he  or  she  is  that  health  care  provider  or  employee  or  spouse  of  that  health  care  provider  or 
employee,  he  or  she  is  also  my  relative.  For  the  purposes  of  this  document,  “incapacity”  exists  if  2 physicians  or  a 
physician  and  a psychologist  who  have  personally  examined  me  sign  a statement  that  specifically  expresses  their  opinion 
that  I have  a condition  that  means  that  I am  unable  to  receive  and  evaluate  information  effectively  or  to  communicate 
decisions  to  such  an  extent  that  I lack  the  capacity  to  manage  my  health  care  decisions.  A copy  of  that  statement,  if  made, 
must  be  attached  to  this  document 

GENERAL  STATEMENT  OF  AUTHORITY  GRANTED 

Unless  I have  specified  otherwise  in  this  document,  if  I ever  have  incapacity  I instruct  my  health  care  provider  to 
obtain  the  health  care  decision  of  my  health  care  agent  for  all  of  my  health  care.  I have  discussed  my  desires  thoroughly 
with  my  health  care  agent  and  believe  that  he  or  she  understands  my  philosophy  regarding  the  health  care  decisions 
I would  make  if  I were  so  able.  I desire  that  my  wishes  be  carried  out  through  the  authority  given  to  my  health  care  agent 
under  this  document. 

My  health  care  agent  is  instructed  that  if  I am  unable,  due  to  my  incapacity,  to  make  a health  care  decision  he  or  she 
shall  make  a health  care  decision  for  me,  except  that  in  exercising  the  authority  given  to  him  or  her  by  this  document 
my  health  care  agent  should  try  to  discuss  with  me  any  specific  proposed  health  care  if  I am  able  to  communicate  in  any 
manner,  including  by  blinking  my  eyes.  If  this  communication  cannot  be  made,  my  health  care  agent  shall  base  his  or 
her  health  care  decision  on  any  health  care  choices  that  I have  expressed  prior  to  the  time  of  the  decision.  If  I have  not 
expressed  a health  care  choice  about  the  health  care  in  question  and  communication  cannot  be  made,  my  health  care 
agent  shall  base  his  or  her  health  care  decision  on  what  he  or  she  believes  to  be  in  my  best  interest. 
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LIMITATIONS  ON  MENTAL  HEALTH  TREATMENT 


My  health  care  agent  may  not  admit  or  commit  me  on  an  inpatient  basis  to  an  institution  for  mental  diseases,  an 
intermediate  care  facility  for  the  mentally  retarded,  a state  treatment  facility  or  a treatment  facility.  My  health  care  agent 
may  not  consent  to  experimental  mental  health  research  or  psychosurgery,  electroconvulsive  treatment  or  other  drastic 
mental  health  treatment  procedures  for  me. 

POWERS  AND  LIMITS  ON  HEALTH  CARE  DECISIONS 

Unless  I check  “no”,  I authorize  my  health  care  agent  to  make  the  following  health  care  decisions  for  me. 

If  I am  not  diagnosed  as  mentally  ill  or  developmentally  disabled,  my  health  care  agent  may  admit  me  for  a purpose 
other  than  recuperative  or  respite  care  to: 

1.  A nursing  home  — Yes No 

2.  A community-based  residential  facility  — Yes No 

My  health  care  agent  may  have  nonorally  ingested  nutrition  and  hydration  withheld  or  withdrawn  from  me  unless 
my  attending  physician  advises  that,  in  his  or  her  professional  judgment,  the  withholding  or  withdrawal  will  cause  me 
pain  or  reduce  my  comfort 
— Yes No 

My  health  care  agent  may  make  health  care  decisions  if  I am  pregnant  — Yes No 

In  exercising  authority  under  this  document,  my  health  care  agent  shall  act  consistently  with  my  following  stated 
desires,  if  any,  and  is  subject  to  any  special  provisions  or  limitations  that  I specify.  The  following  are  any  specific  desires, 
provisions  or  limitations  that  I wish  to  state  (add  more  items  if  needed): 

(1) 


(2) 


(3) 


INSPECTION  AND  DISCLOSURE  OF  INFORMATION 
RELATING  TO  MY  PHYSICAL  OR  MENTAL  HEALTH 

Subject  to  any  limitations  in  this  document,  my  health  care  agent  has  the  authority  to  do  all  of  the  following: 

(a)  Request,  review  and  receive  any  information,  verbal  or  written,  regarding  my  physical  or  mental  health, 
including  medical  and  hospital  records. 

(b)  Execute  on  my  behalf  any  documents  that  may  be  required  in  order  to  obtain  this  information. 

(c)  Consent  to  the  disclosure  of  this  information. 
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SIGNING  DOCUMENTS,  WAIVERS  AND  RELEASES 


Where  necessary  to  implement  the  health  care  decisions  that  my  health  care  agent  is  authorized  by  this  document  to 
make,  my  health  care  agent  has  the  authority  to  execute  on  my  behalf  any  of  the  following: 

(a)  Documents  titled  or  purporting  to  be  a “Consent  to  Permit  Treatment”,  “Refusal  to  Permit  Treatment”  or  “Leaving  Hospital 
Against  Medical  Advice.” 

(b)  A waiver  or  release  from  liability  required  by  a hospital  or  physician. 

By  signing  this  document,  I understand  and  convey  the  authority  to  my  health  care  agent  to  make  health  care  decisions  as 
described  in  the  document  in  my  incapacity. 


(signature  of  principal) 
Date  


STATEMENT  OF  WITNESSES 

The  principal  has  personally  come  before  me  and  signed  this  document.  I believe  that  his  or  her  execution  of  this  power  of  attorney 
for  health  care  is  voluntary.  I am  at  least  18  years  of  age  and  am  not  related  to  the  principal  by  blood,  marriage  or  adoption.  I am  not 
a health  care  provider  who  is  serving  the  principal  at  this  time.  To  the  best  of  my  knowledge,  I am  not  entitled  to  and  do  not  have  a 
claim  on  the  principal’s  estate. 


Witness  

(name,  address) 


Date 


Witness  

(name,  address) 


Date 


OPTIONAL  — 


STATEMENT  OF  HEALTH  CARE  AGENT 


I understand  that has  designated  me  to  be  his  or  her  health  care  agent  if  he  or  she  is  ever  found 

to  have  incapacity  and  unable  to  make  health  care  decisions  himself  or  herself. has  discussed  his 

or  her  desires  regarding  health  care  decisions  with  me. 


(signature,  address) 
Date 


©smsw/dpaform 
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OPTIONAL  — 


STATEMENT  OF  ALTERNATE  HEALTH  CARE  AGENT 


I understand  that has  designated  me  to  be  his  or  her  health  care  agent  if  he  or  she  is  ever  found 

to  have  incapacity  and  unable  to  make  health  care  decisions  himself  or  herself  and  if  the  person  designated  as  health  care  agent  is 
unable  or  unwilling  to  make  those  decisions.  has  discussed  his  or  her  desires  regarding  health  care 

decisions  with  me. 


(signature,  address) 
Date 


©smsw/ dpaform 
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Public  health 

Self-reported  barriers  to  mammography: 
Implications  for  physicians 

Paula  M.  Lantz,  MA,  Patrick  L Remington,  MD,  and  Michael  Soref,  PhD 
Madison 


INFORMATION  FROM  A VARIETY  of 
sources  confirms  that  the  use  of 
mammography  among  Wisconsin 
women  has  been  increasing  at  a rapid 
rate.1-2  Nevertheless,  there  are  still  a 
substantial  number  of  women  of 
screening  age  who  have  never  had  a 
mammogram.  These  women  are 
more  likely  to  have  breast  cancer 
detected  at  a later-and,  therefore,  less 
treatable-stage.  The  purpose  of  this 
report  is  to  provide  data  on  Wisconsin 
women  who  have  never  had  a 
mammogram,  including  information 
on  some  of  the  self-perceived  barriers 
to  this  screening  test 

The  data  used  in  the  analysis  are 
from  the  1989  Wisconsin  Behavioral 
Risk  Factor  Survey  (BRFS).  The  BRFS 
is  a random  digit-dialed  telephone 
survey  of  the  health  practices  of 
Wisconsin  adults.  All  women  in  the 
annual  sample  (N=692)  were  asked  a 


Ms  Lantz  is  a senior  research  specialist 
with  the  Center  for  Health  Policy  and 
Program  Evaluation  and  a PhD  candidate 
at  the  University  of  Wisconsin-Madison. 
Dr  Remington  is  a medical  epidemiologist 
in  the  Chronic  Disease  Surveillance  Unit, 
Section  of  Environmental  and  Chronic 
Disease  Epidemiology,  Wisconsin 
Division  of  Health.  Dr  Soref  is  a research 
analyst  in  the  Center  for  Health  Statistics, 
Wisconsin  Division  of  Health,  and  the 
coordinator  of  the  Wisconsin  Behavioral 
Risk  Factor  Surveys.  Part  of  this  work  was 
made  possible  by  a grant  from  the  National 
Cancer  Institute,  grant  number  R01-CA- 
46883.  Reprint  requests  to:  Patrick 
Remington,  MD,  Wisconsin  Division  of 
Health,  1 W Wilson  St,  Madison,  W 53701- 
0309.  Copyright  1990  by  the  State  Medical 
Society  of  Wsconsin. 


series  of  questions  regarding  their 
knowledge  of,  use  of,  and  concerns 
about  mammography.  The  results 
were  weighted  in  the  analysis  to 
account  for  the  survey  sampling 
design. 

As  the  figure  shows,  the  percent  of 
women  without  a prior  mammogram 
varied  by  age.  Overall,  nearly  one 
third  (32%)  of  the  women  age  40  and 
older  have  never  had  a mammogram. 
Because  of  the  relatively  small  sample 
size,  subgroup  analyses  by  race  and 
education  were  not  performed. 

The  following  results  are  for 
women  age  40  and  above  without  a 
prior  mammogram  (N=118).  These 
women  were  asked  to  give  the  main 
reason  they  had  never  had  a 
mammogram.  Table  1 shows  the 
results  of  this  open-ended  question. 
The  most  common  reasons  women 
gave  for  not  having  a mammogram 
included: 

• that  it  was  not  needed  because  the 
respondent  thought  she  was  too 
young  (28%); 

• that  it  was  not  needed  because  the 
respondent  did  not  have  any  breast 
problems  or  symptoms  (22%) ; and 

• because  a physician  had  never 
recommended  the  procedure 
(20%). 

It  is  interesting  to  note  that  of  the 
women  who  thought  they  were  too 
young  for  a mammogram,  the  majority 
were  50  years  of  age  or  older.  Fear  of 
pain  or  radiation  were  given  as  reasons 
by  a relatively  small  number  of 
women. 

As  a group,  the  women  who  have 
never  had  a mammogram  do  appear 
to  have  frequent  access  to  the  health 
care  system.  Of  the  women  of 


Table  l.-Main  reason  given  for 
never  having  a mammogram,  age 
40  and  older,  Wisconsin,  1989. 

Too  young/Not  due  yet 

28% 

No  problems  or  symptoms 

22% 

MD  never  recommended 

20% 

Too  busy/Didn’t  take  time 

6% 

Fear  of  doctors/hospitals 

5% 

Cost/No  insurance 

2% 

Radiation/pain 

2% 

Other 

5% 

Don’t  have  a reason 

10% 

Total 

100% 

(Number  of  Cases) 

(118) 

screening  age  (ie,  40  and  older),  61% 
had  seen  a doctor  for  a routine 
checkup  during  the  past  year.  Only 
4%  of  these  women,  however,  claimed 
to  have  ever  asked  a doctor  for  a 
mammogram. 

Respondents  were  also  asked  if 
they  had  any  concerns  about 
mammography  in  five  specific  areas. 
Women  were  asked:  “Are  you  afraid 
that  a mammogram  will ...” 

• be  painful; 

• be  embarrassing; 

• expose  you  to  dangerous  radiation; 

• find  a cancer;  and 

• cost  too  much? 

The  results  for  women  who  have 
never  had  a mammogram  are 
presented  in  Table  2.  It  appears  that 
these  women  are  most  concerned 
about  the  cost  of  the  procedure.  Of 
the  women  who  admitted  that  they 
did  have  fears  or  concerns  in  one  or 
more  of  the  five  areas,  only  17%  stated 
Continued  on  page  605 
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ARE  YOU  PREPARED  FOR  THE  HIGH  COST  OF  LONG  TERM  CARE? 


• Long  Term  Care  financing  remains  the  "Missing  Link"  in  the  health  care 
system  of  the  United  States. 

• One  year  in  a nursing  home  costs  up  to  $30,000  or  more. 

• Today,  Medicare  picks  up  about  2%  of  long  term  care  costs. 

• SMS  Services  is  pleased  to  offer  the  newest  and  one  of  the  most  essential 
membership  plans  yet  - Long  Term  Care  Coverage. 

• As  a State  Medical  Society  member,  you  have  access  to  a variety  of  long  term 
care  plans  through  SMS  Services. 

• For  more  information,  please  complete  and  return  the  tear  off  at  the  bottom 
of  this  page. 


SMS  SERVICES.  INC. 

P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  60^257-6781  OR  TOLL-FREE  1-800-545-0631 


YES  9 I would  like 


more  information  on: 


□ LONG  TERM  CARE 

PRIVATE  PENSION  PLAN 


Name: 


Address: 

number  street 


city  state  zip  code 

Phone:  ( ) 

area  code 

Best  time  to  contact: 


Is  Your  Qualified  Retirement 
Plan  Doing  a Good  Job  For 

You? 

A large  number  of  Physicians  are  faced  with  one  of  the  following  problems: 

1.  Their  plan  is  funded  to  the  maximum  or  very  little  can  be  contributed. 

2.  Their  plan  no  longer  puts  a large  enough  share  of  the  contribution  into  their  account. 

SMS  Services  has  Found  the  Answer: 

The 

PRIVATE 

Pension  Plan 

A supplemental  retirement  plan  that  can  be  written  for  you  and  you  alone 

For  more  information,  please  send  in  the  tear  off  at  the  bottom  of  this  page 

(Underwritten  by  General  Services  Life  Insurance  Company  Form  No.  G DRL-0150) 


SMS  SERVICES,  INC. 


P.O.  BOX  1109,  MADISON,  WI  53701  • PHONE  60^257-6781  OR  TOLL-FREE  1-800-545-0631 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  MAIL  PERMIT  NO.  4 MADISON,  WI 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 


SMS  SERVICES,  INC. 

P.O.  BOX  1109 

MADISON,  WISCONSIN  53791-9254 


Table  2.-Fears  of  women  who  never  had 
Wisconsin,  1989. 

a mammogram,  age  40  and  older, 

Are  you  afraid  that  a mammogram  will: 

% Yes 

No  fears 

59% 

Stated  one  of  more  fear 

41% 

Cost  too  much? 

22% 

Expose  you  to  dangerous  radiation? 

14% 

Find  a cancer? 

14% 

Be  painful? 

10% 

Be  embarrassing? 

9% 

Total 

100% 

(Number  of  cases) 

(118) 

Continued  from  page  602 

that  they  had  discussed  these  fears 

with  their  physician. 

Comment 

Despite  some  debate  about  the  age  at 
which  mammography  should  begin 
and  the  most  appropriate  interval 
between  screenings,  there  is  no 
disagreement  among  experts 
regarding  the  benefits  and  importance 
of  periodic  mammography 
screening.3  Because  they  have  not 
been  screened,  women  who  have 
never  had  a mammogram  represent 
a high-risk  group  for  the  late  detection 
of  a breast  malignancy.  We  estimate 
that  at  present,  approximately  338,000 
Wisconsin  women  age  40  and  older 
have  never  had  a mammogram. 
Breast  cancers  occurring  among  this 
group  of  women  will  be  diagnosed  an 
average  of  2 to  4 years  later  than 
those  found  through  routine 
mammography.4 

Recent  publicity  and  health 
education  efforts  regarding  breast 
cancer  and  early  detection  techniques 
have  been  aimed  primarily  at  the 
“consumer.”  Here,  we  provide 
evidence  that  a woman’s  physician 
plays  an  important  role  in  her 
willingness  to  get  a screening 
mammogram.  Many  women  report 
that  the  main  reason  they  have  not 
gotten  a mammogram  is  because  their 
physicians  have  never  recommended 
it.  Also,  very  few  of  these  women  (4%) 
had  ever  raised  the  issue  with  their 
physicians.  By  contrast,  the  majority 
of  women  (67%)  with  a prior 
mammogram  state  that  getting  the 
test  was  their  physicians’  idea.  All  of 
these  results  suggest  that  many 
women  will  not  get  a screening 
mammogram  without  a 
recommendation  from  a physician, 
and  that  many  women  prefer  to  wait 
for  their  physicians  to  bring  up  the 
subject  rather  than  ask  about  it 
themselves.  Our  results  also  show 
that,  since  most  of  the  women  without 
a prior  mammogram  are  receiving 
routine  health  care,  physicians  have 
the  opportunity  to  identify  and  reach 


this  high  risk  group. 

The  Wisconsin  survey  data,  as  well 
as  the  results  from  several  other 
national  studies,  suggest  that  there 
are  some  common  misperceptions 
regarding  mammography  screening 
which  could  be  addressed  through 
physician-patient  education.  Many 
women  reported  that  they  had  not 
had  a mammogram  because  they  did 
not  have  any  breast  lumps  or  other 
symptoms,  a response  which 
demonstrates  a lack  of  understanding 


Percent 


of  the  purpose  of  mammography  as  a 
screening  test  Other  women  (the 
majority  of  which  were  50  years  or 
older)  reported  that  they  are  too 
young  for  a mammogram,  an  attitude 
which  demonstrates  a lack  of 
knowledge  of  the  age-specific 
screening  guidelines.  By  discussing 
these  and  other  issues  with  all  women 
of  screening  age,  physicians  can 
educate  their  patients  and  help  to 
eliminate  some  of  these  common 
barriers. 


100 


<35  35-39  4049  50-59  60-69  70+ 

Percent  of  women  who  have  never  had  a mammogram  by  age,  Wisconsin,  1989. 
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Series  coordinators 

The  Wisconsin  Division  of  Health’s  Henry  Anderson,  MD,  chief  of  the 
Section  of  Environmental  and  Chronic  Disease  Epidemiology,  and  Patrick 
Remington,  MD,  are  coordinating  this  public  health  series  for  the  Wisconsin 
Medical  Journal.  The  division,  under  a grant  from  the  National  Cancer 
Institute,  is  again  working  with  the  American  Cancer  Society  (ACS)  on  its 
Breast  Cancer  Detection  Awareness  program.  As  part  of  this  program, 
many  hospitals  and  clinics  throughout  the  state  will  soon  be  offering 
reduced-cost  breast  cancer  screening  to  eligible  women.  Most  facilities 
will  be  running  the  program  during  October  1990.  Physicians  interested 
in  referring  patients  should  contact  their  local  ACS  unit  for  details 
regarding  the  program  in  their  community.  In  addition,  staff  with  the 
Division  of  Health  Cancer  Control  Program  have  recently  completed  an 
information  guide  for  health  professionals  entitled  “Breast  Cancer 
Detection,  Treatment  and  Rehabilitation:  Information  and  Resources  for 
Your  Patients.”  For  a free  copy,  call  608-266-3500. 


Continued  from  preceding  page 

As  in  other  areas  of  health  care, 
women  look  to  their  physicians  for 
guidance  and  information  regarding 
mammograms.  By  discussing 
mammography  with  female  patients 
and  by  recommending  periodic 
mammograms  for  all  women  of 
screening  age,  physicians  will 
continue  to  contribute  to  Wisconsin’s 
progress  in  the  early  detection  of 
breast  cancer. 
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SMS  Board  reiterates  duty  to  warn  concerns 


In  response  to  continued  controversy  over 
whether  the  impaired  driver  reporting 
statute  enacted  in  1987  creates  legal 
liability  for  physicians,  the  SMS  Board  of 
Directors  determined  it  necessary  to 
revisit  the  issue  first  discussed  in  a 
September  1988  Medigram.  The  motion 
passed  by  the  Board  states: 

“State  legislation  adopted  in  1987-Stats. 
448.03  (5)  (b)-grants  immunity  to  a 
physician  who,  in  good  faith,  reports  to 
the  Wisconsin  Department  of 
Transportation  a patient  whose  condition 
impairs  his  or  her  ability  to  drive.  There 
has  been  concern  that  the  law  may  also 
create  an  implied  duty  to  report  a person 
who,  in  the  physician’s  medical  judgement, 
is  impaired. 

Much  of  the  concern  about  the  effect 
of  reporting  provisions  arises  out  of  the 


1988  Wisconsin  Supreme  Court  decision 
Schuster  vAltenberg.  In  Schuster,  the  court 
stated  that  a psychotherapist  can  be  held 
liable  for  the  foreseeable  harm  suffered 
by  a third  person  as  a result  of  dangerous 
conduct  on  the  part  of  a psychotherapisf  s 
patient  if  the  psychotherapist  failed  to 
warn  officials  or  seek  detention  of  that 
patient  Since  this  case  involved  alleged 
negligence,  under  the  court’s  holding  a 
psychotherapist  is  liable  only  if  he  fails  to 
exercise  that  degree  of  care  and  skill 
exercised  by  the  average  practitioner  in 
the  class  to  which  he  belongs  and  that 
mere  errors  in  judgement  will  not  be 
sufficient  to  establish  liability. 

There  is  no  question  that  if  there  is  an 
instance  when  the  physician’s  judgement 
is  questioned  concerning  his  or  her  failure 
to  report  a patient  to  the  DOT,  the  medical 


records  will  be  critical  to  that  physician’s 
defense  that  he  or  she  reasonably  believed 
that  the  patient  was  able  to  control  a motor 
vehicle.  To  this  end,  the  physician  should 
write  in  the  medical  record  that  although 
the  patient  was  cautioned  against  driving 
in  some  circumstances,  the  physician  did 
not  believe  that  the  patient’s  health  or 
condition  presented  a danger  so  that 
reporting  to  the  DOT  was  unnecessary. 
Warning  about  drug  side  effects  is  an 
example  given  by  the  court  in  Schuster  as 
an  instance  when  a physician  is  obligated 
to  warn  the  patient.” 

In  addition  to  publicizing  the  need  for 
physicians  to  be  vigilant  about  this  issue, 
the  Board  directed  SMS  to  seek  legislation 
that  will  clearly  remove  any  implied  duty 
to  report  that  may  arise  from  the  original 
statutory  language.  □ 
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Gallup  poll  identifies  six  types  of  health  care  consumers 


A new  Gallup  poll,  “Second  Opinions,” 
has  identified  six  distinct  groups  of 
Americans,  each  of  which  has 
common  values,  beliefs  and  views 
about  the  nation’s  health  care  system. 
The  survey  was  conducted  at  the 
request  of  the  Blue  Cross  and  Blue 
Shield  organization  as  an  example  of 
a new  way  to  look  at  the  health  care 
consumer. 

The  results  of  the  survey  show 
American  opinion  split  on  health  care 
issues  and  paint  a clear  picture  of  how 
the  American  public  breaks  into 
opinion  groups  with  common  beliefs 
about  health  care.  Members  of  each 
group  respond  in  like  ways  to 
questions  that  gauge  their  satisfaction 
with  the  medical  profession,  feelings 
of  control  and  financial  stability,  level 
of  economic  clout  and  political  activity, 
and  opinions  about  government 


involvement  in  the  health  care  system. 

Using  statistical  techniques  to 
analyze  the  responses  from  2,000 
interviews,  Gallup  has  identified  6 
types  of  health  care  consumers: 

• The  young  and  skeptical,  15%  of 
the  population.  Well-educated  men 
and  women  in  their  30s  and  40s, 
this  group  is  not  happy  with  the 
health  care  they  receive,  and  they 
distrust  the  medical  profession. 
They  are  concerned  about  health 
care  costs  and  support  increased 
government  involvement,  yet  they 
are  skeptical  about  the  govern- 
ment’s ability  to  run  major  pro- 
grams. 

• The  self-reliants,  15%  of  the  adult 
population.  Well-educated,  upper- 
income  men  in  their  50s  who  are 
strong  supporters  of  American 
business  and  are  adamant  that 


government  should  be  restrained 
from  increased  involvement  in 
health  care. 

• The  secure  and  satisfied,  24%  of 
the  adult  population.  Mid-40s, 
highly  educated  men  and  women 
who  are  happy  with  the  way  they 
receive  health  care.  They  strongly 
support  the  concept  of  a federally 
funded  health  insurance  program 
and  are  more  willing  to  pay 
additional  taxes  to  support  one. 

• The  passives,  13%  of  the  adult 
population.  Young  men  and  women 
with  less  education  and  lower 
income  than  average.  They  are  less 
satisfied  than  others  with  the  way 
they  receive  health  care  and 
support  increased  federal  tax 
spending,  but  are  less  willing  than 
most  to  pay  higher  taxes  for  a 
health  care  program. 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 

A State  Medical  Society  of  Wisconsin  Subsidiary 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 

A member  service  offered  through 
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• The  coping  but  concerned,  18% 
of  the  adult  population.  Made  up 
primarily  of  people  in  their  50s  and 
60s,  they  have  a lower  income  and 
feel  they  have  little  control  over 
their  lives.  They  strongly  believe 
that  government  should  be 
responsible  for  taking  care  of  its 
citizens,  yet  they  express  doubts 
about  the  desirability  of  a large, 
federally  funded  program. 

• The  struggling  singles,  15%  of 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA 
Physician’s  Recognition  Awards. 
They  have  distinguished  themselves 
and  their  profession  by  their 


the  adult  population.  Typically 
single  mothers  in  their  30s,  this 
group  often  worries  about  money 
and  don’t  have  enough  to  make 
ends  meet.  The  look  to  the 
government  as  the  source  for 
the  health  care  funding  they  say 
this  country  needs. 

The  survey  also  revealed  some 
opinions  that  all  six  groups  share. 
For  example,  more  than  three- 
quarters  of  every  group  say  that 


commitment  to  continuing  education, 
and  the  SMS  offers  them  its 
congratulations.  The  * indicates 
members  of  the  SMS. 

July  1990 

Herman,  Bruce  C.,  Thiensville 


having  free  choice  of  doctors  and 
hospitals  is  desirable.  Yet  all  groups 
express  some  degree  of  willingness 
to  limit  their  choice  of  doctors  to  an 
approved  list  to  lower  their  health 
costs.  All  six  groups  agreed,  to  a 
surprising  extent  that,  even  if  the 
United  States  spent  twice  as  much  on 
health  care  as  it  currently  spends,  it 
still  would  not  be  enough,  o 


Huhn,  Jeffery  J.,  Marshfield 
Klewin,  Kristine  M.,  Brookfield 
Schwartz,  Herschel  M.,  South 
Milwaukee 

* Scrimenti,  Rudolph  J.,  Milwaukee 
Vitamvas,  Gerald  L.,  Milwaukee 
Wilson,  John  M.,  La  Crosse  o 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
Journal's  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Organizational 


Physician  briefs 


Richard  G.  Roberts,  MD,*  of 

Madison,  associate  professor  of  family 
medicine  and  practice  at  the 
University  of  Wisconsin,  Madison, 
and  speaker  of  the  SMS  House  of 
Delegates,  was  one  of  49  Americans 
selected  by  the  W.K.  Kellogg 
Foundation  for  its  National  Fellowship 
Program  (KNFP).  The  program, 


begun  in  1980,  is  designed  to  increase 
individuals’  skills  and  insights  into 
areas  outside  their  chosen  disciplines 
to  deal  more  creatively  and  effectively 
with  complex  social,  economic  and 
political  problems. 

Gary  W.  Sterken,  MD,*  of  Madison, 
recently  joined  the  Physician  Plus 


Quisling  Clinic  in  Middleton.  The 
clinic  now  offers  ophthalmology 
services.  Dr  Sterken  obtained  his 
undergraduate  degree  from  Lawrence 
University.  Dr  Sterken  takes  special 
interest  in  the  care  and  treatment  of 
glaucoma. 

Continued  on  next  page 
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send  your  curriculum  vitae  to  Robert 
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Enterline,  Physician  Staffing  Director, 
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Accepted  for  advertising  In  the  AMA  Journal 

Wisconsin  Medical  Journal  • October  1990 


609 


Continued  from  preceding  page 
Eugene  VV.  Skrzypek,  MD,*  of  West 
Allis,  was  named  “General 
Practitioner  of  the  Year”  for  1990  by 
the  Wisconsin  Society  of  General 
Practitioners  in  Osteopathic  Medicine 
and  Surgery.  A graduate  of  Wayne 
State  University  College  of  Pharmacy 
and  the  Chicago  College  of 
Osteopathic  Medicine,  Dr  Skrzypek 
has  been  a general  practitioner  at 
Beloit  Road  Family  Clinic  in  West 
Allis  for  25  years.  He  was  also  on  staff 
at  West  Allis  Memorial  Hospital  and 
Lakeview  Hospital. 

Thomas  Mance,  DO,*  of 

Wauwatosa,  has  established  an  office 


in  the  Oak  Creek  Physician’s  Plaza. 
Dr  Mance  earned  his  medical  degree 
at  the  West  Virginia  College  of 
Osteopathic  Medicine.  He  attended 
the  Medical  College  of  Wisconsin  and 
specializes  in  the  treatment  of  children 
and  adolescents. 

Daniel  T.  Gerber,  MD,*  of 
Milwaukee,  has  been  appointed 
assistant  professor  of  anesthesiology 
at  the  Medical  College  of  Wisconsin. 
A 1981  graduate  of  the  Medical 
College  in  internal  medicine,  Dr 
Gerber  returned  to  complete  a second 
residency  in  anesthesiology. 

Andrea  Dlesk,  MD,*  and 


Humberto  Vidaillet,  MD,*  of  the 
Marshfield  Clinic,  had  four  papers 
selected  for  presentation  during  the 
IV  International  Conference  on  Lyme 
Borreliosis  recently  in  Sweden.  Dr 
Dlesk  is  lead  author  of  three  studies 
on  Lyme  seroreactivity  among 
patients  with  chronic  inflammatory 
diseases.  DrVidailletwaslead  author 
of  a study  which  examined  the 
association  of  sinus  bradycardia  and 
Lyme  serology  in  healthy  ambulatory 
subjects. 

Beth  Schenck,  MD,*  of 
Menomonee  Falls,  will  head  the 
new  Falls  Dermatology  clinic.  Dr 
Schenck  received  her  degree  in 
medicine  from  Indiana  University  and 
has  specialized  in  the  field  of 
dermatology.  She  was  previously 
affiliated  with  Falls  Medical  Group. 

Ervin  Teplin,  MD,*  of  Milwaukee, 

clinical  professor  at  the  Medical 
College  of  Wisconsin,  recently 
received  four  awards.  He  received  an 
“Award  in  Recognition  of 
Contributions  to  Teaching  and 
Excellence  in  Clinical  Care,”  from 
the  Psychiatric  Department  at  Mount 
Sinai  Samaritan  Medical  Center  and 
an  “Outstanding  Contribution  to  the 
Area  of  Human  Services  Award,”  for 
his  contributions  during  his  tenure 
as  medical  director  of  the  Waukesha 
County  Child  Guidance  Clinic  from 
1953-1961  and  his  activities  in  the 
Wisconsin  Association  for  Psychiatric 
Clinics  for  Children.  In  addition,  Dr 
Teplin  was  a special  honoree  of  the 
Department  of  Psychiatry  and  Mental 
Health  Sciences  of  the  Medical 
College  of  Wisconsin  where  his 
leadership  in  the  teaching  of  group 
psychotherapy  was  cited.  He  also  was 
given  a 100-year-old  quilt  reminiscent 
of  the  Freud  era  as  recognition  for 
“Modeling  Excellence  in  Psychiatry 
and  Psychiatric  Ethics.” 

Merle  Teetzen,  MD,  of  Janesville, 
has  recently  joined  the  Janesville 
Medical  Center.  DrTeetzen  received 
his  medical  degree  from  the  Medical 


County  society  news 


Dane.  The  following  physicians 
were  accepted  to  membership  in 
the  society:  Joseph  N.  Blustein, 
MD;  John  M.  Bohn,  MD;  John  C. 
Boncyk,  MD;  Bethann  Bonner, 
MD;  Wendy  S.  Coleman,  MD; 
Todd  A.  Denholm,  MD;  Keith  L. 
De  Vries,  MD;  Mary  Ann  Febbo, 
MD;  William  W.  Finch,  MD;  Judith 
E.  Fitzgerald,  MD;  Warren  E.  Gall, 
MD;  Robert  J.  Glinert,  MD;  Lauren 
A.  Greene,  MD;  Barbara  A. 
Herman,  MD;  John  S.  Hunter,  MD; 
Paul  R Kaesberg,  MD;  Peter  C. 
Kohler,  MD;  Orest  I.  Kostelyna, 
MD;  Patricia  S.  Kraemer,  MD;  Jean 
M.  Loftus,  MD;  Janis  A Lowell, 
MD;  Francois  M.  Luyet,  MD; 
Daniel  S.  Marley,  MD;  John  C.  Me 
Dermott,  MD;  Kim  J.  Miller,  MD; 
Guadalupe  Negro n-Zehel,  MD; 
Curtis  R Partington,  MD;  Scott  B. 
Perlman,  MD;  Kevin  M.  Roley, 
MD;  Richard  C.  Schramm,  MD; 
Gordon  A.  Tuffli,  MD;  and  John  A. 
Vukich,  MD. 

Green.  Robert  C.  Cates,  MD;  John 
P.  Frey,  MD;  and  Sarat  B. 


Kuchipudi,  MD,  have  been 
accepted  to  membership  in  the 
society. 

La  Crosse.  Kevin  M.  Jaeger,  MD, 
and  Richard  A.  Fink,  MD,  were 
accepted  to  membership  in  the 
society. 

Langlade.  James  M.  Turnbull, 
MD,  has  been  accepted  to 
membership  in  the  society. 

Milwaukee.  Newmembersofthe 
society  are  David  K Anderson, 
MD;  Donna  Jo  Brehm,  MD;  Angela 
C.  Carron,  MD;  Mary  Louise 
Gannon,  MD;  Marc  L Smith,  DO; 
and  Roberto  R Soria,  MD. 

Wood.  The  following  physicians 
were  accepted  to  membership  in 
the  society:  David  A Bryce,  MD; 
Todd  A Denholm,  MD;  Steven  M. 
Fontanini,  DO;  Bradley  C.  Hiner, 
MD;  Lawrence  G.  Hutchins,  MD; 
Glenn  H.  Nordehn,  DO;  Kenneth 
Stevens,  MD;  and  Thomas  R 
Winkler,  MD.  □ 
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College  of  Wisconsin.  He  completed 
a residency  in  psychiatry  at 
Dartmouth  and  a neurology  residency 
at  the  University  of  Wisconsin.  Dr 
Teetzen  had  been  practicing  as  clinical 
assistant  professor  of  neurology  and 
medical  director  of  the  head  trauma 
rehabilitation  program  at  the 
University  of  North  Dakota.  He  also 
maintained  a private  practice. 

Douglas  Wonder,  MD,*  of 
Ironwood,  has  completed  his 
residency  in  family  medicine  at  the 
Sinai  Samaritan  Medical  Center  and 
has  joined  the  staff  at  the  Family 
Practice  Center  and  Grand  View 
Hospital  in  Ironwood.  Dr  Wonder 
received  his  bachelor  of  science 
degree  from  the  University  of 
Wisconsin-Stevens  Point  and  his  post- 
graduate degree  at  the  University  of 
Wisconsin-Milwaukee.  He  received 
his  Doctor  of  Osteopathy  degree  from 
the  Chicago  College  of  Osteopathy. 
Dr  Wonder  completed  his  internship 
at  the  New  Berlin  Memorial  Hospital. 

William  Simic,  Jr,  MD,  of  Superior, 
joined  the  medical  staff  of  Mariner 


Obituaries 

Joseph  C.  Devine,  MD,  59,  of  Fond 
du  Lac,  died  June  22, 1990,  in  Ashbum, 
Ga.  Dr  Devine  was  born  Nov  13, 1930, 
in  Fond  du  Lac,  and  was  a 1955 
graduate  from  Marquette  University 
Medical  School.  He  served  in  the  US 
Army  Medical  Corps  from  1957  to 
1959.  After  service,  he  completed  a 
surgical  residency  at  Milwaukee 
Lutheran  Hospital.  He  was  a member 
of  the  Fond  du  Lac  Clinic  medical 
staff  and  had  served  as  chief-of-staff 
at  St  Agnes  Hospital.  He  was  a fellow 
of  the  American  College  of  Surgeons. 
He  was  a member  of  the  Fond  du  Lac 
County  Medical  Society,  the  SMS, 
and  the  AMA  Surviving  are  his  widow, 
Marjorie;  three  daughters,  Therese 
Devine,  Cecilia  Prickett,  and  Margaret 


Medical  Clinic,  Ltd.  An  ear,  nose  and 
throat  physician,  Dr  Simic  had  been 
in  private  practice  in  Helena.  Dr  Simic 
received  his  medical  degree  from  the 
University  of  Nebraska  and  completed 
his  residency  in  otolaryngology  at 
Grisinger  Medical  Center  in  Danville, 
Penn. 

Robert  A.  Starr,  MD,*  ofViroqua, 
was  recently  honored  by  his  peers  as 
the  Wisconsin  Academy  of  Family 
Physician’s  1990  “Physician  of  the 
Year”  at  the  academy’s  annual 
meeting  in  Oshkosh.  Dr  Starr 
graduated  from  the  University  of 
Wisconsin  Medical  School,  and 
interned  at  the  Kansas  Medical 
Center. 

Karl  Rudat,  MD,*  of  Madison,  has 
been  elected  vice  chair  of  the  Dean 
Medical  Center  board  of  directors, 
while  Mark  Kaufman,  MD,*  has 
been  elected  treasurer  and  Allen 
Kemp,  MD,*  secretary.  Named  to 
the  Dean  board  were  Robert 
Graebner,  MD,*  and  Marshall 
Fields,  MD*.q 
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Drehmel,  of  Fond  du  Lac;  and  one 
son,  Joseph  C.  Ill,  of  Fond  du  Lac. 

Dale  V.  Moffet,  MD,  69,  of  Crandon, 
died  July  15,  1990,  in  Crandon.  He 
was  born  March  20, 1921,  in  Dayton, 
Ohio,  and  graduated  from 
Northwestern  University  Medical 
School  in  Evanston,  111.  Dr  Moffet 
completed  his  internship  at  Miami 
Valley  Hospital  in  Dayton.  He  served 
in  the  US  Army  Medical  Corps  from 
1947-1949.  Dr  Moffet  had  practiced 
in  Crandon  for  41  years.  Surviving 
are  his  two  sons,  Richard,  of  Felton, 
Calif,  and  John  Paul. 

William  C.  Randolph,  MD,  69,  of 

Manitowoc,  died  July  15,  1990,  in 


Manitowoc.  Dr  Randolph  was  bom 
Jan  18,  1921,  in  Manitowoc,  and 
graduated  from  the  University  of 
Wisconsin  Medical  School,  Madison. 
His  internship  was  completed  at  Long 
Beach  Naval  Hospital  and  his 
residency  at  University  of  Wisconsin 
Hospitals  in  Madison.  He  was  a fellow 
of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology 
and  of  the  American  College  of 
Surgeons.  He  was  a member  of  the 
Manitowoc  County  Medical  Society, 
the  SMS,  and  the  AMA  Surviving  are 
his  widow,  Barbara;  and  three 
daughters,  Deborah  Shields,  Libby 
Leary,  and  Holly  Sperry,  of  Denver.  □ 
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Yellow  pages 


Northwestern  Wisconsin,  family  practice/ 
internal  medicine.  A group  of  three  board- 
certified  family  practice  physicians  is  seeking 
an  additional  physician  to  join  their  group.  The 
clinic  is  staffed  by  21  employees,  including  two 
physician  assistants.  This  beautiful,  new  clinic 
is  attached  to  the  hospital  and  has  complete 
ancillary  facilities.  Please  respond  to  John 
Perushek,  Administrator,  Bloomer  Community 
Memorial  Hospital,  1501  Thompson  St, 
Bloomer,  WI  54724;  ph  715-568-2000. 10-11/90 

Internal  medicine/family  practice  physician 
needed  to  join  an  established,  busy  multi- 
specialty clinic  in  southern  Wisconsin. 
Academic  affiliation.  Clinic  is  located  near  many 
recreational  facilities  and  two  large  cities. 
Contact;  David  B.  Gattuso,  MD,  608-884-3417. 

pl0-ll/90 

Wisconsin.  Two  young  BC  internists  are 
seeking  a third  BC/BE  internist  for  well 
established,  rapidly  growing  practice  located  in 
pleasant  central  Wisconsin  University  town  of 
30,000.  Ideal  practice  opportunity  with  equal 
balance  of  consultative  and  primary  care;  well 
equipped  120-bed  hospital,  12-bed  ICU. 
Comprehensive  benefit  package  includes  first 
year  salary  guarantee,  full  malpractice 
insurance  and  partnership  buy-in  after  one  year. 
Send  CV  to:  Stevens  Point  Internal  Medicine, 
SC,  3504  E Maria  Dr,  Stevens  Point,  WI  54481. 

pl0-12/90;l/91 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insurance 
provided,  benefit  package,  and  incentive  bonus 
plan  available  to  full-time  staff.  Contact: 
Emergency  Consultants,  Inc,  2240  S Airport 
Rd,  Room  36,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

pi 0/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 
BOXED  AD  RATES:  $30  per  column 
inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be  received  by 
the  1st  of  the  month  preceding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701. 
FAX:608-283-5401.  Classified  ads  are  not 
taken  over  the  telephone,  but  questions 
may  be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low-volume  60-bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  1-800-253-1795  in  Michigan  1-800-632- 
3496.  pl0/90 

Antigo,  Wisconsin.  Seeking  director,  full- 
time and  part-time  emergency  physicians  for 
low  volume  facility  located  in  sportsman’s 
paradise.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496.  pl0/90 

Kewaunee,  Wisconsin.  Seeking  part-time 
emergency  physicians  for  low  volume  facility 
located  1/2  hour  east  of  Green  Bay.  Excellent 
compensation  and  paid  malpractice  insurance. 
Contact:  Emergency  Consultants,  Inc,  2240 
SAirport  Rd,  Room  36, Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 

pl0/90 

Retired  physicians,  residents,  etc,  needed 
to  do  mobile  insurance  physicals  in  your  area. 
Must  carry  own  malpractice.  Fee  per  case, 
flexible  schedule,  own  transportation.  Call 
Donna  Ketchman  1-800-456-9696.  EOE. 

10-12/90 

Eastern  Wisconsin.  Positions  available  for 
BC/BE  family  physician  with  interest  in  OB  in 
50  MD  multi-specialty  partnership  50  miles 
north  of  Milwaukee.  Position  in  main  clinic 
offers  practice  in  community  of  55,000  on  Lake 
Michigan.  Rural  branch  clinic  offers  practice  in 
community  of  4,000,  25  minutes  from 
Milwaukee.  Complete  compensation  package. 
Please  send  CV  to:  James  J.  Gularek, 
Administrator,  The  Sheboygan  Clinic,  2414 
Kohler  Memorial  Dr,  Sheboygan,  WI  53081. 

10-12/90 

Orthopedic  surgeon.  A progressive  126-bed, 
two-hospital  system  is  seeking  an  orthopedic 
surgeon  to  join  an  established  practice  in  the 
Iron  Mountain  area  of  Michigan’s  upper 
peninsula.  Must  be  BE/BC.  Dickinson  County 
Hospitals  has  a medical  staff  of  45  full-time 
physicians  and  a total  service  area  population  of 
over  45,000.  Dr  Roberts  will  guarantee  $250,000 
plus  malpractice  insurance,  office  space,  CME, 
vacation  and  relocation  expenses.  Contact  John 
Schon,  Administrator,  Dickinson  County 
Hospitals,  400  Woodward  Ave,  Iron  Mountain, 
MI  49801;  ph  906-779-4500.  10-11/90 


Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practice  in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Located  100 
miles  north  of  Green  Bay,  Wisconsin,  Dickinson 
County  Hospitals  has  a medical  staff  of  45  full- 
time physicians  and  a total  service  area 
population  of  over  45,000.  Diagnostic 
capabilities  include  a CT  scanner,  C02  laser, 
and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-3400.  10-11/90 

OB/GYN  and  family  practice  physician,  board- 
certified/eligible.  Full  or  part-time,  to  join  an 
established  busy  group  practice  in  Milwaukee, 
Wisconsin.  Send  curriculum  vitae  to:  Shafi 
Medical  Center,  SC,  Suite  C312,  2000  W 
Kilboum  Ave,  Milwaukee,  WI  53233;  ph  414- 
342-3000.  10/90 

Minneapolis/St  Paul.  Opportunities  available 
for  associates  in  family  practice,  obstetrics/ 
gynecology,  internal  medicine,  and  pediatrics. 
BE/BC.  Aspen  is  an  independent,  multi- 
specialty group  practice  with  10  clinics  in  the 
Minneapolis/St  Paul  metropolitan  area.  Fee- 
for-service  and  pre-paid  patients,  highly 
competitive  earnings,  excellent  benefit 
package.  Reply:  Nancy  Borgstrom,  Aspen 
Medical  Group,  1020  Bandana  Blvd  W,  St  Paul, 
MN  55108;  ph  612-641-7185.  10/90 

Rheumatologist  115-physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of  northeastern 
Wisconsin  desires  a BC/BE  rheumatologist  to 
join  a department  of  three  BC  rheumatologists. 
Two  year  guarantee  plus  comprehensive  benefit 
package  offered.  This  area,  which  encompasses 
Appleton,  Neenah,  and  Oshkosh  with  a 
combined  population  of  +300,000,  offers  a 
superb  recreational,  cultural,  and  family 
environment  in  which  to  practice.  For 
information  please  call  or  write:  Roger  Rathert, 
MD,  La  Salle  Clinic,  411  Lincoln  St  Neenah,  WI 
54956;  ph  414-727-2702.  10-11/90 

Internist,  family  practice  physicians  BC/ 
BE.  Exceptional  opportunity  to  join  our 
established  busy  clinic  located  in  Milwaukee. 
Practice  includes  subspecialty  physicians,  in- 
house  laboratory,  x-ray,  business  department 
etc.  A unique  opportunity!  Please  send  CV  or 
call:  Jonathan  Slomowitz,  MD,  Mitchell  Medical 
Center,  1672  S 9th  St,  Milwaukee,  WI  53204;  ph 
414-3834700.  10-11/90 
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Assistant  Medical  Director.  Employers 
Health  Insurance,  an  affiliate  of  Lincoln 
National,  is  dedicated  to  industry  innovation 
and  offers  this  opportunity  to  assist  in  leading 
our  medical  management  team.  This  position  is 
responsible  for  medical  consultation  to  various 
departments  including  claims  cost 
management,  claims,  and  underwriting  to 
provide  on-site,  accessible,  and  timely  medical 
perspective  to  the  utilization  management 
programs  of  precertification  and  concurrent 
review.  We  require  a medical  degree,  board- 
certification  in  either  family  practice  or  internal 
medicine,  and  the  incumbent  must  be  eligible 
for  a Wisconsin  state  medical  license  and  obtain 
it  within  six  months.  This  position  also  requires 
the  incumbent  to  be  knowledgeable  and 
experienced  in  managed  care  concepts  and 
philosophies.  We  offer  an  excellent  benefit  plan 
and  competitive  salary,  in  a pleasant  work 
environment,  including  a work-out  facility.  Send 
resume  with  salary  requirements  to:  Ernie 
Johnson  VP  Human  Resources,  Employers 
Health  Insurance,  Green  Bay,  WI  54344.  EOE. 

10/90 

Invasive  (non-angioplasty)  cardiologist. 
Four  physician,  single  specialty  cardiology 
group  has  opening  for  a BE/BC  invasive 
cardiologist  The  opportunity  involves  a general 
referral  cardiology  service  including  diagnostic 
catheterization.  Fully  equipped  cardiovascular 
labs  are  expanding  and  an  excellent 
cardiovascular  surgery  program  is  established. 
The  practice  serves  a large  and  expanding 
regional  referral  area  in  mid-Michigan. 
Generous  compensation  and  early  partnership 
are  available.  Send  CV  to:  The  Heart  Group,  PC, 
Attn  N.  Polzin,  4701  Towne  Centre  Rd,  #201, 
Saginaw,  MI  48604.  p9-ll/90 

The  Wausau  Medical  Center  is  seeking  board- 
certified/eligible  individuals  in  the  following 
specialties:  allergy,  cardiology,  dermatology, 


BRAINERD,  MINNESOTA 

-Internal  Medicine 
-Pediatrics 
-Dermatology 
-Otolaryngology 

Join  23  MD  multi-specialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and 
trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  Brainerd  Medical 
Center,  PA,  218-828-7100  or  218829- 
4901,  PO  Box  524,  Brainerd,  MN  56401. 

8-12/90 


family  medicine,  hematology/oncology, 
obstetrics/gynecology,  orthopedics, 
otolaryngology,  rheumatology,  surgery/ 
vascular,  surgery /general,  walk-in  (urgent 
care).  Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
fincentive  after  first  year).  Comprehensive 
benefit  package  including  malpractice 
insurance,  flexible  benefits  plan  and  profit- 
sharing.  Modem  facility  located  directly  across 
the  street  from  250-bed  acute  care  facility.  The 
area  is  ideal  for  outdoor  enthusiasts  fincluding 
large  downhill  ski  area)  with  outstanding 
cultural  activities  year-round  as  well.  Write  or 
call  collect  D.  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  WI  54401;  ph  715-847-3254. 

9tfn/90 

Wanted.  Full-time  career  physician  for 
suburban  urgent  care  center;  eventual 
partnership  possible;  prefer  experienced 
emergency  or  family  practice  physician.  Contact 
Joan  M.  Gennrich,  MD,  10804  W Capitol  Dr, 
Wauwatosa,  WI  53222;  ph  414-466-2002. 

9-11/90 

Non-invasive  cardiologist  Four-physician, 
single-specialty  cardiology  group  has  an 
immediate  opening  for  a BE/BC  non-invasive 
cardiologist.  Echo,  doppler,  holter,  and 
treadmill  are  established  in-clinic.  Full  invasive 
and  surgical  programs  are  established.  The 
practice  serves  a large  and  expanding  regional 
referral  area  in  mid-Michigan.  Generous 
compensation  and  early  partnership  are 
available.  Send  CV  to:  The  Heart  Group,  PC, 
Attn:  N.  Polzin,  4701  Towne  Center  Rd,  Suite 
201,  Saginaw,  MI  48604.  p9-ll/90 

Family  practice-Minnesota.  Physician 
needed  for  employment  or  ownership  of  broad- 
based  practice  in  rural  community  45  minutes 
south  of  metro  area.  Existing  shared  call, 
tremendous  earning  history  of  retired 
physician,  fully  equipped  and  staffed  office. 
Near  outstanding  hospital  with  all  specialties 
represented.  Guaranteed  compensation,  full 
benefits,  bonus.  For  this  and  other  opportunities 


Beloit  Clinic,  SC,  an  expanding  44- 
physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
general  (vascular)  surgeon,  a plastic 
surgeon  and  an  orthopaedic  surgeon. 
Guaranteed  salary  with  incentive,  plus 
excellent  fringe  benefits.  Send  CV  to 
James  F.  Ruethling,  Administrator, 
Beloit  Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI  53511;  ph  608-364-2200. 

10-12/90 


in  the  upper  midwest,  send  CV:  Mary  Jo  Cordes, 
MDsearch,  PO  Box  21507,  St  Paul,  MN  55121. 
Call  collect  612-454-7291.  9-12/90 

LifeSpan  Health  Care  Services  seeks  family 
physicians  for  Cambridge,  Minn;  Crosby,  Minn; 
Grantsburg,  Wis;  Hopkins,  Minn;  Lakefield, 
Minn;  Litchfield,  Minn;  Minneapolis,  Minn; 
Monticello,  Minn;  Springfield,  Minn;  St  James, 
Minn;  Wayzata,  Minn,  Woodville,  Wis.  For 
further  information  contact:  LifeSpan  Health 
Care  Services,  800  E 28th  St,  Minneapolis,  MN 
55407;  ph  612-863-4193,  ask  for  Jerry  Hess. 

9-11/90 

Pediatrician.  Progressive  JCAHO  accredited 
community  health  center  seeks  BC/BE 
physician  to  provide  individual  and  follow-up 
care  to  OB/pediatric  patients.  Full-time. 
Excellent  fringe  benefits.  Competitive  salary. 
Send  CV  to:  Milwaukee  Indian  Health  Center, 
930  N 27th  St,  Milwaukee,  WI  53208.  414-931- 
8111.  Ask  for  director,  Human  Services, 

9*11/90 

Family  practice.  Progressive  JCAHO 
accredited  community  health  center  seeks  BC/ 
BE  physician  to  provide  individual  and  follow- 
up care.  Full-time.  Excellent  fringe  benefits. 
Competitve  salary.  Send  CV  to:  Milwaukee 
Indian  Health  Center,  930  N 27  St,  Milwaukee 
WI  53208.  414-931-8111.  Ask  for  director, 
Human  Services.  9-11/90 

Radiologist.  A three-physician  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology, 
Dickinson  County  Hospitals  is  a progressive, 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  Upper  Peninsula.  We 
have  a service  area  population  of  over  45,000, 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  Michigan  49801;  ph  90b 
7794565.  9-10/90 

Family  practice.  Physicians  seeking  a BE/BC 
family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 


Orthopaedic  surgeon,  Wisconsin 
lakeshore.  Established  three-physician 
group  seeking  BC/BE  surgeon.  General 
orthopaedics  with  sub-specialty  interest 
desirable.  Competitive  salary  leading  to 
early  partnership.  Send  CV  to  Joseph  C, 
DiRaimondo,  MD,  Orthopaedic 
Associates  of  Manitowoc  Ltd,  Box  907, 
Manitowoc,  WI  642314907;  ph  414488- 
6376.  9-11/90 
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Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  Contact  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Noway,  Michigan  49870;  ph  906-563-9243  or 
office  906-563-9255.  9-10/90 

Family  practice  opportunities  in  a a group 
setting.  Located  in  a family-oriented 
economically  strong  small  city.  Located  near 
lakes  and  40  minutes  to  Green  Bay  or  Appleton. 
Contact  Andrew  V.  Lagatta,  President  & CEO, 
Clintonville  Community  Hospital,  35  North 
Anne  St,  Clintonville,  Wl  54929;  ph  715-828 
3121.  p8-12/90;l/91 

Endocrinologist,  St  Cloud,  Minnesota. 
Opportunity  available  in  a growing  30-physician 
clinic  of  specialists  and  subspecialists  of  internal 
medicine.  Community  has  three  colleges, 
excellent  school  system  and  abundant 
recreational  activities.  Family  living  conditions 
are  excellent]  The  St  Cloud  Clinic  is  located  in 
anew  facility  with  access  to  the  latest  in  medical 
technological  developments.  For  more 
information  about  this  position,  please  contact; 
Brad  E.  Currier,  MD,  or  Mark  Murphy, 
Administrator,  1200  Sixth  Avenue  N,  St  Cloud, 
MN  56303;  ph  612-252-5131.  8-10/90 

Wisconsin.  Third  BC/BE  obstetrician/ 
gynecologist  needed  to  join  stable,  progressive, 
primary-care  based  HMO/group  practice  in 
University  town  of  60,000  near  Minneapolis/St 
Paul.  Excellent  quality  of  life  and  outstanding 
recreational  area.  Competitive  salary  and  fringe 
benefits.  Contact  Stuart  R Lancer,  MD,  Medical 
Director,  Group  Health  Cooperative,  PO  Box 
3217,  Eau  Claire,  W1  54702-3217;  ph  715-838 
8552.  8-11/90 

General  surgeon  to  join  a very  busy  well- 
established  physician  in  a lakeshore  community 
conveniently  located  between  Chicago  and 
Milwaukee.  Racine,  known  for  its  economic 
stability,  offers  a comfortable  family-oriented 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 

• Cardiology  • General  Surgery 

• OB/GYN  • Family  Practice 

• Orthopedic  • Otolaryngology 

A variety  ol  practice  settings— many  on  lakes. 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  & ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon.  Wl  53092 


lifestyle.  Excellent  guarantee,  reliable  call 
coverage  and  excellent  back-up.  Please  send 
curriculum  vitae  to  William  Smollen,  MD,  913 
Main  St,  Racine,  WI  53403.  8-10/90 

Manitowoc,  Wisconsin.  The  Manitowoc 
Clinic,  an  18-physician  multi-specialty  group  is 
seeking  BC/BE  general  internists  and 
obstetricians/gynecologists.  Excellent 
practice,  financial  and  quality  of  life  opportunity. 
Send  CV  or  contact  James  Robinson, 
Administrator,  601  Reed  Ave,  Box  1270, 
Manitowoc,  Wl  54221-1270;  ph  414-682-8841. 

p8-10/90 

Internist  with/without  subspecialty  interests, 
BC/BE  to  join  19-physician  multi-specialty 
group  with  five  internists.  Southeast  Missouri 
rural  city  of  17,500.  No  PPO,  HMO.  Low  taxes. 
Contact;  Administrator,  Ferguson  Medical 
Group,  1012  North  Main  St,  Sikeston,  MO 
63801;  ph  314471-0330.  p8-10/90 

Family  practice,  pediatrics,  internal 
medicine,  OB/GYN,  orthopaedic  surgeon, 
BC/BE,  to  join  19-physician  multi-specialty 
group.  Southeast  Missouri  rural  city  of  17,500. 
No  PPO,  HMO.  Low  taxes.  Excellent  salary  and 
fringe  benefits.  Contact:  Administrator, 
Ferguson  Medical  Group,  1012  North  Main  St, 
Sikeston,  MO  63801;  ph  314-471-0330.  p8-10/90 

Emergency  room  position  just  south  of 
Milwaukee.  Group  covers  two  ER  and  walk-in. 
Competitive  salary  and  full  fringes.  Contact:  J. 
Unstroth,  MD,  414-835-7761.  8tfn/89 

Family  practice.  Opportunities  available  in 
55-member  clinic  or  small  rural  clinic  with  or 
without  night  call  and  hospitalization.  Excellent 
lifestyle  and  benefits  in  beautiful  southern 
Wisconsin.  Send  CV  to  Dr  Stan  Gruhn, 
Riverview  Clinic,  580  North  Washington, 
Janesville,  WI  53545.  p7-10-90 

BC/BE  Internal  medicine.  Opportunity  to 
join  two  young  well-established  BC  general 
internists  by  summer  of  1991  or  sooner. 
Guaranteed  first  year  salary  with  bonus 
potential  and  partnership  opportunity  after  first 


PEDIATRICIAN,  OB/GYN,  FAMILY 
PRACTITIONER,  GENERAL 
SURGEON.  Growing  17-physician, 
multi-specialty  clinic  in  beautiful 
northwestern  Wisconsin  seeking  BC/ 
BE  specialists.  Attractive  partnership 
opportunity.  Come  grow  with  us! 
Contact:  Donald  W.  Clemens, 

Administrator,  Indianhead  Medical 
Group,  Ltd,  1020  Lakeshore  Drive,  Rice 
Lake,  WI  54868;  ph  715-234-9031. 

810/90 


year.  Excellent  regional  hospital  facilities 
located  in  northeastern  Wisconsin.  Send  CV  to 
Administrator,  IMA,  PO  Box  151,  Neenah,  WI 
54956.  7-10/90 

Pediatrics.  The  Racine  Medical  Clinic,  a 38 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  534085001.  6tfn/90 

Time  for  living!  Time  for  family,  children 
traveling,  hobbies,  sports,  hiking,  music, 
boating,  art,  skiing,  community  activity. 
Madison  Ambulatory  Care  Center  outpatient 
family  practice,  occupational  health. 
Approximately  25  hours  per  week,  very  flexible 
scheduling.  Salary  $30,000  plus  paid  health, 
life,  malpractice,  401K  (total  package  worth  in 
excess  of  $40,000).  Contact  David  Goodman, 
MD,  MedicEast,  2810  East  Washington  Ave, 
Madison  53704;  ph  608244-1213.  p86tfn/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
with  or  without  subspecialty  interest  to  join  a 
well-established  nine-man  expanding  multi- 
specialty group.  Location  is  in  a southeastern 
Wisconsin  city  of  36,000  and  a drawing  area  of 
85,000.  240-bed  well-equipped  hospital. 
Guaranteed  salary  for  the  first  year.  Full  status 
in-service  corporation  with  shared  overhead 
and  an  incentive  oriented  formula  after  the  first 
year.  Please  contact  David  Lawrence,  MD,  92  E 
Division  St,  Fond  du  Lac,  WI  54935;  ph  414-921- 
0560  collect  ltfn/90 

Baraboo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact 
Thomas  Warwick,  Executive  vice  President  St 
Clare  Hospital,  707 14th  St  Baraboo,  WI  53913; 
6083585561,  ext  492.  1 ltfn/89 


New  Physicians 
for  Wisconsin 
is  seeking 

• Family  Physicians  • Internists 
and  many  other  specialties 

Contact  Karen  M.  Paulson 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 

6082785964  COLLECT 

7-12/90;l-6/91 
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Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.Trepanier,  MD,  481 E Division  St  Fond  du 
Lac,  WI  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  WI  54022; 
ph  715425-6701  or  612436-8809.  3tfn/90 

Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St,  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfn/88 

Family  practice  physicians  to  join  established 
clinic  in  progressive,  family-oriented 
community  of  central  Minnesota  lakes  area; 
good  hunting  and  fishing,  excellent  educational 
system.  Guaranteed  salary  and  competitive 
benefit  package.  Contact  Dr  Lewis  Stru thers  or 
Mr  Erik  Malchow  at  the  Parkers  Prairie  District 
Hospital,  Parkers  Prairie,  MN  56361;  ph  218- 
3384011.  p3/90;4tfn/90 

Internist  BC/BE,  to  join  a progressive  13- 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  715- 
425-6701  or  6124368809.  3tfn/90 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  L.C.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  WI  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


Real  Estate 


For  Sale  medical  clinic  building  adjacent  to 
Clintonville  Hospital  in  central  Wisconsin. 
Designed  to  accommodate  five  doctors, 
including  exam  rooms,  surgery  areas, 
pharmacy  area,  business  office  and  much  more. 
This  is  a going  business  with  three  doctors  at 
present  Contact  O’Connor  Sales  715-823-5144. 

10/90 

Professional  office  suites  for  rent.  Forest 
View  Medical  Building  now  has  space  available 
due  to  completion  of  addition.  Two  suites  of 
approximately  1700  sq  ft  each  are  available  for 
immediate  occupancy.  Present  medical  fields 
of  specialty  represented  are  otology,  pediatrics, 
internal  medicine,  OB/GYN,  orthopaedics, 
pediatric  dentistry,  allergy,  radiology,  therapy, 
and  a pharmacy.  If  your  professional  specialty 
compliments  the  aforementioned  and  you  are 
in  need  of  a great  location  to  practice  please  call 
Kay  at  414-529-3215  or  Bob  at  4 14-2584800  for 
a personal  showing.  Forest  View  Medical 
Building,  11035  W Forest  Home  Ave,  Hales 
Comers,  WI  53130.  10/90 

New  professional  medical  building  adjacent 
to  St  Lukes  Hospital  property-  Over  7,000  square 
feet  remaining  to  be  rented.  Will  build  out 
according  to  your  specifications.  Call  414-649- 
3770.  9-11/90 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee  at 
the  Milwaukee  Exposition  and  Convention 
Center  and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1991  - April  18-20:  Milwaukee 
Wyndham  Hotel 

1992  - April  23-25:  Milwaukee 

1993  - April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994  - April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and  Friday; 
the  first  session  of  the  House  of  Delegates 
will  convene  on  Thursday;  the  second  and 
third  on  Friday.  Scientific  programming 
will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on 

Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  WI  53701.  Local  Telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800- 
362-9080. 


Moveable  medical  clinic:  28'  X 56" 
(divides  into  two  units  of  14'  X 56"  for 
transportation) . Currently  arranged  with 
three  exam  rooms,  a combined  special 
procedure  and  x-ray  room,  lab  and 
nurse’s  area,  reception,  waiting  room, 
two  restrooms,  a closet  and  employee 
lounge.  Available  late  summer,  1990. 
Asking  $50K  and  purchaser  is 
responsible  for  moving  cost  Call  John 
Nemec  at  Skemp  Clinic  608-782-9760. 

7tfn/90 


Retiring  physician  is  selling  his  busy 
medical  center,  7,800  square  feet  Sees 
an  average  of  40  patients  daily.  Equipped 
with  8 exam  rooms,  lab,  x-ray,  and 
fluoroscopy.  Excellent  opportunity  for 
teaching  medical  students  and 
residents.  Physician  will  stay  to 
introduce  new  physician(s).  Call  Maria 
Knavel  414-671-5410  or  4144768624. 

611/90 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Education 
courses  at  the  following  rates:  55  cents 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must  be 
Prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  issue 
is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 
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Medical  Meetings-Contmiiing 
Medical  Education 


November  6,  1990:  Workshop  on  Health, 
Stevens  Point;  ph  608-257-6781.  g8-10/90 

December  5-7,  1990:  “Neurology  for  the 
Non-Neurologist,”  at  The  Westin  Hotel, 
Chicago,  111.  Info:  Office  of  Continuing  Medical 
Education,  Rush-Presbyterian-St  Luke’s 
Medical  Center,  600  S Paulina,  Chicago,  IL 
60612;  ph  312-942-7095.  10-11/90 

February  5-7,  1990:  Indianhead  Symposium 
and  Ski  Outing,  Lakewoods,  Cable,  Wisconsin. 
Sponsored  by  Wisconsin  Academy  of  Family 
Physicians  414-784-3656.  Eight  hours  CME- 
Mayo  Clinic  Faculty,  Skiing  atTelemark,  1-800- 
255-5937.  10-12/90;1/91 

AMA 


December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-7,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 


Advertisers 


Air  Force  Medicine 596 

Bell  Atlantic  TriCon  Leasing  607 

Eli  Lilly  & Company  567 

Ceclor® 

HMO  of  Wisconsin  590,  591 

Medical  College  of  Wisconsin  569 

Physicians  Resource  Network 

Medical  Protective  Company IFC 

Merck  Sharp  & Dohme  1BC,  BC 

Vasotec ® 

Monroe  Clinic,  The 609 

Palisades  Pharmaceuticals 595 

Yocon® 

PBBS  Equipment  Corp 611 

Peppino's  608 

Physicians  Insurance  Company 

of  Wisconsin 565 

Searle  Company,  G.D 577,  578 

Calan®  SR 

S&L  Signal  Company  609 

SMS  Services 603,  604 

U.S.  Army 568 


U.S.  Postal  Service  STATEMENT  OF  OWNHERSHIP,  MANAGEMENT  AND 
CIRCULATION  of  the  Wisconsin  Medical  Journal,  issued  monthly. 

PUBLISHER:  State  Medical  Society  of  Wisconsin,  330  E.  Lakeside  St.,  Madison, 

WI 53715. 

MEDICAL  EDITOR  RD.  Sautter,  MD,  1000  North  Oak  Ave.,  Marshfield,  Wisconsin 
MANAGING  EDITOR  Deborah  Bowen  Wilke,  330  E.  Lakeside  St.,  Madison,  WI 

OWNER  Same  as  publisher  above. 

KNOWN  BONDHOLDERS,  MORTGAGEES,  AND  OTHER  SECURITY 

HOLDERS  OWNING  OR  HOLDING  1 

PERCENT  OR  MORE  OF  TOTAL 

AMOUNT  OF  BONDS,  MORTGAGES  OR  OTHER  SECURITIES:  None. 

THE  PURPOSE,  FUNCTION,  AND 

NONPROFIT  STATUS  OF  THIS 

ORGANIZATION  AND  THE  EXEMPT  STATUS  FOR  FEDERAL  INCOMETAX 
PURPOSES  have  not  changed  during  the  preceding  12  months. 

EXTENT  AND  NATURE  OF  CIRCULTION 

AVERAGE 

ACTUAL 

NUMBER 

NUMBER 

COPIES  EACH 

OF  COPIES  OF 

ISSUE  DURING 

SINGLE  ISSUE 

PRECEDING  12 

PUBLISHED 

MONTHS 

NEAREST  TO 
FILING  DATE 

Total  number  copies  printed 
(net  press  run) 

Paid  circulation 

7347 

7253 

(mail  subscriptions) 

7173 

7123 

Total  paid  circulation 

Free  distribution  by  mail,  carrier 

7173 

7123 

or  other  means  (samples, 
complimentary,  and  other 
free  copies) 

80 

80 

Total  distribution 

Office  use,  left-over,  unaccounted 

7253 

7203 

spoiled  after  printing 

94 

50 

TOTAL 

7347 

7253 

I certify  that  the  statements  made  by  me  are  correct  and  complete. 

/s/DEBORAH  BOWEN  WILKE 

Managing  Editor 

Date  of  filing:  Sept.  12, 1990 

PS  Form  3526,  modified  above  for  purposes  of  printing 

616 


Wisconsin  Medical  Journal  • October  1990 


VASOTEC 


ENALAPRIL  MALEATE  I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  o(  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warning*:  Angioedema  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palients Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
face  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  administered.  See  ADVERSE 
REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  Ihe  first 
dose,  but  discontinuation  of  therapy  lor  contiouing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
m patients  at  risx  tor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  palients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  palients  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia  Agranulocytosis  Another  ACE  inhibitor  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  lo  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  Ihe  activity  ol  the  remn-angiolensm-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  palients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  of  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patients,  but  was  not  a cause  for  discontinuation 
Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus.  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  polassium-conlainmg  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Interactions ) 

Surgery/ Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension 
enafapril  may  block  angiotensin  II  formation  secondary  (o  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  fo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 


Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  lew  days  ol  therapy  If 
aclual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  infection  (e  g , sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
is  intended  to  aid  in  Ihe  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects 


Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  of  treatment  with  enalapril  II  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  for  af  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  anlihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  of  these  agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium  Potassium-sparing  agents  should  generally  nol  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

bthium  Lithium  toxicity  has  been  reported  in  palients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodiunvincludina  ACE  innibitors  A lew  cases  of  lithium  toxicity  have  been  reported  in  palients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy- Category  C There  was  no  letotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/Vg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity.  expressed  as  a decrease  in  average  fetal  weight,  occurred 
m rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  malernal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mgAg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  but  nol  at  30  mg/kg/day  (50  times  Ihe  maximum  human  dose) 

Radioactivity  was  found  lo  cross  the  placenta  following  administration  of  labeled  enalapril  lo  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  Ihe  use  of  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  has  not  been  reported  to  affect  fetar outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  Ihey  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  ,4C  enalapril  maleale  It  is  nol 
known  whether  this  drugis  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  for  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (14%).  nausea  (1 4%).  rash  (1  4%),  cough  (1.3%),  orthostatic  effects  (1 2%).  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%).  orthostatic  effects  (2  2%).  syncope  (2  2%),  cough  (2  2%).  chest  pain  (21%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%)  headache  (1  8%).  abdominal  pain  (16%).  asthenia  (1  6%),  orthosta- 
tic hypotension  (1  6%).  vertigo  (1 6%),  angina  pectoris  (1  5%),  nausea  (1  3%),  vomiting  (1  3%),  bronchitis  (1  3%). 
dyspnea  (13%),  urinary  tract  infection  (1  3%),  rash  (13%).  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  palients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-nsk  patients  (see  WARNINGS,  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena.  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NervousJPsychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme. urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
artnrafgias/arthritis.  myalgias,  fever,  serosilis,  vasculitis,  leukocytosis,  eosmophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy m 01%  of  hypertensive  palients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy  in  1 9%  of  patients  with  heart 
failure  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  of  palients  with  essential  hyperten- 
sion healed  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  palients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  ot  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  of  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately 
0 3 g%  and  1 0 vol  % respectively)  occur  irequently  in  either  hypertension  or  heart  failure  patients  heated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  healed  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) If  the  patient  s blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  for  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  palients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ot  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  £ 30  mL/mm  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Heart  Failure  VASOTEC  is  indicated  as  adiunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  is  2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) II  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may 
diminish  Ihe  likelihood  ol  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ol  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  of  the  hypotension  The 
usual  therapeutic  dosing  range  for  Ihe  Ireatmenl  of  heart  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  (he  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  lailure  (NYHA  Class  IV),  patients  were  Ireated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY.  Pharmacodynamics  and  Clinical Eltects ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS ) 

Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  lailure 
who  nave  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1  6 mg/dL,  therapy  should  be  initi- 
ated at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Heart 
Failure.  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg 
bid.  then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  al  the  lime 
of  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deferioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 
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President’s  page 

We  are  humanitarians  first 


In  my  address  to  the  House  of  Dele- 
gates in  April,  I called  you,  my 
colleagues,  to  task  when  I said  that 
our  patients  were  angry  with  us,  that 
they  thought  we  charged  too  much 
and  did  not  care  enough.  Letters  I 
have  received  during  these  past  few 
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months  corroborate  these  ideas.  Let 
me  tell  you  about  two  of  them. 

In  the  first,  a mother  related  that 
she  took  her  son  to  the  emergency 
room  for  treatment  of  a small  lacera- 
tion of  his  scalp  caused  by  a stick. 
There  was  no  evidence  of  significant 
head  trauma,  the  laceration  was  less 
then  one  centimeter  in  length  and 
was  closed  with  a suture.  Her  bill  was 
$285-$135  from  the  doctor,  $150  from 
the  hospital-and,  because  of  deduct- 
ibles in  her  insurance  plan,  she  was 
responsible  for  most  of  the  charges. 
She  thought  the  total  charge  was  ex- 
cessive. 

In  the  second  letter,  a father  re- 
lated that  his  daughter  had  been  re- 
ferred for  radiotherapy  of  her  plantar 
wart  after  office  treatment  had  failed 
to  cure  it.  The  consultation  charge 
was  $45  for  a visit  of  less  then  5 min- 
utes, and  the  total  charge,  including 
two  radiation  treatments,  was  more 
than  $200-and  apparently  the  wart 
persisted.  He  thought  that  the  con- 
sultation fee  was  out  of  line,  and  that 
this  was  a good  example  of  the  ava- 
rice and  uncaring  attitude  of  the 
medical  profession.  Also,  he  was 
certain  he  had  not  been  told  that  the 
success  rate  for  the  therapy  was  only 
70%. 

This  year,  laparoscopic  cholecys- 
tectomy has  caught  on  like  wildfire 
around  our  state  and  surgeons  have 
been  going  to  expensive  ($2,500- 
$3,000)  courses  to  learn  the  new  tech- 
nique. The  procedure  is  not  that  diffi- 


Roger L von  Heimburg,  MD 


cult  to  learn  for  surgeons  accustomed 
to  doing  open  cholecystectomy,  and 
the  post-operative  morbidity,  disabil- 
ity, and  hospitalization  are  far  less  for 
the  laparoscopic  procedure.  The 
mortality  rate  and  complication  rate 
for  the  new  procedure  are  being  de- 
termined. I have  not  received  any 
letters  from  patients  yet,  but  I have 
heard  that  some  surgeons  in  Milwau- 
kee and  Green  Bay  are  charging 
$2,000  or  $3,000  for  this  new  proce- 
dure. 

Based  on  the  first  two  letters,  some 
of  our  patients  peceive  us  as  charging 
Continued  on  next  page 
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Continued  from  preceding  page 
too  much,  and  I agree  with  them.  In 
the  latter  example  I think  the  charge 
is  also  excessive.  In  the  first  example, 
the  emergency  room  physician 
charged  $45  for  evaluation  of  the 
patient  and  $90  for  the  suturing  of  the 
laceration.  For  such  a small  proce- 
dure, he  could  have  voided  his  evalu- 
ation charge  and  just  charged  for  the 
suturing.  The  hospital  charge  for  use 
of  room  and  materials  for  such  a small 
wound  also  appears  exorbitant. 

In  the  second  example,  when  a 
surgeon  sees  a patient  in  consulta- 


tion where  the  diagnosis  already  has 
been  made  and  the  treatment  is 
straight  forward  and  a procedure  fol- 
lows, the  surgeon  usually  charges 
only  for  the  procedure  and  not  the 
consultation  (or,  at  most,  a minimum 
charge  for  the  consultation).  If  his 
consultation  makes  the  diagnosis,  or 
if  a long  discussion  of  treatment  op- 
tions is  warranted,  a charge  is  justi- 
fied concerning  the  laparoscopic 
cholecystectomy.  Paying  a fee  to  learn 
the  procedure,  or  the  patient  spend- 
ing less  time  in  the  hospital  or  return- 
ing to  work  earlier,  does  not  justify  a 


larger  charge  by  the  surgeon. 

When  you  bill,  look  at  the  total 
charge  and  ask  yourself  if  it  is  reason- 
able. I realize  that  it  is  becoming  more 
difficult  by  the  year  to  hold  the  line  on 
charges  because  of  cost-shifting 
caused  by  the  federal  programs  not 
paying  their  share  and  increasing 
overhead.  Try  not  to  forget,  however, 
that  we  are  humanitarians  first  and 
not  entrepreneurs.  “We  must  make 
the  bottom  line  the  least  of  our  prac- 
tice priorities  and  reflect  this  in  our 
behavior.”  Please  help  in  this  en- 
deavor. It  will  improve  our  image.Q 


Secretary's  report 

The  power  of  coalition  politics 


Thank  goodness  the  elections  are 
over.  In  my  25  years  of  active 
participation  in  political  campaigns, 
campaigns  have  gotten  nastier  and 
nastier  and  the  emphasis  on  “nega- 
tive campaigning”  seems  to  be  here 
to  stay.  I hope  that  when  the  results 
are  in,  those  candidates  who  chose 
the  “gutter  approach”  find  themselves 
on  the  road  home  rather  than  on  the 
road  to  Madison. 

Regardless  of  who  wins,  I am 
convinced  that  this  session  of  the 
legislature  will  deal  with  more  com- 
plicated health  related  issues  than 
any  session  in  recent  memory.  The 
question  is  whether  the  legislature 
will  continue  to  pursue  the  free  mar- 
ket approach  toward  controlling 
health  care  costs  or  begin  the  long 
march  back  toward  regulation. 

She  months  ago,  I was  asked  to 
represent  the  SMS  on  an  Ad  Hoc 
Work  Group  on  Health  Care  Cost 
Containment  by  my  counterpart  at 
the  Wisconsin  Association  of  Manu- 
facturers and  Commerce  (WMC),  Jim 
Haney.  In  addition  to  myself,  Bob 


Taylor  from  the  Wisconsin  Hospital 
Association  (WHA),  a number  of 
corporate  benefits  managers  from 
large  Wisconsin  corporations,  a rep- 
resentative of  the  HMO  industry,  and 
Tom  Hefty  of  Blue  Cross/Blue  Shield, 
serve  on  the  group. 

After  considerable  discussion,  the 
group  adopted  a mission  statement: 
“We  believe  that  the  persistent  and 
significant  increase  in  health  care 
costs  must  be  aggressively  and  coop- 
eratively addressed,  in  order  to  serve 
the  best  interests  of  all  Wisconsin 
citizens.  We  strive  to  achieve  mod- 
eration of  current  cost  trends,  while 
maintaining  the  current  high  quality 
of  care,  through  implementation  of 
initiatives  that  will  result  in  a more 
efficient,  more  appropriate  and  more 
effective  health  care  delivery  and 
financing  system.” 

To  achieve  the  expressed  state- 
ment, the  group  worked  to  define 
issues  and  policy  areas  where  each  of 
our  associations  have  common  inter- 
ests. Policy  statements  were  devel- 
oped over  the  past  6 months  from 


Thomas  L Adams,  CAE 


which  a common  legislative  agenda 
can  be  formed.  The  SMS  Executive 
Committee  and  the  Board  of  Direc- 
tors reviewed  the  document  in  great 
detail  at  their  October  meetings  and 
approved,  with  technical  amend- 
ments, the  adoption  of  the  document 
in  concept.  Assuming  that  the  gov- 
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eming  bodies  of  WHA  and  WMC  also 
approve  the  document,  we  will  move 
forward  together  to  work  toward  in- 
troducing legislation  that  will  con- 
tain a substantial  package  of  health 
care  proposals  that  build  on  the 
strengths  of  our  current  health  care 
delivery  system. 

Business  and  industry  have  tradi- 
tionally sat  on  the  sidelines  and  left 
the  debate  over  Medicaid  and  Medi- 
care funding  to  physicians  and  hospi- 
tals. For  many  years,  SMS  and  WHA 
have  repeatedly  told  the  legislature 
and  congress  that  their  chronic  un- 
derfunding of  Medicaid  and  Medi- 
care increases  the  costs  businesses 
and  industry  must  pay.  WMC’s  inter- 
est in  working  with  doctors,  hospitals 
and  others  to  find  solutions  to  the 


health  care  cost  problem  is  encour- 
aging. One  of  the  goals  adopted  by 
the  group  is  that  the  “federal  and 
state  governments  should  assume 
their  full  reasonable  costs  for  citizens 
covered  under  the  Medicare  and 
Medicaid  programs.”  While  Medi- 
care increases  at  a time  of  huge  budget 
deficits  may  be  problematic,  these 
three  groups  do  have  the  political 
clout  in  Madison  to  perhaps  do  some- 
thing about  the  Medical  Assistance 
mess. 

Other  issues  the  group  tackled 
range  from  medicine-business  coali- 
tions at  the  local  level,  costs  of  new 
technology,  the  problem  of  the  unin- 
sured, the  insurance  industry’s  prob- 
lem in  providing  affordable  small 
group  policies,  and  the  development 
of  practice  parameters.  Twelve  spe- 


cific proposals  were  produced.  When 
the  issues  are  resolved  and  adopted, 
they  will  be  shared  with  you  in  a 
special  WMJ  article. 

Once  again,  the  SMS,  through 
participation  in  this  coalition,  is 
demonstrating  a willingness  to  un- 
dertake new  and  innovative  initiatives 
to  address  cost  and  perceived  quality 
problems.  Business  participation  in 
the  plan  as  a partner  to  finding  solu- 
tions is  also  a positive  step. 

It  is  good  to  see  Wisconsin  busi- 
ness working  to  preserve  our  current 
high  quality  health  care  system  rather 
than  head  down  the  road  that  Lee 
Iacocca  suggests  toward  national 
health  insurance  and  the  lack  of  ac- 
cess and  poor  quality  of  care  inherent 
in  that  type  of  systems 
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Editorials 

Does  it  pay  to  be  honest? 


“Pilate  said  unto  Him,  'What  is 
Truth?’” 

- John  18:38 

“Just  the  facts,  ma’am.” 

-Det  Sgt Joe  Friday,  LAPD,  “Dragnet” 

A patient  of  mine  was  born  with  a 
cleft  palate.  The  defect  actually 
involved  only  the  soft  palate,  and  at 
the  age  of  6 months  it  was  repaired. 
She  has  no  other  physical  defect,  no 
evidence  of  an  underlying  syndrome 
of  which  the  cleft  palate  might  be  con- 
strued to  be  a component.  Her  twin 
sister  is  physically  normal  in  all  re- 
spects. I am  telling  you  about  her 
because  of  an  interesting  lesson  in 
honesty  that  I was  privileged  to  learn 
the  other  day. 

This  little  girl  has  been  insured 
since  birth  under  her  father’s  em- 
ployer-provided health  care  plan. 
When  her  father  changed  jobs,  the 
family  determined  it  would  be  best  to 
transfer  the  child  to  her  mother’s 
employer-provided  plan. 

You  can  imagine  the  family’s  sur- 
prise and  dismay  when  they  discov- 
ered that  the  mother’s  plan  had  a 
universal  exclusion  clause  built  in. 
Such  a clause  stipulates  that,  should 


an  applicant  have  a condition  which 
the  company  does  not  wish  to  insure, 
the  company  will  refuse  not  only  to 
insure  against  costs  arising  out  of 
that  condition,  but  out  of  any  other 
health  problem  which  the  patient 
might  encounter.  In  other  words,  the 
company  refuses  to  insure  the  pa- 
tient in  any  way. 

I was  mystified,  because  the  pa- 
tient’s cleft  palate  had  already  been 
repaired,  and  the  patient  was  suffer- 
ing no  ill  effects  from  the  defect.  The 
family  and  I were,  of  course,  aware 
that  a follow-up  procedure  might  be 
necessary  in  the  next  few  years,  but 
this  was  by  no  means  certain,  and 
depended  to  a large  extent  on  the 
progress  the  girl  made  in  speech 
development. 

In  discussing  this  case  with  a rep- 
resentative of  the  mother’s  employer- 
provided  health  care  plan,  I was  in- 
formed that  the  problem  stemmed 
from  the  fact  that  the  mother  was  “too 
honest”  in  her  application  for  insur- 
ance. 

“She  was  too  up-front  with  us,”  the 
company  representative  told  me.  “She 
probably  felt  that,  if  there  was  even  a 
chance  that  her  daughter  would  need 
follow-up  surgery  in  the  future,  she 
should  tell  us  about  it  now,  so  that  the 


claim  wouldn’t  be  denied  when  it  was 
submitted.  She  probably  should  have 
just  kept  her  mouth  shut.” 

Now  maybe  some  of  you  can  dis- 
cern the  underlying  justice  and  wis- 
dom in  the  insurance  company’s  ac- 
tion, but  I must  confess  to  you  that  I 
can’t.  The  fact  is,  however,  that  it  is 
perfectly  legal  for  an  insurance  com- 
pany to  adopt  this  sort  of  policy.  (It 
was  interesting  to  me,  that  the  repre- 
sentative repeatedly  made  reference 
to  the  fact  that  her  company  “cannot” 
provide  limited-exclusion  insurance, 
rather  than  saying  that  her  company 
“does  not”  or  “will  not,”  as  if  to  say  that 
there  was  some  malevolent  force 
outside  of  the  company’s  control  that 
was  forcing  it  to  take  the  action  it 
did.) 

Many  millions  of  dollars  are  spent 
in  this  country  each  year  studying  the 
causes  and  treatment  of  illness  and 
injury.  Doesn’t  it  make  a certain 
amount  of  sense  that  the  benefits  of 
that  research  should  be  made  most 
easily  available  to  those  people  who 
need  them  most? 

If  current  health  insurance  theory 
were  applied  to  feeding  the  hungry, 
the  likelihood  of  your  getting  fed 
would  be  inversely  proportional  to 
the  length  of  time  you  had  gone  with- 
out eating.  If  you  had  eaten  within  an 
hour  of  being  evaluated,  you  would 
be  considered  a “low-risk  candidate,” 
one  who  could  be  expected  to  use 
little  of  the  resources  available.  On 
the  other  hand,  if  you  hadn’t  eaten  all 
day,  you  would  be  perceived  as  some- 
one who  could  be  expected  to  make  a 
larger  demand  on  the  food  resources 
available,  and  would  therefore  fall  into 
a higher  risk  category.  Depending  on 
the  whim  of  the  hunger  insurance 
company,  you  might  be  given  too 
little  food,  or  none  at  all,  and  as  your 
hunger  increased,  you  would  become 
Continued  on  page  624 
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Brief  Seminary. 

Consult  the  package  literature  lor  preserving  information 
Indication:  lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  influenzae.  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci) 

Contrahidicatioi):  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiobc-associated 
diarrhea  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclot  in  the  event  of  allergic  reactions  to  if. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins 

■ Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactabon.  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon 
Those  reported  include 

• Hypersensitivity  reactions  have  been  reported  in  about 
15%  of  patients  and  include  morbilliform  eruptions 
(1  in  100)  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 in  200  patients  Cases 
of  serum-sickness-iike  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme.  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria.  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigabon  is  ongoing,  serum-sickness-iike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (05%)  in 
one  focused  trial  to  2 in  8.346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0 055%)  to  1 in  38.000  (0.003%)  in  spon- 
taneous event  reports  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies)  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reacbons  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms  No 
serious  sequelae  have  been  reported 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy 

• Gastrointestinal  (mostly  diarrhea):  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepabtis  and  cholestatic  jaundice 
have  been  reported  rarefy. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely  thrombocytopenia  and  reversible 
interstitial  nephritis 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevarions  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum 
creabnine, 

• Posibve  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling's  solution  and  Ctinitest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly) 

PA  8791  AMP  [021490LR1! 

Additional  information  available  to  the  profession 
on  request  from  Eli  Lilly  and  Company.  Indianapolis. 
Indiana  46285. 

Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
A Subsidiary  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 

CB-0525-B-049333  © 1990.  EU  LILLY  ANO  COMPANY 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly  ^ 

predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


2=2 


cefaclor 


Pulvules  • 
250  mg 
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a higher  and  higher  risk  applicant, 
and  your  chances  of  ever  being  fed 
would  continue  to  diminish. 

As  asinine  as  this  system  sounds, 
it  is  exactly  the  system  to  which  too 
many  Americans  find  themselves 
subject.  It  is  a system,  moreover,  that 
appears  to  expect,  if  not  demand,  that 
applicants  lie  when  necessary  to  par- 


ticipate, if  my  conversation  with  that 
insurance  company  representative  I 
told  you  about  is  any  indication. 

The  concept  of  “equal  protection 
under  the  law”  has  struck  down  many 
barriers  which  previously  existed  in 
education,  in  public  access,  and  in 
the  work  place.  It  is  high  time  that 
this  concept  be  applied  to  financial 
access  to  health  care.  There  is  no  way 


that  our  society  can  justify  a system 
which  so  victimizes  my  little  patient 
and  her  family.  It  is  but  one  more 
indication  that  the  idea  of  universal 
access  to  health  care  is  not  just  an 
idea  whose  time  has  come-it  is  an 
idea  whose  implementation  is  long 
overdue. 

-Jeffrey  H.  Lamont,  MD 
Wausau  □ 


The  importance  of  involvement 


I am  writing  this  at  the  close  of  the  Society’s  October 
medical  issues  conference  in  Door  County,  wherein  an 
outstanding  group  of  speakers  provided  valuable  in- 
formation on  the  myriad  issues  confronting  today’s 


\ 
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Dean 

Medical  Center 

Dean  Medical  Center,  a 225+  physician  multi-specialty 
group  located  in  Madison,  Wisconsin,  is  actively  seeking 
BE/BC  physicians  in  the  following  specialties: 

• Family  Practice 

• Internal  Medicine 
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physicians.  Unfortunately,  these  speakers  spoke  to  a 
nearly  empty  house.  After  a worthy  program  in  an 
attractive  setting  was  prepared,  only  60  of  our  more 
than  7,000  members  chose  to  attend. 

For  years,  your  Medical  Society  has  taken  pride  at 
being  in  the  forefront  of  change-and  rightfully  so.  In 
fact,  our  strategic  plan,  adopted  by  the  House  of  Dele- 
gates in  1988,  reinforced  this  tradition  by  specifically 
stating  that  it  is  our  intention  to  be  leaders  rather  than 
followers.  This  long-standing  attitude  has  created  a 
national  reputation  for  Wisconsin’s  physicians,  and  I 
am  often  asked  by  my  peers  around  the  country, 
‘What’s  the  secret?”  My  answer  is  always  the  same: 
“Active  involvement  of  our  members.” 

Are  that  reputation  and  that  reality  in  jeopardy? 
While  the  number  of  physicians  who  belong  to  the 
SMS  is  climbing,  we  need  to  increase  the  number  who 
are  actively  involved.  If  we  do  not  increase  the  numbers 
of  involved  physicians,  we  run  the  risk  of  weakening 
the  SMS.  The  recent  campaign  season  is  a good  ex- 
ample. The  importance  of  electing  leaders,  for  service 
in  Madison  and  in  Washington,  who  understand  the 
issues  facing  physicians  cannot  be  overstated,  but 
more  of  you  must  choose  to  become  involved.  Your  So- 
ciety was,  of  course,  active  on  your  behalf,  and  your 
field  staff-led  by  Mike  Eaton  and  his  colleagues:  Mark 
Meyer,  Marty  Mulcahey  and  Steve  Whittow-gave 
almost  superhuman  efforts  to  your  cause.  Through 
WISPAC,  we  conducted  candidate  interviews  and,  when 
appropriate,  issued  endorsements  and  provided  finan- 
cial support.  But  the  staffs  work  can  never  be  as 
effective  as  direct  participation  by  physicians.  Frankly, 
the  number  of  physicians  participating  in  the  electoral 
process,  and  the  number  of  dollars  WISPAC  and  Phy- 
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sicians  for  Better  Government  have 
to  use,  are  disappointingly  low  for  an 
organization  of  more  than  7,000  highly 
educated  community  leaders. 

Let  us  not  forget  that  the  only  thing 
bad  men  need  for  success  is  for  good 
men  to  do  nothing.  In  the  coming 
year,  you  will  have  many  opportuni- 
ties to  do  something. 

The  Physicians  Alliance  Commis- 
sion has  recommended,  and  the 
Board  has  approved,  three  priority 
issues  for  the  SMS  staff  during  the 
upcoming  legislative  session.  They 
are  health  care  access  and  cost, 
medical  liability  reform  and  Medi- 
caid reimbursement.  Other  issues  on 
our  legislative  agenda  include:  mini- 
mum standards  for  managed  care 
plans;  the  seatbelt  mandate;  ATV 
safety  requirements;  mental  commit- 
ment standards;  tobacco  use;  modifi- 


cations to  the  living  will  law;  and  the 
biennial  budget  requests  of  a number 
of  state  agencies. 

Change  is  usually  difficult,  and 
some  of  the  changes  being  proposed 
these  days  may  not  be  desirable,  but 
change  is  worth  the  ordeal  if  the 
quality  of  care  in  America  increases. 
For  this  to  happen,  physicians’  satis- 
faction with  their  work  must  also  in- 
crease, and  there  is  reason  to  believe 
that  both  can  happen.  What  changes 
occur  and  how  successful  they  are, 
however,  depends  on  who  provides 
the  leadership.  Will  it  be  the  govern- 
ment? Business?  Special  interest 
groups?  Insurance  companies?  Or  will 
it  be  you,  the  medical  profession?  It 
all  depends  on  how  involved  you 
become.  This  is,  after  all,  your  turf, 
and  you  should  be  the  ones  who 
decide  where  the  fences  will  be  posted 


and  where  the  lanes  will  be  cleared. 
The  time  for  involvement,  however, 
is  now. 

At  the  SMS,  our  sole  purpose  is  to 
strengthen  the  hands  that  heal  and 
we  are  pledged  to  it.  We,  however, 
can  do  little  without  you.  You  must 
keep  a unified  House  of  Medicine, 
you  must  provide  us  with  the  purpose 
and  the  power,  and  you  must  become 
and  remain  both  involved  and  invigo- 
rated. As  Churchill  once  said  in  a 
radio  broadcast:  “When  great  causes 
are  on  the  move  in  the  world  ...  we 
learn  that  we  are  spirits,  not  animals, 
and  that  something  is  going  on  in 
space  and  time,  and  beyond  space 
and  time,  which,  whether  we  like  it  or 
not,  spells  duty.” 

-Thomas  L.  Adams,  CAE 
Madisons 
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New  administrative  rule  requires 
extended  reporting  endorsement 


Pursuant  to  a new  administrative  rule, 
medical  malpractice  insurers  are  re- 
quired by  law  to  inform  the  Patients 
Compensation  Fund  (PCF)  if  a physi- 
cian’s professional  liability  insurance 
policy  has  been  cancelled  and  if  the 
physician  has  not  purchased  the  ex- 
tended reporting  endorsement,  often 
called  “tail  coverage.” 

A claims-made  insurance  policy 
provides  coverage  if  an  incident  or 
claim  is  reported  during  the  policy 
period.  If  a claims-made  policy  is  ter- 


minated, the  insured  should  purchase 
tail  coverage  offered  by  the  insur- 
ance company  to  satisfy  the  require- 
ments to  keep  the  provider’s  liability 
insured.  If  a provider  does  not  pur- 
chase tail  coverage  or  prior  acts  cov- 
erage from  another  Wisconsin-li- 
censed insurer,  the  provider  is  not  in 
compliance  with  the  law  requiring 
that  the  provider’s  liability  must  be 
kept  insured.  Failure  to  comply  with 
the  statutory  requirements  may  re- 
sult in  a penalty  of  up  to  $1,000  for 


each  week  of  noncompliance  and  loss 
or  suspension  of  license  to  practice. 

Furthermore,  if  primary  insurance 
coverage  is  not  in  effect  as  required 
by  law,  (a  claims-made  policy  is  ter- 
minated and  the  reporting  endorse- 
ment or  prior  acts  coverage  is  not 
purchased) , there  is  no  PCF  (excess) 
coverage  should  the  provider  be 
named  in  a medical  malpractice  suit. 
For  more  information,  contact  Dan 
Bubolz  at  the  Patients  Compensation 
Fund  at  608-266-0953.Q 


Attention  to  details  got  you  where  you  are  today. 


It  was  true  in  medical  school,  and  it's  true 
today.  The  little  things  can  make  a big 
difference.  When  it's  time  to  pay  attention 
to  what  your  office  environment  says  about 
you,  call  BSI. 
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Scientific 


and  newborns 


HIV-1  among  childbearing  women 
in  Wisconsin 

Neil  J.  Hoxie,  MS,  James  M.  Vergeront,  MD,  John  R.  Pfister,  Gary  Hoffman, 
Pamela  A.  Markwardt,  and  Jeffrey  P.  Davis,  MD,  Madison 

To  estimate  the  prevalence  of  antibody  to  human  immunodeficiency  virus- 
type  1 (HIV-1)  among  Wisconsin  childbearing  women  (CBW),  a continuous 
blinded  HIV-1  seroprevalence  survey  is  being  conducted.  This  survey  uses 
dried  blood  specimens  obtained  from  infants  as  part  of  the  Wisconsin 
Newborn  Screening  Program.  From  February  1989  through  March  1990, 
79,546  specimens  from  Wisconsin  residents  were  tested  for  HIV-1  antibody, 

21  (0.026%)  were  HIV-1  seropositive.  Among  specimens  obtained  from 
Milwaukee  County  CBW,  15  (0.076%)  of  19,781  were  HIV-1  seropositive 
compared  to  6 (0.010%)  of  59,765  obtained  from  other  Wisconsin  counties. 
After  adjusting  for  maternal  residence,  Wisconsin  minority  CBW  were  six 
times  more  likely  to  be  HIV-1  seropositive  when  compared  to  white  CBW. 

The  survey  results  underscore  the  need  for  strategies  to  prevent  HIV-1 
infection  that  focus  on  women  of  childbearing  age  in  Wisconsin.  Wis  Med  J 
1990;89  (1 1)  :627-63 1 . 


Since  the  acquired  immunodefi- 
ciency syndrome  (AIDS)  was 
first  recognized  in  1981,  a national 
AIDS  case  surveillance  system  has 
provided  information  on  the  number 
of  individuals  diagnosed  with  AIDS. 
Although  case  surveillance  remains 
an  important  method  of  monitoring 
the  course  of  the  AIDS  epidemic,  per- 


Hoxie,  Dr  Vergeront  are  with  the  AIDS/ 
HIV  Program,  and  Dr.  Davis  is  with  the 
Section  of  Acute  and  Communicable  Dis- 
ease Epidemiology,  Wisconsin  Division 
of  Health,  Madison,  Wisconsin.  Pfister, 
Hoffman  and  Markwardt  are  with  the 
Wisconsin  State  Laboratory  of  Hygiene, 
Madison,  Wisconsin.  Copyright  1990  by 
the  State  Medical  Society  of  Wisconsin. 


sons  meeting  the  Centers  for  Dis- 
ease Control  (CDC)  case  definition 
for  AIDS  represent  only  a fraction  of 
all  persons  infected  with  human  im- 
munodeficiency virus-type  1 (HIV-l). 

While  132,510  cases  of  AIDS  have 
been  reported  in  the  United  States  as 
of  April  30, 1990,  the  CDC  estimates 
that  approximately  1 million  persons 
in  the  United  States  are  infected  cur- 
rently infected  with  HIV-1.1'2  In  addi- 
tion, because  the  median  time  from 
initial  HIV-1  infection  to  the  develop- 
ment of  AIDS  is  approximately  10 
years,  trends  identified  through  AIDS 
case  surveillance  reflect  HIV-1  trans- 
mission patterns  several  years  ear- 
lier.3 To  make  plans  to  cope  with  the 


future  course  of  the  epidemic,  it  is 
essential  to  assess  current  trends  in 
HIV-1  infection  as  well  as  diagnosed 
AIDS  cases. 

The  development  in  1985  of  a sero- 
logic test  to  detect  the  presence  of 
antibody  to  HIV-1  has  allowed  inves- 
tigation of  the  prevalence  of  HIV-1 
infection  in  various  population  groups. 
In  1988,  Hoff  et  al,  at  the  Massachu- 
setts Department  of  Public  Health, 
reported  an  adaptation  of  the  HIV 
antibody  assay  which  enabled  test- 
ing of  dried  blood  spots  collected  as 
part  of  a neonatal  metabolic  screen- 
ing program.4  Because  neonatal 
screening  is  mandatory  in  49  of  50 
states,  this  technique  allows  efficient 
and  ethical  access  to  blood  specimens 
from  90%  of  the  infants  born  in  the 
United  States.5 

The  Massachusetts  methods  were 
adapted  by  Novick  et  al  of  the  New 
York  Department  of  Health  where 
276,609  newborn  specimens  were 
tested  between  November  1987  and 
November  1988.6  In  1987-1988  the 
CDC,  in  collaboration  with  the  Na- 
tional Institute  of  Child  Health  and 
Human  Development  (NICHD)  and 
others,  developed  standardized  sur- 
vey methods  and  testing  procedures 
to  be  used  by  participating  states  in 
conducting  HIV  seroprevalence  sur- 
veys using  dried  blood  spots. 

In  February  1989,  the  AIDS/HIV 
Program  of  the  Wisconsin  Division  of 
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Table  l.-Results  of  HIV-1  antibody  testing  of  dried  blood  spots  submitted  for 
newborn  screening,  Wisconsin  residents,  February  1989  through  March  1990 


Not 


Variable* 

Specimens6 

Tested' 

(%) 

Tested 

mv-i+d 

(%+) 

All  Wisconsin  residents 

82,435 

2,889 

3.5 

79,546 

21 

0.026 

Wisconsin  county* 

Milwaukee  Co 

20,535 

754 

3.7 

19,781 

15 

0.076 

Other  counties 

61,900 

2,135 

3.4 

59,765 

6 

0.010 

Maternal  racef 

White 

56,794 

1,696 

3.0 

55,098 

6 

0.011 

Minority 

9,571 

428 

4.5 

9,143 

10 

0.109 

Unknown® 

16,070 

765 

4.8 

15,305 

5 

0.033 

Maternal  age 

<20 

6,825 

268 

3.9 

6,557 

1 

0.015 

20-29 

39,438 

1,212 

3.1 

38,226 

14 

0.037 

30+ 

20,082 

647 

3.2 

19,435 

1 

0.005 

Unknown8 

16,090 

762 

4.7 

15,328 

5 

0.033 

a.  Demographic  variables  are  based  on  information  included  on  the  newborn  screening 
requisition  cards  at  the  time  of  collection. 

b.  Specimens  received  from  Wisconsin  residents  during  the  survey  period  by  the  Newborn 
Screening  Unit,  Wisconsin  State  Laboratory  of  Hygiene.  Excluded  from  analysis  are  1 ,222 
specimens  from  residents  of  other  states  and  1 1 specimens  of  unknown  residence  none 
of  which  were  HIV-1  seropositive. 

c.  Specimens  not  tested  due  to  unavailability  of  sufficient  quantity  of  specimen  after  routine 
screening  tests  were  complete. 

d.  Number  of  specimens  with  HIV-1  antibody  as  demonstrated  by  repeatedly  reactive  ELISA 
confirmed  by  Western  blot  analysis. 

e.  Prior  to  mid-April  1989  the  Wisconsin  county  was  based  on  the  location  of  the  hospital  of 
birth.  Since  mid-April  1989  maternal  county  of  residence  information  became  available  on 
the  newborn  screening  requisition  forms  and  has  been  used  to  determine  county  of 
residence.  Maternal  residence  information  has  been  available  for  99.1%  of  specimens 
received  since  May  1989;  for  the  remainder  of  specimens  the  location  of  the  hospital  of 
birth  (if  known)  has  been  used  to  classify  the  specimen  origin. 

f.  Maternal  race  is  obtained  from  information  included  on  the  Newborn  Screening  requisi- 
tion forms.  The  minority  category  refers  to  all  persons  who  identify  their  race  to  be  other 
than  white. 

g.  Prior  to  mid-April  1989,  the  newborn  screening  requisition  forms  did  not  include  maternal 
race,  specimens  received  during  this  period  are  classified  as  unknown  race.  Since  May 
1989,  race  has  been  complete  for  99.6%  of  specimens  received. 

h.  Prior  to  mid-April  1989,  the  newborn  screening  requisition  forms  did  not  include  maternal 
age,  specimens  received  during  this  period  are  classified  as  unknown  age.  Since  May 
1989  age  has  been  complete  for  99.6%  of  specimens  received. 


Health,  in  collaboration  with  the 
Wisconsin  State  Laboratory  of  Hy- 
giene, began  conducting  a HIV-1 
seroprevalence  survey  among  child- 
bearing women  in  Wisconsin  based 
upon  the  CDC  protocol  adapted  by 
the  Wisconsin  AIDS/HIV  Program. 

Methods 

This  survey  uses  dried  blood  speci- 
mens collected  on  filter  paper  from 
infants  as  part  of  the  Wisconsin 
Newborn  Screening  Program.  Blood 
specimens  are  collected  by  capillary 
puncture  on  to  filter  paper,  normally 
prior  to  the  discharge  of  the  infant 
from  the  hospital  of  birth,  and  are 
sent  to  the  Newborn  Screening  Unit 
of  the  Wisconsin  State  Laboratory  of 
Hygiene  (NSU). 

After  the  completion  of  routine 
newborn  screening  tests,  remaining 
specimens  are  available  for  HIV-1  anti- 
body testing.  To  prevent  inadvertent 
disclosure  of  idendties  due  to  unusual 
demographic  profiles,  demographic 
variables  are  retained  only  in  broad 
categories;  no  names  or  other  identi- 
fying information  are  retained  in  the 
survey  database. 

After  demographic  data  are  col- 
lected, a blood  spot  is  punched  from 
each  specimen  into  a micro-titer  tray. 
Buffer  is  added,  and  the  blood  spots 
are  allowed  to  elute.  The  eluate  is 
tested  for  the  presence  of  antibody  to 
HIV-1  by  enzyme-linked  immunosorb- 
ent assay  (ELISA)  (Abbott  Laborato- 
ries, Chicago,  111) ; specimens  initially 
reactive  are  retested  in  duplicate. 

If  one  or  both  of  the  repeat  ELISA 
procedures  is  reactive,  the  same  elu- 
ate is  tested  by  Western  blot  assay 
(Immunetics  Inc,  Cambridge,  Mass).4 
Western  blots  with  at  least  two  of 
three  bands  (from  among  p24,  gp41, 
gpl20/160)  are  considered  to  be 
positive  for  HIV-1  antibody.7 

Data  were  analyzed  using  Epilnfo 
5.0  software  (Centers  for  Disease 
Control,  Atlanta,  Ga) . The  Yates  cor- 
rected chi  square  test  (X2)  and  the 
Fishers  exact  test  were  used  to  meas- 
ure statistical  significance.  Confi- 
dence intervals  (Cl)  for  odds  ratios 


(OR)  were  calculated  using  the  Corn- 
field method.  Mantel-Haenszel 
weighted  odds  ratio  (Mantel- 
Haenszel  adjusted  OR)  was  used  in 
adjusted  analysis.8 

Because  maternal  IgG  antibodies 
cross  the  placenta,  this  survey  allows 
estimation  of  the  HIV-1  seropre- 
valence among  childbearing  women 


(CBW)  and  the  incidence  of  perina- 
tally  transmitted  HIV-1  infection  in 
Wisconsin. 

Results 

Among  infants  born  in  Wisconsin 
from  February  1989  through  March 
1990, 83,668  eligible  specimens  were 
received  by  the  NSU;  82,435  were 
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obtained  from  Wisconsin  residents, 
1,222  were  from  residents  of  other 
states  and  1 1 were  of  unknown  resi- 
dence. No  HIV-1  seropositive  speci- 
mens were  detected  among  speci- 
mens received  from  residents  of  other 
states,  or  among  specimens  of  un- 
known residence;  these  specimens 
are  excluded  from  this  analysis.  After 
the  completion  of  routine  newborn 
testing,  79,546  (96.5%)  specimens 
obtained  from  Wisconsin  residents 
were  available  for  HIV-1  antibody 
testing;  2,889  (3.5%)  specimens  were 
unavailable  for  testing  due  to  insuffi- 
cient quantity  of  specimen  after  rou- 
tine metabolic  screening  tests  (Table 
1).  Specimens  unavailable  for  HIV-1 
antibody  testing  were  more  likely  to 
have  been  obtained  from  infants  of 
minority  CBW  compared  to  speci- 
mens available  for  testing  (Mantel- 
Haenszel  age  adjusted  OR=1.5,  95% 
Cl  1.3, 1.7,  p<0.001). 

During  the  survey  period,  21 
(0.026%)  specimens  were  HIV-1  anti- 
body seropositive  by  Western  blot 
analysis  (Table  1).  Fifteen  (71%)  of 21 
HIV-1  seropositive  specimens  were 
obtained  from  Milwaukee  County 
residents.  Among  Milwaukee  County 
CBW,  0.076%  were  HIV-1  seroposi- 
tive; among  CBW  from  other  Wis- 
consin counties,  0.010%  were  HIV-1 
seropositive  (OR=7.6, 95%  Cl  2.8,21.8, 
p<0.001)  (Table  1).  After  controlling 
for  maternal  race,  however,  the  HIV- 
1 seroprevalence  among  Milwaukee 
County  CBW-though  higher-was  not 
significantly  different  from  that  among 
CBW  from  other  Wisconsin  counties 
(Mantel-Haenszel  race  adjusted 
OR=3.3,  95%  Cl  0.8,12.3,  p=0.13). 

Within  Milwaukee  County,  the 
HIV-1  seroprevalence  was  0.144% 
among  minority  CBW  compared  to 
0.021%  among  white  CBW  (OR=6.9, 
95%  Cl  1.4,45.9,  p<0.01)  (Table  2). 
Outside  of  Milwaukee  County,  HIV-1 
seropositivity  was  not  significantly  as- 
sociated with  race;  among  CBW  from 
counties  other  than  Milwaukee 
County  for  whom  race  was  known, 
0.009%  of  white  CBW  were  HIV-1 
seropositive  compared  to  0.034%  of 


minority  CBW  (Table  2). 

After  controlling  for  maternal  resi- 
dence, Wisconsin  minority  CBW  were 
more  than  six  times  more  likely  to  be 
HIV-1  seropositive  when  compared 
to  white  CBW  (Mantel-Haenszel 
residence  adjusted  OR=6.2,  95%  Cl 
1.6,21.9,  p<0.01). 

Among  CBW  for  whom  age  was 
known,  14  (88%)  of  16  HIV-1  seroposi- 
tive specimens  were  from  CBW  20  to 

29  years  old,  one  HIV-1  seropositive 
childbearing  woman  was  detected  in 
each  of  the  other  age  groups  (Table 
1).  Although  HIV-1  seroprevalence 
was  lower  in  teenage  CBW  and  CBW 

30  years  old  or  older  compared  to 
CBW  20  to  29  years  of  age,  the  differ- 
ences were  not  statistically  signifi- 
cant. 

Discussion 

It  may  not  be  possible  to  generalize 
the  HIV-1  seroprevalence  among 
CBW  to  the  larger  population  of 
women  of  childbearing  age.  Nation- 
ally, comparison  of  CBW  with  all 
women  of  childbearing  age  reveals 
that  CBW  are  more  likely  to  be  from 
minority  groups,  more  likely  to  be 
from  households  with  lower  incomes, 
and  more  likely  to  be  residents  of 
central  metropolitan  areas.5  In  addi- 
tion, if  high  risk  behaviors  such  as 
use  of  intravenous  drugs  influence 
fertility,  pregnancy  outcome  or  con- 


dom use,  then  the  HIV-1  seropre- 
valence of  the  CBW  sampled  may  not 
be  representative  of  all  women  of 
childbearing  age. 

This  survey  has  defined  important 
epidemiologic  features  of  HIV-1  in- 
fection among  CBW  in  Wisconsin. 
During  this  survey  period,  about  one 
in  3,800  CBW  in  Wisconsin  was  HIV- 
1 seropositive.  The  occurrence  of  HIV- 
1 infection  in  CBW  varied  considera- 
bly with  maternal  residence  and  race. 
Among  Wisconsin  CBW  from  coun- 
ties other  than  Milwaukee  County, 
about  one  in  10,000  was  found  to  be 
infected  with  HIV-1  compared  to  about 
one  in  1,300  Milwaukee  County  CBW. 
Among  white  CBW  from  Milwaukee 
County,  about  one  in  4,750  CBW  was 
HIV-1  seropositive  compared  to  about 
one  in  700  minority  CBW.  Thus,  the 
current  occurrence  of  HIV-1  infec- 
tion among  CBW  in  Wisconsin  is 
having  the  greatest  effect  on  urban 
minority  populations.  The  Milwau- 
kee County  minority  population  rep- 
resents 4%  of  the  population  of  the 
state,  but  more  than  half  of  HIV-1 
infected  CBW  detected  in  this  sur- 
vey. 

It  is  important  to  note  that  specific 
behaviors,  not  residential  area  or  race, 
place  women  at  risk  for  HIV-1  infec- 
tion. Demographic  characteristics  are 
only  indirectly  associated  with  HIV-1 
infection  as  they  define  broad  groups 


Table  2.-  HIV-1  seroprevalence  among  childbearing  women  in  Wisconsin,  Feb- 
ruary 1989  through  March  1990,  by  race  and  county  of  residence.3 


Milwaukee  County  Other  areas  of  Wisconsin 


Race 

Tested 

IIIV-1  + 

(%+) 

Tested 

HIV-1  + 

(%+) 

p-valueb 

Minority 

6,244 

9 

0.144 

2,899 

1 

0.034 

0.19 

White 

9,505 

2 

0.021 

45,593 

4 

0.009 

0.28 

p-valuec 

<0.01 

0.26 

a.  Table  includes  only  those  specimens  for  which  both  county  of  residence  (i.e.  Milwaukee 
County  or  other  areas  of  the  state)  and  race  are  known. 

b.  Two  tailed  P-values  (Fishers  Exact  Test)  comparing  HIV-1  seroprevalence  of  the  row. 

c.  Two  tailed  P-values  (Fishers  ExactTest)  comparing  HIV-1  seroprevalence  of  the  column. 
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Table  3.-Prevalence  of  HIV-1  antibody  in  childbearing  women  based  upon  the 
testing  of  dried  blood  specimens  collected  on  filter  paper  from  newborn 
infants;  selected  states  and  places. 


Location 

Survey  period 

Specimens 

tested 

% Pos 

Reference 

New  York 

Dec  87  - Nov  88 

276,609 

0.66 

(6) 

New  York  City 

u u 

125,120 

1.25 

(6) 

Other  NY 

u u 

147,015 

0.16 

(6) 

New  Jersey 

Jul  88  - Sep  8 

829,309 

0.49 

(13) 

Florida 

Jul  88  - Dec  88 

60,133 

0.49 

(13) 

Connecticut 

Sep  88  - Dec  89 

45,705 

0.28 

(14) 

Massachusetts 

Dec  86  - Jun  87 

30,708 

0.21 

(4) 

Jan  88  - Dec  88 

88,924 

0.25 

(13) 

Illinois 

Apr  89  - Jun  89 

45,443 

0.09 

(15) 

Cook  Co 

M 44 

22,874 

0.16 

(15) 

Other 

“ “ 

22,569 

0.03 

(15) 

Texas 

Apr  88 -Jul  88 

86,180 

0.09 

(13) 

California 

Jul  88 

43,301 

0.08 

(13) 

Michigan 

Jul  88  - Dec  88 

71,758 

0.06 

(13) 

Colorado 

Feb  88  - Dec  88 

41,269 

0.04 

(13) 

Kentucky 

Jan  89  - Dec  89 

45,750 

0.03 

(16) 

Wisconsin 

Feb  89  - Mar  90 

79,546 

0.03 

- 

Milwaukee  Co 

« « 

19,781 

0.08 

- 

Other 

“ “ 

59,765 

0.01 

- 

Minnesota 

Jul  89  - Dec  89 

30,945 

0.02 

(17) 

Twin  Cities 

Sep  88  - Dec  89 

48,702 

0.04 

(17) 

New  Mexico 

Oct  87  - Dec  88 

26,394 

0.02 

(13) 

Utah 

Oct  88  - Dec  89 

41,292 

0.02 

(18) 

Washington 

Jan  89  - Dec  89 

64,492 

0.02 

(19) 

Oklahoma 

Oct  89  - Dec  89 

10,521 

0.01 

(20) 

among  which  risk  behaviors  for  HIV- 
1 infection  are  more  or  less  prevalent. 

A substantial  majority  of  HIV-1 
infections  among  women  is  related  to 
intravenous  drug  use.  Of  the  10,611 
AIDS  cases  occurring  among  females 
in  the  United  States  and  reported 
through  December  1989,  52%  have 
been  attributed  to  intravenous  drug 
use,  an  additional  19%  of  cases  have 
occurred  among  women  who  have 
had  sexual  contact  with  intravenous 
drug  users.11  Drug  use  disproportion- 
ately affects  the  urban  poor,  thus, 
HIV-1  infection  related  to  intravenous 
drug  use  is  more  common  among 
urban  poor  populations.  Nationally, 
72%  of  all  reported  AIDS  cases  in 
females  have  occurred  among  Black 
and  Hispanic  female  populations. 
Among  these  two  groups  78%  of  re- 


ported AIDS  cases  are  related  to  ei- 
ther intravenous  drug  use  or  to  sex- 
ual contact  with  an  intravenous  drug 
user,  this  proportion  is  55%  among 
white  females  with  AIDS.11 

This  survey  also  permits  estima- 
tion of  the  incidence  of  perinatally 
acquired  HIV-1  infection  in  Wiscon- 
sin. It  is  currently  believed  that  30%  to 
50%  of  infants  born  to  HIV-1  seroposi- 
tive mothers  will  themselves  be  in- 
fected with  HIV-1.9'10  Thus,  of  the  21 
infants  born  to  HIV-1  seropositive 
mothers  in  this  survey  period,  six  to 
ten  would  be  expected  to  be  infected. 
The  incidence  of  perinatally  trans- 
mitted HIV-1  in  this  survey  is  about 
one  infection  per  7,600  to  12,600  live 
births.  Among  racial  minority  popu- 
lations in  Milwaukee  County  the  inci- 
dence is  substantially  higher,  one 


infection  per  1,400  to  2,300  live  births. 

Nationally,  the  incidence  of  AIDS 
among  women  and  neonates  has 
increased  at  a rate  greater  than  that 
among  males.  Comparing  AIDS  cases 
reported  nationally  in  1988  to  those  in 
1989,  cases  among  adult  and  adoles- 
cent females  increased  23%  in  1989 
and  perinatally  transmitted  AIDS 
cases  increased  38%  compared  to  a 
13%  increase  among  adult  and  adoles- 
cent males.12 

Prior  to  Jan  1, 1989,  only  one  resi- 
dent case  of  AIDS  had  been  reported 
among  infants  in  Wisconsin.  This 
suggests  that  in  Wisconsin,  HIV-1 
related  morbidity  in  infants  has  ei- 
ther been  underestimated  in  the  past, 
or  is  a newly  emerging  problem. 
Further  study  is  needed  to  determine 
whether  the  seroprevalence  of  Wis- 
consin CBW  is  changing  over  time. 

The  CDC  estimates  that  in  1989 
one  (0.15%)  of  every  667  CBW  nation- 
wide was  HIV-1  seropositive,  and 
between  1,500  to  2,000  HIV-1  infected 
infants  were  born  that  year.13  Sero- 
prevalence rates,  however,  vary  con- 
siderably from  state  to  state.4'6'13-20 
Table  3 presents  HIV-1  seropre- 
valence rates  among  childbearing 
women  in  Wisconsin  and  other  states 
reporting  data.  Generally,  the  sero- 
prevalence rates  among  CBW  re- 
ported from  northeastern  states  are 
substantially  greater  than  in  other 
areas  of  the  country. 

The  HIV-1  seroprevalence  rate 
among  CBW  in  New  York  City  (1.25%) 
is  particularly  striking.  The  observed 
HIV-1  seroprevalence  among  child- 
bearing women  in  the  New  York  City 
was  strongly  correlated  with  the  rates 
of  drug  use  as  measured  by  opiate- 
related  hospital  discharges;  in  zip 
code  regions  of  New  York  City  that 
comprised  the  highest  quartile  for 
drug  use,  one  birth  in  45  (2.2%)  was 
to  a HIV-1  seropositive  mother.6 

The  results  of  this  survey  under- 
score the  need  to  prevent  HIV-1  in- 
fection among  women  of  childbear- 
ing age  in  Wisconsin.  All  women  must 
receive  educational  messages  at  a 
sufficiently  young  age  which  facili- 
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tate  avoidance  of  behaviors  placing 
them  at  risk  for  HIV-1  infection.  In 
addition,  all  women  of  childbearing 
age  should  have  access  to  voluntary 
counseling  and  HIV-1  testing.21 

To  identify  women  for  whom  vol- 
untary counseling  and  testing  is  indi- 
cated, it  is  essential  that  a detailed 
and  accurate  HIV-1  risk  assessment 
be  routinely  obtained  from  all  women 
of  childbearing  age  seen  in  any  health 
care  setting.  Ideally,  counseling  and 
testing  should  be  offered  to  women 
prior  to  pregnancy  or  early  in  prena- 
tal care.  Women  who  have  not  re- 
ceived prenatal  care,  however,  should 
be  assessed  for  risk  of  HIV-1  infec- 
tion at  the  time  of  delivery.  Women 
identified  as  HIV-1  seropositive 
should  be  medically  evaluated  and 
counseled  about  the  risk  of  HIV-1 
transmission  to  their  newborn  chil- 
dren and  sexual  partners. 
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CDC  Guidelines  for  Prevention 
of  HIV  Transmission 

Practice  Universal  Blood  and  Body  Fluid  Precautions 

Consider  all  patients  as  potentially  infective. 

Use  appropriate  barrier  precautions  routinely. 

BODY  FLUIDS  TO  WHICH  UNIVERSAL  PRECAUTIONS  APPLY: 


Blood 

Visibly  bloody  fluids 
Semen 

Vaginal  secretions 
Cerebrospinal  fluids 


Synovial  fluid 
Peritoneal  fluid 
Pericardial  fluid 
Amniotic  fluid 


BODY  FLUIDS  TO  WHICH  UNIVERSAL  PRECAUTIONS 
DO  NOT  APPLY  UNLESS  VISIBLY  BLOODY: 


Tears  Sweat 

Nasal  secretions  Urine 

Saliva  Feces 

Sputum  Vomitus 


WEAR  GLOVES: 

• When  touching  blood,  body  fluids  requiring  universal  precautions,  mucous  membranes,  or  non-intact  skin  of  a]] 
patients. 

c When  handling  items  or  surfaces  soiled  with  blood  or  body  fluids  requiring  universal  precautions. 

WEAR  GLOVES  FOR  PHLEBOTOMY: 

o When  health-care  worker  has  cuts,  scratches  or  other  breaks  in  skin. 

• When  health-care  worker  judges  hand  contamination  with  blood  may  occur. 

• For  finger/heel  sticks  on  infants/children. 

• When  receiving  phlebotomy  training. 


WEAR  GOWNS  (OR  APRONS): 

© During  procedures  that  are  likely  to  generate  splashes  of  blood  or  other  body  fluids  requiring  universal 
precautions. 


WEAR  MASKS  AND  PROTECTIVE  EYEWEAR: 

• During  procedures  that  are  likely  to  generate  droplets  of  blood  or  other  body  fluids  requiring  universal 
precautions  which  may  expose  mucous  membranes  of  mouth,  nose  and  eyes. 

INJURY  PREVENTION: 

• Disposable  syringes  and  needles,  scalpel  blades,  and  other  sharp  objects  should  be  placed  in  puncture-resistant 
containers,  located  as  close  as  practical  to  area  of  use. 

© To  prevent  needlestick  injuries,  needles  should  not  be  recapped,  purposely  bent  or  broken  by  hand,  removed 
from  disposable  syringes,  or  otherwise  manipulated  by  hand. 


Factious  AIDS:  A case  presentation  and  review  of  the  literature 


Keith  A.  Gockel,  MD,  Bennett  Vogelman,  MD,  Will  Handy,  MSSW, 
and  Frank  M.  Graziano,  MD,  PhD,  Madison 


The  acquired  immune  deficiency 
syndrome  (AIDS)  is  of  great 
public  concern.  There  have  been 
many  media  reports  on  the  human 
impact  of,  as  well  as  the  future  pros- 
pects for,  this  syndrome.  Many  of 
these  reports  have  elicited  fear,  if  not 
outright  panic,  from  many  individu- 
als who  believe  or  fear  that  they  have 
AIDS.  While  some  individuals  have 
feigned  a diagnosis  of  AIDS  for  finan- 
cial gain  or  other  specific  motives, 
little  about  factitious  AIDS  has  ap- 
peared in  the  literature.  What  has 
been  reported  has  stirred  controversy 
as  to  whether  the  patient  actually  had 
factitious  AIDS  or  was  malingering.1-2 
In  this  brief  report,  we  describe  a 
patient  who  recently  came  to  us  with 
what  we  feel  is  factitious  AIDS  and 
review  the  literature  concerning  some 
of  the  psychological  aspects  of  this 
disease. 

Case  report 

The  patient  is  a 44-year-old  female 
(originally  from  northern  Wisconsin 
but  recently  having  lived  in  Salt  Lake 
City  and  San  Diego)  who,  because  of 
a diagnosis  of  AIDS,  was  returning  to 
Wisconsin  for  medical  care.  While 
traveling  by  bus  from  San  Diego  to 
Madison,  Wise,  the  patient  experi- 
enced left  leg  pain  and  was  told  by 
emergency  room  personnel  that  it 
could  possibly  be  a blood  clot.  Upon 
arrival  in  Wisconsin,  she  applied  for 
and  received  general  assistance  be- 
cause she  had  no  income  or  other 
resources.  She  also  contacted  the 


From  the  University  of  Wisconsin  Hospi- 
tal and  Clinics,  and  the  Madison  AIDS 
Support  Network  (WH).  Address  corre- 
spondence to:  Frank  M.  Graziano,  MD, 
PhD,  University  of  Wisconsin  Hospital 
and  Clinics,  600  Highland  Ave,  Madison, 
WI  53792.  Copyright  1990  by  the  State 
Medical  Society  of  Wisconsin. 


AID  S Support  N etwork  for  referral  to 
an  AIDS  treatment  facility  for  ongo- 
ing medical  care  because  of  the  per- 
sisting left  leg  pain  and  symptoms  of 
HIV  infection. 

The  patient  was  referred  to  our 
HIV  clinic  on  an  urgent  basis.  In  our 
clinic,  she  stated  that  besides  the  left 
leg  pain  she  had  weightloss  (as  much 
as  10  lbs  in  a month) , watery  diarrhea 
(six  to  seven  times  per  day),  fever  to 
102°  F,  night  sweats,  and  thrush. 

Her  history  was  significant.  As  a 
child  her  mother  allowed  her  to  be 
sexually  abused  by  strange  men  to 
support  the  mothers  elicit  drug  needs. 
She  was  married  to  a gay  man  who 
died  of  AIDS  in  1979,  received  blood 
transfusions  in  1984,  was  an  IV  drug 
user  who  shared  needles,  and  recently 
the  patient  was  in  a lesbian  relation- 
ship with  a woman  who  had  a severe 
illness,  cachexia  and  committed  sui- 
cide. 

The  patient  stated  that  she  was 
unaware  of  having  AIDS  until  a diag- 
nosis of  pneumocyst  is  carinii  pneu- 
monia was  made  in  a Salt  Lake  City 
hospital.  After  leaving  Utah  (she 
received  threatening  telephone  calls 
after  she  was  diagnosed  as  having 
AIDS) , she  went  to  San  Diego,  where 
she  was  treated  with  zidovudine 
(which  she  stopped  because  of  se- 
vere nausea  and  insomnia)  and  aero- 
solized Pentamidine. 

On  physical  examination,  the  pa- 
tient’s vital  signs  were  normal  and 
the  only  positive  physical  finding  was 
folliculitis  on  her  lower  abdomen.  A 
Doppler  examination  of  the  left  lower 
extremity  showed  patent  vessels.  The 
patient  was  sent  for  blood  work;  was 
given  a dose  of  aerosol  Pentamidine, 
and  records  were  requested  from 
Utah  and  California. 

Although  the  patient  repeatedly 
stated  that  blood  was  drawn,  no  re- 


sults of  these  tests  were  found  in  her 
records  upon  return  visit.  Because  of 
this  unusual  circumstance,  the  San 
Diego  and  Utah  facilities  where  the 
patient  said  she  had  received  care 
were  called.  The  San  Diego  facility 
knew  the  patient  well  and  reported 
that  she  was  treated  with  zidovudine 
and  aerosol  Pentamidine,  but  was  later 
found  to  have  no  markers  of  HIV 
disease.  The  Salt  Lake  City  hospital 
had  no  records  for  her. 

The  patient  was  confronted  with 
this  information  but  steadfastly  and 
vehemently  stated  that  she  did  have 
AIDS.  Blood  markers  were  again 
obtained  (under  supervision)  and  the 
results  revealed  no  HIV  antibody  and 
normal  lymphocyte  markers.  A re- 
view of  the  patient’s  record  at  our 
hospital  revealed  multiple  admissions 
to  the  University  ofWisconsin  Hospi- 
tal and  Clinics  (1960-1968)  for  ab- 
dominal pain  and  diarrhea  (all  worked- 
up  with  various  procedures)  which 
was  never  clearly  explained.  The 
patient  also  had  multiple  admission 
to  the  State  Mental  Health  facility  of 
Wisconsin  from  age  15.  She  had  a his- 
tory of  swallowing  foreign  objects, 
substance  abuse,  and  was  diagnosed 
variously  as  having  a chronic  person- 
ality disorder  and  chronic  schizophre- 
nia. 

Discussion 

We  feel  that  this  patient’s  history, 
dramatic  (pseudologia  fantastica)  but 
unverified  history  of  recent  illness, 
recent  requests  for  care  at  AIDS  fa- 
cilities in  a least  two  cities,  willing- 
ness to  accept  medical  care  for  AIDS, 
and  lack  of  specific  motive  or  finan- 
cial gain  for  feigning  illness  are  all 
consistent  with  D SM-III-R  criteria  for 
diagnosis  of  a factitious  disorder.3'4 

Factitious  disorders  are  distin- 
guished from  hysterical  manifesta- 
tions and  other  conditions,  known  as 
somatoform  disorders,  by  the  com- 
plex voluntary  behavior  involved  in 
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creating  them.  In  this  case,  the  pa- 
tient had  an  intricate  history  which 
could  not  be  corroborated.  The  facti- 
tious disorders  seen  in  medical  prac- 
tice are  generally  not  associated  with 
ulterior  motives  or  material  advan- 
tages other  than  to  achieve  patient 
status.  The  best  known  factitious 
disorder  is  Munchausen’s  syndrome.5 
This  term  is  used  to  designate  wan- 
dering medical  impostors  who  typi- 
cally appear  in  emergency  rooms  with 
dramatic  fraudulent  presentations  and 
leave  against  medical  advice  when 
their  deception  is  discovered.  In  the 
case  described  above,  the  patient  has 
not  returned  to  our  clinic  and  appar- 
ently moved  from  her  residence  after 
leaving  our  clinic. 

We  have  reviewed  the  literature 
concerning  non-AIDS  psychological 
disturbances  and  have  found  a vari- 
ety of  disorders  reported.6-11  Proba- 
bly the  most  common  is  a “pseudo- 
AIDS”  syndrome  arising  from  a fear 
of  AIDS.  Two  cases  demonstrating 
psychiatric  symptoms  (depression, 
severe  anxiety)  in  gay  men  without 
HIV  infection  were  reported  in  Eng- 
land in  1985.6  The  patients  were 
treated  with  psychoactive  drugs  and 
psychotherapy  with  a good  response. 
Most  physicians  caring  for  patients 
with  HIV  infection  have  seen  this  type 
of  reactive  process. 


A delusional  state  expressed  as  a 
conviction  of  AIDS  virus  infection  in 
patients  with  a defined  psychiatric 
disorder  has  more  recently  been  de- 
scribed.7'9 In  this  report,  five  patients 
having  psychotic  depression,  a bipo- 
lar manic-depressive  disorder, 
schizoaffective  disorder,  or  paranoid 
schizophrenia  were  described.  All  had 
low  risk  for  HIV  infection,  and  no 
features  of  the  disease  were  found  on 
evaluation.  The  patients’  delusions 
were  resolved  with  appropriate  ther- 
apy for  their  underlying  disorders.  It 
is  possible  from  the  psychiatric  his- 
tory of  our  patient  that  she  could  be 
suffering  from  a delusional  state,  but 
we  were  unable  to  detect  a thought  or 
affective  disorder  the  two  times  we 
examined  her.  Three  patients  fulfill- 
ing the  DSM-III-R  criteria  for  facti- 
tious AIDS  have  also  been  re- 
ported.10’11 

The  early  recognition  of  factitious 
AIDS  depends  on  the  timely  acquisi- 
tion of  medical  records  and  commu- 
nication with  previous  treating  physi- 
cians and  other  health  care  provid- 
ers. This  is  an  important  reason  for 
presenting  this  case.  It  is  now  a con- 
cern to  us  that  this  patient  has  not 
been  seen  or  heard  from  again  in  our 
area.  Most  likely,  she  is  or  will  be 
asking  for  help  from  other  health  care 
facilities  in  other  parts  of  Wisconsin 
or  the  country. 
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Abstract 

Hypercalcemia  in  a calcitriol-treated  hypoparathyroid  woman  during  lactation 

We  treated  a hypoparathyroid  woman  with  calcitriol  during  pregnancy  and  did  not  reduce  the  dosage  after  delivery.  Despite  lactation, 
the  serum  calcium  level  increased  to  15.4  mg/dL  11  days  postpartum.  We  treated  two  other  hypoparathyroid  women  during  four 
pregnancies  with  either  calcitriol  or  dihydrotachysterol.  In  all  five  pregnancies,  requirements  for  the  vitamin  D preparations  increased 
beginning  at  the  20-28th  week  of  gestation.  Hypercalcemia  did  not  occur  in  the  two  women  who  did  not  breast-feed  and  in  whom  we 
reduced  the  dose  of  calcitriol  or  dihydrotachysterol  after  delivery.  We  conclude  the  following:  1)  Calcitriol  is  effective  for  treating 
hypoparathyroidism  during  pregnancy;  2)  the  dose  usually  needs  to  be  increased  during  the  latter  half  of  gestation;  3)  the  calcitriol 
dose  should  be  reduced  during  lactation;  and  4)  both  mother  and  infant  should  be  monitored  to  detect  hypercalcemia  during  breast- 
feeding. We  speculate  that  low  serum  estrogen  levels  associated  with  breast-feeding  promote  bone  resorption  and  diminish  calcitriol 
needs  in  lactating  hypoparathyroid  women. 

Robert  H.  Caplan,  MD,  and  Everett  A.  Beguin,  MD,  Departments  of  Internal  Medicine  and  Maternal  and  Fetal  Medicine,  Gundersen 
Clinic,  Dd,  and  La  Crosse  Lutheran  Hospital,  La  Crosse.  Obstet  Gynecol  1990  (Sept)  76:485-489.a 


634 


Wisconsin  Medical  Journal  • November  1990 


Laboratory  identification  of  conditions  predisposing  to  thrombosis 


Michael  J.  Sanfelippo,  MS,  and  James  G.  Caya,  MD,  Milwaukee 

The  5-year  experience  with  a panel  of  laboratory  tests  designed  to  identify 
patients  with  high  risk  of  thromboembolism  was  reviewed.  This  panel  in- 
cluded an  activated  partial  thromboplastin  time  and  reptilase  time  as  well  as 
specific  assays  for  antithrombin  III,  protein  C,  protein  S,  and  plasminogen. 
One  hundred  and  nine  patients  were  evaluated  by  this  panel.  Conditions 
predisposing  to  thrombosis  were  identified  in  24  of  these  patients  and  these 
conditions  included:  dysfibrinogenemia,  lupus  anticoagulant,  and  deficien- 
cies of  antithrombin  III,  protein  C and  protein  S.  The  limitations  of  this 
panel  are  also  discussed.  W7s  Med  J 1990;89(ll):635-638. 


The  identification  of  patients  with 
high  risk  of  thromboembolism 
and  the  identification  of  predisposing 
causes  in  patients  who  have  suffered 
a thromboembolic  event  have  long 
been  a challenge  for  clinician  and 
laboratorian  alike.  Laboratory  evalu- 
ation of  hemorrhagic  tendencies  can 
be  efficiently  performed  with  screen- 
ing tests  such  as  the  bleeding  time 
(BT),  prothrombin  time  (FT),  and 
the  activated  partial  thromboplastin 
time  (APTT) . Abnormalities  in  any  of 
these  tests  can  then  be  further  evalu- 
ated with  specific  assays  to  identify 
hemostatic  abnormality. 

Unfortunately,  identification  of 
clinical  conditions  with  high  throm- 
botic risk  cannot  be  accomplished 
with  the  same  ease  as  is  employed  for 
the  identification  of  hemorrhagic 
diatheses;  there  are  no  screening  tests 
which  measure  the  regulation  of  co- 
agulation by  inhibitor  proteins,  nor 
are  there  any  screening  tests  for 
acquired  disease  states  associated 
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with  high  thrombotic  risk.  The  iden- 
tification of  these  conditions  requires 
specific  assays  to  demonstrate  defi- 
ciencies of  regulator  proteins  such  as 
antithrombin  III  or  specific  tests  to 
identify  acquired  conditions  such  as 
lupus  anticoagulant. 

In  an  effort  to  facilitate  identifica- 
tion of  either  the  mechanism  of  throm- 
bosis or  the  patient  with  high  throm- 
botic risk,  we  devised  a panel  of  labo- 
ratory tests  which  included: 

• APTT; 

• reptilase  time;  and 

• specific  assays  for  antithrombin 
III,  plasminogen,  protein  C and 
protein  S. 

Material  and  methods 

The  patients  evaluated  for  this  study 
were  referred  by  their  attending 
physician  to  the  Clinical  Coagulation 
Laboratory  at  Columbia  hospital. 
They  either  suffered  a thrombotic 
episode  or  were  being  evaluated  for 
thrombotic  risk  on  the  basis  of  a 
positive  family  history  or  imminent 
surgery. 

The  patients’  conditions  were  stud- 
ied with  a panel  of  tests  that  included 
the  following. 

The  activated  partial  throm- 
boplastin time  (APTT)  was  performed 
by  standard  technique  using  a rea- 
gent containing  ellagic  acid  as  an 
activator  (ACTINR,  Dade,  Miami,  Fla). 

The  clotting  time  was  determined 
on  an  automated  clot  time  instrument 


(Medical  Laboratory  Automation 
[MLA]  Model  700). 

The  reptilase  time  was  performed 
using  purified  venom  from  Bothrops 
atrox  (AtroxinR,  Sigma  Chemical 
Company,  St  Louis);  the  end  point 
was  visually  determined.1 

Antithrombin  III  was  estimated  by 
functional  assay  employing  a fluoro- 
genic  substrate  read  on  a ProtopathR 
(Dade,  Miami,  Fla)  or  a chromogenic 
substrate  (S2238,  Kabi,  Geneva,  Swit- 
zerland) read  on  a standard  spectro- 
photometer.2 

Plasminogen  was  measured  by  a 
functional  assay  employing  a fluoro- 
genic  substrate  read  on  a ProtopathR 
(Dade,  Miami,  Fla)  or  a chromogenic 
substrate  (S2251,  Kabi,  Geneva,  Swit- 
zerland) read  on  a standard  spectro- 
photometer.3 

Protein  C was  initially  assayed  by 
quantitative  immunoelectrophoresis,4 
but  this  was  replaced  by  a functional 
assay  using  a snake  venom  activator 
and  a chromogenic  substrate  (S2366, 
Kabi,  Geneva,  Switzerland).5 

Protein  S (total)  and  free  was  esti- 
mated by  quantitative  immunoelec- 
trophoresis.4 

Identification  of  the  lupus  antico- 
agulant was  based  upon  observation 
of  a prolonged  APTT  which  failed  to 
correct  to  the  normal  range  when  the 
test  was  repeated  on  a mixture  of 
equal  volumes  of  patient  plasma  and 
normal  plasma.  The  patient  was  fur- 
ther tested  with  the  tissue  factor 
inhibition  test  as  described  by  Schlei- 
der  and  colleagues.6  Final  confirma- 
tion was  made  with  the  platelet  neu- 
tralization procedure  as  described  by 
Tripplett  et  al.7 

Results 

The  admitting  diagnoses  of  our  pa- 
tients are  given  in  Table  1.  The  abnor- 
malities identified  (and  their  frequen- 
cies) are  given  in  Table  2.  The  type  of 
thrombotic  events  in  patients  with 
identified  defects  is  given  in  Table  3. 
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The  ages  of  our  patients  ranged 
from  17  to  90  years.  Of  the  24  patients 
with  identified  abnormalities,  13  were 
under  50  years  of  age  and  11  were 
older  than  50.  Antithrombin  III  defi- 
ciency was  identified  in  eight  patients, 
seven  of  whom  were  under  age  50 
when  studied.  Two  of  the  four  more 
than  50  years  of  age  had  experienced 
deep  venous  thrombosis  (DVT)  be- 
fore age  50. 

Seven  patients  were  found  to  have 
protein  C deficiency.  Three  were 
younger  than  50  years  old  when  iden- 
tified, and  three  of  the  four  patients 
older  than  50  had  experienced  throm- 
botic episodes  prior  to  their  50th  birth- 
day; one  had  a pulmonary  embolus, 
one  had  DVT,  and  one  had  an  episode 
of  arterial  thrombosis.  The  two  pa- 
tients with  Protein  S deficiency  were 
both  under  50  years  of  age. 

Both  patients  with  dysfibrinogene- 
mia  were  over  50  years  old  when 
studied;  one  patient  suffered  a DVT 
prior  to  50  years  of  age.  The  other 
patient  developed  DVT  when  he  was 
71  years  old  (and  being  hospitalized 
for  renal  disease) ; this  patient  had  no 
prior  history  of  thromboembolic  dis- 
ease. 

Four  of  the  five  patients  with  a 
lupus  anticoagulant  were  under  50 
years  old  when  tested;  the  occurrence 
of  thrombosis  in  these  patients  corre- 
lated with  the  onset  of  their  autoim- 
mune disease. 

Discussion 

The  process  of  coagulation  is  regu- 
lated by  specific  proteins  which  ei- 
ther inhibit  coagulation  or  are  involved 
in  the  process  of  fibrin  clot  removal 
(fibrinolysis).  Inhibition  of  specific 
coagulation  factors  effectively  halts 
the  process  of  coagulation  and  limits 
thrombus  formation.  Removal  of 
formed  fibrin  is  a necessary  step  in 
the  restoration  of  normal  blood  flow 
through  the  affected  vessel.  Failure 
of  fibrinolysis  results  in  altered  blood 
flow,  creating  conditions  which  favor 
additional  clot  formation. 

Regulator  proteins  which  are  in- 
volved in  the  inhibition  of  specific 


Table  l.-Admitting  diagnosis  of 
patients  studied. 

Deep  venous  thrombosis 

61  pts. 

Pulmonary  embolus 

12 

Evaluation  of  hypercoaguable 
state 

10 

(past  history  of  thrombosis) 
Arterial  clot 

5 

Stroke  or  transient  ischemic 
attack 

4 

Clotting  of  A-V  fistula 

2 

Mesenteric  vein  thrombosis 

3 

Hepatic  vein  thrombosis 

3 

Renal  vein  thrombosis 

1 

Myocardial  infarction 

1 

Diagnosis  unknown 

5 

(Specimen  sent  from  another 
institution) 

Positive  family  history,  but 
negative  personal  history 

2 

coagulation  factors  are  antithrombin 
III,  protein  C,  protein  S,  and  heparin 
cofactor  II.  Antithrombin  III  inhibits 
not  only  thrombin  but  also  those 
coagulation  factors  which  are  serine 
protease  enzymes;  this  includes  all 
coagulation  factors  with  the  excep- 
tion of  fibrinogen,  factor  V,  factor  VIII, 
and  factor  XIII.  Heparin  cofactor  II 
inhibits  thrombin  and  that  inhibition 
occurs  only  in  the  presence  of  either 
heparin  or  heparin-like  substances 
such  as  chondroitin  sulfate.  Protein 
C,  with  its  cofactor  protein  S,  inhibits 
activated  factors  V and  VIII.8  Defi- 
ciencies or  molecular  abnormalities 
of  all  these  regulator  proteins  have 
been  associated  with  thromboembolic 
phenomena.9-10-11'12 

Proteins  that  constitute  the  fibri- 
nolytic system  include  plasminogen, 
tissue  plasminogen  activator  (TPA) 
and  plasminogen  activator  inhibitor 
(PAI).  Plasminogen  is  the  precursor 
enzyme  which  is  converted  to  the 
active  form  plasmin.  Plasmin  digests 
not  only  fibrin  but  also  other  coagula- 
tion factors  including  fibrinogen, 
factor  V and  factor  VIII.  TPA  is  an  ef- 
ficient endogenous  plasminogen  ac- 
tivator that  is  liberated  by  endothelial 
cells;TPA  is  inhibited  by  PAI, 13  which 
is  also  derived  from  the  vascular  endo- 


Table 2.-Thrombosis  panel 
results,  1984-1989. 

Number  of  patients  studied 

109 

Number  with  an  abnormality 

24 

AT  III  deficiency 

8 

Protein  C deficiency 

7 

Lupus  anticoagulant 

5 

Dysfibrinogenemia 

2 

Protein  S deficiency 

2 

Table  3.-Admitting  diagnosis  of 
patients  with  identified  conditions 
predisposing  to  thrombosis. 

Antithrombin  III  deficiency  (8) 

deep  venous  thrombosis 

5 

pulmonary  emboli 

2 

mesenteric  vein  thrombosis 

1 

Protein  C deficiency  (7) 

deep  venous  thrombosis 

5 

arterial  thrombi 

1 

pulmonary  emboli 

1 

Lupus  anticoagulant  (5) 

deep  venous  thrombosis 

2 

pulmonary  emboli 

1 

hepatic  vein  thrombosis 

1 

multiple  strokes 

1 

Protein  S deficiency  (2) 

deep  venous  thrombosis 

2 

Dysfibrinogenemia  (2) 

deep  venous  thrombosis 

1 

pulmonary  embolus 

1 

thelial  cells.  Abnormalities  or  defi- 
ciencies in  components  of  the  fibri- 
nolytic system  are  known  to  be  asso- 
ciated with  thromboembolic  disease. 

11,12.14 

Our  thrombosis  panel  included 
specific  assays  for  antithrombin  III, 
plasminogen,  and  protein  C when 
instituted  in  1984;  the  protein  S assay 
was  added  in  1985.  Methods  appli- 
cable to  the  hospital  based  clinical 
laboratory  were  not  available  as  of 
mid-1989  for  assays  of  TPA,  and  PAI, 
and  Heparin  cofactor  II.  Therefore, 
these  assays  were  not  included  in  the 
original  panel  but  will  be  added  in  the 
near  future. 

There  are  conditions  other  than 
deficiencies  of  regulator  proteins  or 
abnormalities  of  the  fibrinolytic  sys- 
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tem  which  are  associated  with  throm- 
boembolism. The  lupus  anticoagu- 
lant, abnormalities  of  the  fibrinogen 
molecule  (dysfibrinogenemia)  and 
deficiency  of  factor  XII  have  all  been 
associated  with  thrombotic  di- 
athesis.15-16'17 Tests  designed  to  screen 
for  these  conditions  were  included  in 
our  panel.  The  APTT  was  included  to 
screen  for  both  the  lupus  anticoagu- 
lant and  a deficiency  of  factor  XII.  The 
reptilase  time  was  included  to  test  for 
the  presence  of  dysfibrinogenemia. 

The  identification  of  a significant 
abnormality  in  22%  of  our  patients 
indicates  that  there  are  causes  of 
thrombosis  which  can  be  identified 
by  specific  laboratory  testing.  Abnor- 
malities associated  with  thrombosis 
may  be  more  common  than  sus- 
pected; indeed,  congenita]  thrombotic 
disorders  may  be  more  common  than 
congenital  bleeding  disorders.  Con- 
gential  antithrombin  III  deficiency  has 
been  reported  to  occur  in  the  general 
population  at  a frequency  as  high  as 
one  in  2,000  and  as  low  as  one  in 

5.000. 13  In  contrast,  the  most  com- 
mon of  the  congential  bleeding  states 
(hemophilia  A and  B)  occurs  with  a 
frequency  of  one  in  10,00018  and  von 
Willebrand’s  disease  is  also  estimated 
to  occur  with  a frequency  of  one  in 

10.000. 19 

Significant  abnormalities  associ- 
ated with  thrombosis  were  identified 
in  24  of  our  109  patients.  It  should  be 
pointed  out,  however,  that  the  inci- 
dence of  such  abnormalities  is  con- 
siderably less  in  the  general  popula- 
tion. The  patients  studied  for  our 
series  represented  a select  group 
which  was  referred  on  the  basis  of 
prior  thromboembolic  diseases  or  a 
past  family  history  of  thromboem- 
bolic problems. 

There  is  a good  possibility  that  we 
may  have  failed  to  detect  some  sig- 
nificant abnormalities  in  our  patients 
due  to  the  methodologies  used  in  our 
test  panel.  For  example,  protein  C 
was  evaluated  by  an  immunologic 
assay  from  1984  to  1987  and  this  assay 
could  detect  only  those  patients  who 
were  truly  deficient  in  protein  C.  There 


are,  however,  patients  who  have  an 
abnormality  in  their  protein  C mole- 
cule that  renders  it  non-functional; 
these  patients  have  a normal  level  of 
protein  C by  immunologic  assay  but 
an  abnormal  protein  level  as  judged 
by  functional  assay.  These  patients 
have  the  same  thrombotic  problems 
as  those  who  have  a true  deficiency  of 
the  protein  C molecule.  We  currently 
assess  protein  C levels  by  a func- 
tional assay. 

A similar  problem  exists  in  the 
measurement  of  protein  S.  Unfortu- 
nately, a satisfactory  functional  assay 
for  protein  S is  not  yet  available  and 
measurement  of  this  protein  is  cur- 
rently being  performed  by  immunoas- 
say. 

Furthermore,  protein  S is  now 
known  to  exist  in  two  forms,  bound  to 
C4B  binding  protein  as  well  as  free  in 
the  plasma.  There  is  evidence  that 
only  the  free  form  is  capable  of  acting 
as  a cofactor  for  protein  C.20  Unfortu- 
nately, many  of  the  protein  S levels 
determined  on  our  patients  were  to- 
tal protein  S levels;  only  since  1988 
have  we  been  measuring  both  total 
and  free  protein  S levels. 

In  addition  to  the  above-mentioned 
limitations,  our  panel  has  been  handi- 
capped by  having  not  measured  some 
of  the  proteins  recently  recognized 
as  having  a significant  role  in  the 
prevention  of  thrombotic  disease,  spe- 
cifically heparin  cofactor  II  and  com- 
ponents of  the  fibrinolytic  system, 
TPA  and  PAI.  As  instituted  in  1984, 
our  panel  reflected  the  state  of  knowl- 
edge available  at  that  time.  To  maxi- 
mize diagnostic  efficiency,  such  a 
panel  must  be  modified  in  accordance 
with  the  increasing  knowledge  base 
in  coagulation  and  we  are  conse- 
quently in  the  process  of  making  ap- 
propriate modifications  to  this  panel. 

We  recommend  a panel  such  as 
the  one  we  describe  be  used  in  pa- 
tients under  50  years  of  age  who  have 
suffered  a thromboembolic  phenome- 
non. This  panel  should  also  be  used 
in  evaluation  of  patients  with  a life- 
long history  of  thromboembolism 
regardless  of  their  age. 
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A call  for  photographs 

The  Wisconsin  Medical  Journal  and  the  SMS  Charitable,  Educational,  and  Scientific  Foundation  are  joining  forces 
in  an  effort  to  build  a photographic  library  of  medicine  in  Wisconsin.  Donations  of  current  or  historical  photos 
relating  to  medicine-persons  or  places,  equipment  or  events-are  welcome  and  tax  deductible.  All  donated  photos 
will  become  the  property  of  the  Fort  Crawford  Medical  Museum,  which  is  owned  and  operated  by  the  foundation, 
and  may  be  used  to  illustrate  future  issues  of  the  Wisconsin  Medical  Journal.  Send  your  photos  to:  Thomas  L. 
Adams,  State  Medical  Society  of  Wisconsin,  PO  Box  1109,  Madison,  WI  53701-1109.  □ 
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IVY  INN  HOTEL 
2355  Old  University  Ave. 
Madison,  WI  53705 
Call  (608)  233-9717 


For  over  25  years  the  Ivy  Inn  has  been 
the  favorite  home  away  from  home 
for  visitors  to  Madison’s  major 
medical  centers.  We  offer  many  special 
considerations  for  our  hospital  related 
guests. 

Discounted  Hospital  Rates: 

Single  $36.00  + tax 
Double  $42.00  + tax 
Stay  6 nights,  7th  free 
Complimentary  Shuttle: 

— at  your  request  to  all  hospitals  and 
clinics. 

Heart  Healthy  Cuisine: 

delicious  homestyle  cooking,  and  your 
favorite  cocktails. 

Other  Services  Include: 

Banquet  facilities,  lending  library, 
games,  multilingual  and  friendly, 
gracious  staff. 
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Consent  problems  and  the  Southeast  Asian  refugee 


Peter  B.  Kisken,  JD,  and  William  A.  Kisken,  MD,  La  Crosse 

More  than  24,000  refugees  of  Southeast  Asian  descent  live  in  Wisconsin. 
These  people,  of  a different  cultural  background  with  different  methods  of 
treating  the  sick,  on  occasion  seek  medical  aid.  It  is  incumbent  on  the 
treating  physicians  to  understand  the  cultural  differences  and  the  avenues 
open  to  them  to  render  treatment  to  these  people.  This  paper  reviews  these 
concerns.  Wis  Med  J 1980;89(ll):639-646. 


The  traditional  doctor-patient  re- 
lationship as  we  know  it  does 
not  exist  in  Southeast  Asia.  In  the  last 
15  years,  Wisconsin  has  seen  a large 
influx  of  refugees  from  Southeast  Asia, 
some  of  whom  seek  and  need  medi- 
cal care.  What  must  we  understand 
about  these  people  to  provide  them 
with  appropriate  medical  care? 

Large  numbers  of  refugees  from 
Southeast  Asia  were  first  admitted  to 
the  United  States  in  1975.  That  year 
alone  brought  130,000  refugees.1 
These  first  refugees  were  generally 
well-educated,  young  urban  dwellers 
of  Catholic  background  who  were  in 
good  health  and  in  the  company  of 
family.  They  were  kept  in  makeshift 
relocation  centers  at  military  bases 
where  they  were  given  physical  ex- 
aminations and  where  they  studied 
English  until  they  found  sponsors  to 
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assist  in  their  resettlement.2  This 
group  of  refugees  has  had  to  deal 
with  immense  psychologic  trauma 
and  stress;  however,  it  has  not  troub- 
led the  American  health  care  system 
to  the  extent  that  the  subsequent 
groups  of  refugees  have.2 

The  next  group  of  refugees  from 
Southeast  Asia  began  arriving  in  the 
United  States  in  1979.  This  group 
reflected  the  Vietnam  invasion  in 
Cambodia  in  January  1979  and  an 
anti-Sinitic  policy  of  the  government 
in  Vietnam,  as  well  as  new  military  of- 
fenses against  the  hill  people  of  Laos. 
From  Jan  1,  1979,  to  the  present, 
hundreds  of  thousands  of  refugees 
from  Southeast  Asia  resettled  in  the 
United  States.  This  group  differs  con- 
siderably from  the  first  group  and 
from  the  general  US  population.  It  is 
usually  referred  to  as  the  “second 
wave”  of  refugees  from  Southeast 
Asia.3  It  is  heterogeneous  in  national 
origin,  ethnic  identity,  religion,  lan- 
guage facility,  literacy,  urban-rural- 
hill  background  and  health  status.2 

Second  wave  refugees  are  gener- 
ally less  well-educated,  less  literate, 
less  familiar  with  Western  thought 


and  institutions,  less  facile  in  English 
and  less  healthy  than  those  in  the 
first  wave.4 

Census  figures  indicate  that  there 
are  more  than  24,000  refugees  of 
Southeast  Asian  descent  in  Wiscon- 
sin.5 Inevitably,  this  number  will  in- 
crease as  other  refugees  arrive,  some 
relocating  from  other  parts  of  the 
United  States  and  others  arriving 
directly  from  refugee  camps.4 

Misunderstandings  frequently 
occur  when  several  cultures  co-ex- 
ist.6 The  Southeast  Asian  population 
in  the  United  States  are  refugees  and, 
by  definition,  are  involuntary  immi- 
grants. Their  expatriation  was  unex- 
pected, and  their  departure  from  their 
homeland  was  precipitous.7To  begin 
to  understand  the  Southeast  Asian 
immigrant  as  a patient,  physicians 
should  have  an  awareness,  even  if 
sketchy,  of  the  history  of  the  South- 
east Asian  immigrants,  their  cultural 
and  religious  beliefs,  and  their  con- 
cept of  health  and  health  practices. 
All  of  these  factors  may  serve  as  bar- 
riers in  their  ability  to  receive  health 
care  in  this  country.8'9 

What  follows  is  a brief  interdisci- 
plinary discussion  of  the  Southeast 
Asian  refugee.  In  particular,  we  ana- 
lyze the  doctrine  of  consent  to  treat- 
ment in  a medical  setting  and  the 
Southeast  Asian  refugee’s  hesitancy 
to  give  consent,  sometimes  even  in 
emergencies.3 

Continued  on  next  page 
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Continued  from  preceding  page 
Cultural  background 
The  refugees’  tribal  culture  is  dem- 
onstrated in  many  ways,  including 
their  belief  in  Shamans,  their  ten- 
dency toward  passivity,  the  Chinese 
medicinal  influence,  their  belief  in 
reincarnation,  their  animistic  beliefs, 
the  Buddhist  influence  and,  perhaps 
most  importantly,  their  extended  clan- 
type  families.10  This  group  of  refu- 
gees is  composed  of  a variety  of  eth- 
nic groups,  languages,  religious  be- 
liefs, economic  and  educational  dif- 
ferences, as  well  as  various  influence 
of  several  foreign  powers.9 

Language  barriers.  The  refugees  have 
fled  from  three  countries  of  mainland 
Southeast  Asia:  Cambodia,  Laos,  and 
Vietnam.2  The  three  major  ethnic 
groups  of  immigrants  represent  at 
least  four  different  languages,  some 
with  several  dialects.11  Each  nation- 
ality has  its  own  language.  Most  Viet- 
namese share  a single  national  lan- 
guage which  is  polytonal,  monosyl- 
labic, and  transcribed  into  the  Roman 
alphabet.  There  are,  however,  a large 
number  of  Chinese  ethnic  Vietnam- 
ese who  speak  an  ethnic  mixture  of 
many  groups.  Lao  is  the  predominant 
language  in  the  low  lands;  however, 
the  hill  tribes,  such  as  the  Hmong, 
the  Kha  or  the  Yao,  speak  only  their 
own  dialects  and  often  do  not  under- 
stand the  dialects  of  other  Laotians.2 

Religious  beliefs.  The  practice  of 
medicine  for  some  refugees,  particu- 
larly the  Hmong,  is  inseparable  from 
religion.  Sickness  is  believed  to  come 
from  the  w-rath  of  their  gods.  A physi- 
cian, then,  is  a priest  who  negotiates 
with  the  gods  to  remove  or  alleviate 
sickness.10  Physician-priests,  or  Sha- 
mans, are  believed  to  have  superhu- 
man powers  because  of  their  capacity 
to  influence  the  gods.  The  gods  are 
blamed  in  the  event  that  a patient  fails 
to  recover,  thereby  preserving  the 
reputations  and  the  need  for  priest- 
healers.10 

Although  most  of  the  Shamans  are 
believed  to  have  stayed  in  Laos,  the 


heritage  of  belief  and  external  causes 
of  health  and  sickness  persist.10  It  is 
manifested  in  the  Lao  hill  people’s 
mistrust,  fear  and  incomprehension 
of  modern  medical  procedures.  Of- 
ten, the  best  physician  is  defined  as 
the  one  who  intrudes  on  the  body  the 
least.10  There  is  variation  by  ethnic 
groups  in  the  degree  to  which  medi- 
cine is  associated  with  religion  and  to 
which  medical  intrusion  in  the  body 
is  shunned.10 

The  Buddhist  influence  makes  the 
Hmong  appear  impassive,  stoic,  and 
reluctant  to  express  strong  emotions.2 
Physical  pain  and  suffering  are  either 
ignored  or  attributed  to  one’s  inabil- 
ity to  be  righteous  rather  than  to 
physical  illness.2  American  health 
services  personnel  have  noted  this 
stoicism  in  their  Southeast  Asian 
patients  by  reporting  that  they  rarely 
appear  desperate  or  depressed,  but 
seem  reasonably  content  in  spite  of 
their  condition.  That  is,  they  have  the 
“good  patient  look.”12 

Animistic  belief  combined  with 
Buddhism  remains  a very  strong  in- 
fluence among  the  hill-tribe  people, 
especially  of  Laos.  Superstitious  prac- 
tices and  beliefs  in  gods,  demons, 
and  evil  spirits  are  a way  of  life.13 
String  tying,  for  example,  is  a belief 
often  practiced,  in  which  a cord  is  tied 
around  the  wrist  to  enable  a patient  to 
communicate  with  the  spirit  of  de- 
ceased ancestors  to  obtain  their  bene- 
ficial protection.10 

The  family.  The  family  is  extremely 
important  in  Southeast  Asian  cultures 
and  it  remains  so  in  the  United  States. 
In  Vietnam,  Cambodia,  and  Laos  the 
family  is  patriarchal.  The  Hmong 
families  tend  to  be  large,  extended, 
and  sometimes  polygamous.10  Deci- 
sions to  seek  medical  care  and  the 
extent  of  medical  care  provided  are 
often  made  by  the  eldest  member  of 
the  family  or  by  the  leader  of  the 
clan.10 

Southeast  Asians  tend  to  define 
themselves  primarily  as  a member  of 
a family.  The  family  is  responsible  for 
all  important  decisions  and  individ- 


ual actions.  A person’s  behavior, 
accordingly,  reflects  shame  or  honor 
on  the  entire  family  to  a far  greater 
extent  than  in  the  western  cultures.2 
Even  in  the  United  States,  large  net- 
works of  groups  related  by  descent 
and  marriage  are  maintained  by  the 
Southeast  Asian  refugee  as  security 
against  an  uncertain  future.10 

Traditional  medicine.  In  Southeast 
Asia,  there  are  many  theories  to 
explain  why  illnesses  occur.  The 
Southeast  Asian  explanation  is  that 
an  illness  is  a direct  result  of  a hypo- 
thetical, noxious  element  which  en- 
ters the  body  and  must  be  exuded 
before  health  can  be  restored.12  Tra- 
dition dictates  which  folk  remedy  is 
the  most  appropriate  for  a particular 
illness.  To  the  uninformed  westerner, 
some  of  these  folk  remedies  may 
appear  to  be  an  act  of  neglect  and 
violence  rather  than  healing.1 

Because  of  the  pervasive  influence 
of  China  on  the  development  of  the 
peoples  of  Southeast  Asia,  Chinese 
medical  tenets  and  practices  have 
influenced  the  belief  systems  of  most 
people  from  the  area.  Chinese  folk 
remedies  that  are  widely  practiced 
among  the  Southeast  Asians  include 
modifications  of  acupuncture,  mas- 
sage, herbal  concoctions  and  poul- 
tices, and  the  dermabrasion  practices 
of  cupping,  pinching,  rubbing,  and 
burning.14 

The  biomedical  drive  to  prolong 
life  conflicts  with  the  general  South- 
east Asian  preference  for  quality  of 
life  over  length  of  life  because  of  the 
expectation  of  less  suffering  in  one’s 
next  reincarnation.  Because  of  this 
expectation,  many  Southeast  Asians 
seem  to  give  up  on  relatives  who  are 
severely  injured  but  survive  an  acci- 
dent, or  on  infants  requiring  inten- 
sive care.12 

Many  Southeast  Asians  distrust 
hospitals  as  well  as  physicians.  Some 
refugees  believe  that  surgery  is  the 
prelude  to  an  imminent  death,  as 
cutting  the  flesh  disrupts  harmony 
and  is  an  act  of  last  resort. 

Southeast  Asian  refugee  patients 
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often  cope  with  uncertainty  and  au-  t 
thority  in  a way-passive  obedience-  \ 
that  is  consonant  with  their  cultural  r 
heritage  but  frustrating  to  health  care  t 

professionals.  Asking  patients  to  t 
explain  the  issue  at  hand  as  they  see  £ 
it  can  reduce  their  passive-obedient  i 
behavior.10  t 

A large  proportion  of  the  adults  in  r 
the  second  wave  of  refugees  speak 
only  minimal  English,  know  very  little  1 
about  our  health  care  system,  and  1 
continue  to  take  care  of  their  health  r 
as  they  did  in  Southeast  Asia  where  c 
few  had  access  to  health  care  facili-  c 
ties.12  Physicians  who  do  care  for  i 
them,  for  instance  in  emergencies,  \ 
are  often  frustrated  by  noncompre-  t 

hension  and  noncompliance.15  This 
is  often  demonstrated  through  the  r 
refusal  of  consent  prior  to  surgical  i 
procedures.16 

Obtaining  a Southeast  Asian  refu-  \ 

gee  patient’s  consent  prior  to  under-  < 
taking  a medical  procedure  is  often  a 
difficult,  because  cultural  differences 
and  health-related  concepts  some-  ( 
times  cannot  be  simply  translated  lin-  t 

guistically.  Frequently,  values  of  1 
medicine  conflict  with  those  of  the  s 
patient’s  culture.15  Any  invasive  pro-  ; 
cedure  is  frightening  and  may  be  ] 
believed  to  have  long  lasting  and  multi-  I 
effects.  The  prospect  of  surgery  can  1 
be  terrifying.8  There  is  a great  fear  of 
mutilation  among  the  refugees  which  ] 
stems  from  a widespread  belief  among 
their  dominant  religion  that  souls  are  < 

attached  to  different  parts  of  the  body  1 

and  can  leave  the  body  causing  ill-  1 
ness  or  death.  This  fear  of  mutilation  i 
extends  through  death,  so  that  few  i 
Southeast  Asians  consent  to  autopsy.9  i 

] 

Informed  consent  i 

Although  Southeast  Asians  are  immi-  1 

grants  to  Wisconsin,  the  laws  of  i 
Wisconsin  apply  to  them.  Under  the  i 

doctrine  of  informed  consent,  the  ; 

patients’  mere  consent  to  treatment 
is  no  longer  regarded  as  adequate  au-  ; 

thorization  for  physicians  to  proceed. 
Instead,  physicians  must  now  obtain 
the  patients’  “informed”  consent.17 
The  patients  must  be  informed  about 
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the  treatment  before  their  consent  is 
valid.  They  must  be  informed  of  the 
nature  and  purpose  of  the  proposed 
treatment,  the  likelihood  of  success, 
the  hazards  of  the  procedure,  and  any 
alternative  form  of  treatment. 17  There 
is,  in  other  words,  not  merely  a duty 
to  obtain  consent  but  also  a duty  to 
make  disclosure. 

The  informed  consent  doctrine  is 
based  on  the  notion  that  the  patient 
has  the  right  to  exercise  decision- 
making power  over  proposed  medi- 
cal treatment.  In  theory,  the  doctrine 
of  informed  consent  has  become  one 
in  which  the  doctor  proposes  and  the 
patient  assents  or  refuses  medical 
treatment.18 

The  law  recognizes  that  the  strict 
requirements  of  informed  consent 
may  be  modified  or  even  dispensed. 
The  exceptions  to  informed  consent 
which  have  developed-for  emergen- 
cies, for  incompetent  patients,  for 
waiver,  and  for  therapeutic  privilege- 
-relieves  the  physician  of  either  the 
duty  of  disclosure  or  the  duty  of  ob- 
taining consent,  and  sometimes 
both.18  These  exceptions  reflect  the 
strong  emphasis  that  society  gener- 
ally, and  the  medical  profession  in 
particular,  place  on  health  and  upon 
the  responsibility  of  the  medical  pro- 
fession to  promote  health.18 

Refusal  of  treatment 

The  law  of  informed  consent  is  based 
on  two  premises.  First,  that  a patient 
has  the  right  to  receive  sufficient  in- 
formation to  make  an  informed  con- 
sent about  the  treatment  recom- 
mended; and  second,  that  the  patient 
may  choose  to  accept  or  decline  the 
physician’s  recommendations.19  The 
decision  involves  a variety  of  alterna- 
tive forms  of  care,  including  no  treat- 
ment at  all.  The  right  to  refuse  treat- 
ment can  be  qualified  by  court  orders 
and  legislation.20 

A competent  adult  patient  has  the 
right  to  refuse  treatment  even  if  most 
reasonable  patients  would  accept 
treatment  in  the  circumstances.  This 
right  is  not  absolute.  The  state’s  in- 
terest is  overriding  in  some  situations 


involving  parental  refusal  of  treatment 
for  their  children  and  also  in  some 
situations  involving  pregnant  women 
who  refuse  certain  treatment  that  is 
necessary  for  the  well-being  of  the 
unborn  child. 

It  is  not  unusual  for  physicians  to 
see  a variety  of  patients,  many  of  whom 
differ  from  his  own  racial,  cultural  or 
ethnic  background.  The  Southeast 
Asian  refugees  have  been  wrenched 
from  their  cultural  traditions  and 
moved  to  a culture  which  is  very  for- 
eign to  them.  Physicians  treating 
these  refugees  can  be  certain  that 
there  are  magicians,  witch  doctors 
and  herbal  potions  still  active  in  the 
refugee  population.  There  are  major 
cultural  barriers  to  medical  care  for 
the  refugees,  not  only  language  but 
also  markedly  different  concepts  of 
health  and  disease. 

How,  then,  do  physicians  con- 
fronted with  the  refugee  who  refuses 
certain  treatment  deal  with  the  situ- 
ation? How  may  they  educate  them- 
selves so  as  to  avoid  the  problems  of 
treatment  refusal  by  culturally  diverse 
refugees? 

Recommendations 

Well-informed  patients  are  less  likely 
to  refuse  treatment  than  those  who 
are  poorly  informed.19  Physicians  who 
are  aware  of  their  patients’  beliefs, 
values,  and  attitudes  toward  treatment 
are  more  likely  to  achieve  a positive 
patient-physician  relationship.  For 
American  health  professionals,  a 
knowledge  about  the  refugee  patient’s 
cultural  heritage,  even  if  limited, 
should  further  their  capacities  for 
empathy  and  tolerance  and  thereby 
improve  the  overall  relationship.  The 
more  physicians  learn  about  their 
patients’  cultural  backgrounds,  the 
better  able  they  will  be  to  explain 
Western  health  care-and  to  meet  the 
patients’  health  care  needs  in  mutu- 
ally acceptable  ways. 

The  following  services  should  be 
provided  in  health  care  facilities  to 
reduce  potential  barriers  between 
refugees  and  their  physicians.21 

Continued  on  page  644 
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Continued  from  page  641 
• The  Southeast  Asian  refugees  in 
Wisconsin  are  predominantly  “sec- 
ond wave”  Hmong;  however,  there 
are  also  a small  number  of  Cambo- 
dians, Vietnamese,  Laotians  and 
Chinese-Vietnamese.3  It  may  be  a 
difficult  task  to  find  an  appropriate 
interpreter  for  each  patient.  While 
some  newly  arriving  refugees  may 
speak  a little  English,  their  Eng- 
lish is  rarely  suitable  for  medical 
interviews.21 

Thus,  interpreters  are  a neces- 
sary component  of  any  health  care 
system  providing  care  for  refugees. 
Without  a trained  interpreter,  in- 
tentions to  provide  for  the  patient’s 
informed  consent  are  often 
thwarted.  Ideally,  the  interpreters 
should  be  able  to  communicate  to 
the  provider  the  refugee’s  con- 
cerns, misconceptions,  or  lack  of 
understanding  about  the  examina- 
tions and  tests  performed.  They 
should  be  able  to  inform  the  pro- 
viders about  the  refugees’  percep- 
tion of  their  health. 

Unfortunately,  trained  interpret- 
ers fluent  in  both  English  and  even 
one  of  the  Indo-Chinese  languages 
are  rare.3  In  looking  for  an  inter- 
preter, a health  care  institution 
should  try  to  find  an  interpreter  of 
the  same  sex  as  the  patient.  South- 
east Asians  may  be  extremely  re- 
luctant to  give  information-espe- 
cially  about  obstetrics  and  gyne- 
cology-through a translator  of  the 
opposite  sex.21  Additionally,  they 
may  not  want  to  express  them- 
selves through  a person  of  a differ- 
ent social  class.  Social  strata  are 
much  more  pronounced  through- 
out Southeast  Asia  than  in  the 
United  States.  As  a result,  the 
Southeast  Asians  are  very  sensi- 
tive to  class  distinctions.16 

When  talking  to  a family  group, 
it  is  considered  proper  to  address 
the  husband  or  the  eldest  male 
member  first.  This  should  be  done 
in  deference  to  his  position  as  head 
of  the  family  even  if  the  patient  is  a 
different  family  member.16 


• Health  education  activities  are  very 
important.  These  activities  should 
be  done  in  collaboration  with  both 
the  refugee  settlement  agency  and 
the  refugees’  sponsors.  There 
should  be  efforts  to  educate  refu- 
gees about  specific  diseases  and 
the  type  of  treatment  required. 
There  should  also  be  attempts  to 
help  the  refugee  understand  and 
appropriately  utilize  health  care  as 
practiced  in  this  country. 

• The  staff  of  health  care  facilities 
should  be  educated  in  the  cultural, 
religious,  and  health  beliefs  of  the 
Southeast  Asian  refugees.  In  so 
doing,  such  providers  may  avoid 
culturally  offensive  or  inappropri- 
ate practices,  as  well  as  become 
sensitive  to  those  aspects  of  their 
patients’culture  that  may  prove 
barriers  to  effective  medical  care. 

• Finally,  and  perhaps  most  impor- 
tantly, it  is  clear  that  in  situations 
that  must  be  resolved  by  court 
order,  such  as  forced  medical  in- 
terventions, a health  care  facility 
must  have  a plan  to  follow. 

A hospital  must  have  adminis- 
trative guidelines  to  be  followed 
by  the  professional  staff  in  such 
circumstances,  guidelines  that  in- 
volve the  request  for  the  cases  to 
be  heard  and  a ruling  to  be  made 
by  a court  of  appropriate  jurisdic- 
tion. Ideally,  hospitals  should  have 
an  ongoing  relationship  with  an 
attorney  or  law  firm.  At  the  same 
time,  court  intervention  for  medi- 
cal decisions  should  not  be  sought 
unless  there  is  no  other  reason- 
able alternative  available. 

In  some  refusal  cases,  there  may 
be  such  rapid  deterioration  of  the 
patient  that  time  will  not  permit  a 
hearing  by  the  judicial  authorities. 
Furthermore,  the  court  may  not 
be  willing  or  able  to  intervene  in 
such  cases.  Nevertheless,  there  is 
a need  for  the  administrative  and 
professional  staff  to  discuss  and 
plan  for  the  eventuality  of  situations 
of  this  sort. 


Conclusion 

The  Southeast  Asian  refugees-who 
have  traditionally  dealt  with  illness 
through  self-care-have  been  placed 
in  new  and  frightening  environments. 
They  do  not  understand  English,  the 
American  culture,  and  traditional 
American  religious  beliefs.  Addition- 
ally, for  a variety  of  reasons,  they 
have  shunned  Western  health  prac- 
tices. This  presents  unique  legal 
problems  to  Western  health  care 
systems. 

There  are  no  simple  solutions  to 
this  problem.  This  is  a complex  situ- 
ation encompassing  many  collateral 
issues. 
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Public  health 

The  costs  of  smoking  in  Wisconsin:  A silent  epidemic 

Mark  E.  Moss,  DDS,  Patrick  L.  Remington,  MD,  and  Dan  E.  Peterson,  MD,  Madison 


The  US  surgeon  general  has  identi- 
fied cigarette  smoking  as  the  chief 
preventable  cause  of  premature 
mortality  and  excess  morbidity  in  our 
society.1  In  1985,  more  than  390,000 
deaths  in  the  United  States  were  at- 
tributed to  cigarette  smoking. 

Efforts  to  reduce  the  health  and 
economic  impact  of  tobacco  take 
many  forms,  including  smoking  ces- 
sation programs,  youth  smoking 
prevention  curricula,  and  economic 
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and  regulatory  policies.  To  support 
these  initiatives  in  Wisconsin,  it  is 
important  to  have  information  about 
the  magnitude  of  the  health  effects  of 
smoking  in  the  state.  We  used  Wis- 
consin data  and  a software  program 
distributed  by  the  Office  on  Smoking 
and  Health  of  the  Centers  for  Disease 
Control2  to  assess  the  health  and  eco- 
nomic effects  of  smoking  in  Wiscon- 
sin. 

Smoking  Attributable  Mortality, 
Morbidity,  and  Economic  Costs,  ver- 
sion 2,  (SAMMEC)  is  a spreadsheet 
program  which  operates  within  Lo- 
tus 1-2-3.2  Smoking-attributable  frac- 
tions (SAF)  are  calculated  by  com- 
bining disease-specific  relative  risk 
estimates  for  smoking  (RR)  with  state- 
specific  smoking  prevalence  esti- 
mates (p) : SAF  = (p(RR-l))/(l+p(RR- 

D). 

These  fractions  represent  the 
percentage  of  deaths,  diseases,  or 
health  care  costs  which  are  due  to 
smoking  (eg  83%  of  lung  cancer  is 
due  to  smoking) . The  SAFs  are  multi- 
plied by  the  number  of  deaths  and 
amount  of  health  care  expenditures 


in  the  state  to  determine  the  smok- 
ing-attributable mortality,  morbidity, 
and  economic  costs  for  Wisconsin. 

In  our  analysis,  we  used  1988 
Wisconsin  mortality  data.  The  health 
care  expenditure  data  were  from  the 
Health  Care  Financing  Administra- 
tion.2 Smoking  prevalence  data  for 
Wisconsin  were  from  the  1989  Cur- 
rent Population  Survey.  The  disease- 
specific  relative  risk  estimates  were 
from  the  1989  surgeon  general’s 
report,  as  determined  by  the  Ameri- 
can Cancer  Society’s  Cancer  Preven- 
tion Study  II.1 

Both  direct  and  indirect  costs  were 
included  in  our  estimates  of  the  eco- 
nomic costs  of  smoking.  Direct  health 
care  costs  are  the  costs  of  detection, 
treatment,  and  rehabilitation  related 
to  smoking-attributable  disease. 
These  direct  costs  include  hospitali- 
zation, physician  services,  services  of 
other  health  practitioners,  nursing 
home  care,  and  drugs.  Indirect  costs 
of  smoking  are  the  value  of  the  in- 
come or  productivity  lost  when  smok- 
ing-related illness  and  death  result  in 

Continued  on  page  648 
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time  away  from  work  and  other  pro- 
ductive activities.  Intangible  costs, 
such  as  pain  and  suffering,  are  not 
included. 

Table  1 shows  the  smoking-attrib- 
utable mortality  for  Wisconsin  for 
1988  by  disease  and  Table  2 summa- 
rizes these  data  by  major  cause  group. 
In  1988, 7,900  deaths  were  estimated 
to  have  been  caused  by  smoking. 
Forty-two  percent  of  all  lung  disease 
deaths  in  the  state  were  attributable 
to  cigarette  smoking,  followed  by  25% 
of  cancer  deaths,  18%  of  cardiovascu- 
lar disease  deaths,  and  6%  of  perinatal 
deaths.  Of  the  smoking-attributable 
deaths,  nearly  half  were  due  to  heart 
disease  (47%),  a third  from  cancer 
(31%),  and  a fifth  from  lung  diseases 
(21%).  In  1988,  smoking-attributable 
direct  health  care  costs  in  Wisconsin 
were  estimated  to  have  been  $303 
million,  about  $335  for  every  smoker. 
The  indirect  cost  estimated  for  smok- 
ing-related deaths  and  illnesses  was 
$564  million:  $99  million  in  indirect 
morbidity  costs  and  $465  million  in 
indirect  mortality  costs.  Overall,  the 
economic  impact  of  smoking  in  Wis- 
consin in  1988  was  estimated  to  have 
been  $868  million. 

Comment 

The  magnitude  of  the  smoking  epi- 
demic in  Wisconsin  is  staggering. 
Smoking  accounts  for  nearly  one  out 
of  every  five  deaths  in  the  state.  Every 
day,  20  people  die  from  smoking-re- 
lated illnesses.  Every  year,  more 
people  die  from  smoking  than  live  in 
cities  such  as  Fox  Point,  Portage, 
Rhinelander,  Rice  Lake,  Shawano,  or 
Stoughton.  And  yet  this  silent  epi- 
demic rarely  receives  the  attention  it 
deserves  in  the  media  or  in  the  pub- 
lic’s eye. 

Nearly  half  of  all  Wisconsin  adults 
who  ever  smoked  cigarettes  have  quit 
Unfortunately,  about  1 million  ado- 
lescents and  adults  continue  to  smoke 
cigarettes.  Nicotine  addiction  is,  un- 
doubtedly, a major  reason  for  this. 

Continued  on  page  651 


Table  l.-Smoking  attributable  causes  of  death,  Wisconsin,  1988. 


Smoking  Smoking 


Cause  of  death 

ICD-9  code 

Total 

Deaths 

attributable 

fraction 

attributable 

deaths 

Cancer  deaths* 

lip,  oral  cavity 

140-149 

150 

76% 

114 

esophagus 

150 

186 

73% 

136 

pancreas 

157 

446 

22% 

97 

larynx 

161 

51 

78% 

40 

lung 

162 

2295 

83% 

1895 

uterine  cervix 

180 

59 

27% 

16 

bladder 

188 

235 

38% 

89 

kidney 

189 

247 

32% 

78 

Cardiovascular  deaths* 

rheumatic  heart  disease 

390-398 

117 

15% 

17 

hypertension 

401-404 

462 

15% 

70 

ischemic  heart  disease 

410414 

11493 

19% 

2188 

other  heart  disease 

415417,420429 

3354 

17% 

582 

cerebrovascular 

430438 

3383 

15% 

492 

atherosclerosis 

440 

423 

35% 

146 

other  arterial  disease 

441448 

536 

41% 

218 

Lung  disease  deaths* 

pneumonia/influenza 

480487 

1797 

24% 

427 

respiratory  TB 

010-018 

17 

29% 

5 

bronchitis/emphysema 

491492 

350 

80% 

281 

asthma 

493 

79 

23% 

18 

chronic  airways  obstr 

496 

1158 

80% 

924 

Perintatal  conditions** 

low  birth  weight 

765 

31 

16% 

5 

resp  distress  syndrome 

769 

41 

17% 

7 

resp  condition  newborn 

770 

46 

15% 

7 

SIDS 

798.0 

135 

11% 

15 

Other  conditions*** 

bum  deaths 

E890-E899 

74 

45% 

33 

* Ages  35+ 
**  Ages  0-1 
***  All  ages 


Table  2.-Summary  of  smoking  attributable  causes  of  death,  Wisconsin,  1988. 


Cause  of  death 
Cancer 

Cardiovascular  disease 
Lung  disease 
Perinatal  conditions 
Other  conditions 
All  causes 


ICD-9  code 

Total 

deaths 

140-239 

9908 

390459 

20141 

460-519,010018 

3911 

* 

592 

* * 

8427 

42979 

Smoking 

Percent 

attributable 

due  to 

deaths 

smoking 

2465 

25% 

3713 

18% 

1655 

42% 

34 

6% 

33 

<1% 

7900 

18% 

* Includes  all  deaths  under  1 year  of  age. 
**  Includes  all  other  causes  of  death. 
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Effective  treatment  of  nicotine  addic- 
tion can  be  complex  and  requires  an 
understanding  of  both  the  pharma- 
cologic and  behavioral  aspects  of  the 
condition.  Physicians  have  the  ability 
to  provide  this  treatment  in  a profes- 
sional and  direct  manner.  By  helping 
patients  to  stop  smoking,  physicians 
can  play  a vital  role  in  reducing  the 
number  of  smoking-related  deaths 
and  associated  health  care  costs  . 
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Series  coordinators 

The  Wisconsin  Division  of  Health’s 
Henry  Anderson,  MD,  chief  of  the  Sec- 
tion of  Environmental  and  Chronic  Dis- 
ease Epidemiology,  and  Patrick  Reming- 
ton, MD,  are  coordinating  this  series  for 
the  Wisconsin  Medical  Journal.  The 
National  Cancer  Institute  and  the  Wis- 
consin Division  of  the  American  Cancer 
Society  are  jointly  sponsoring  a training 
program  for  physicians  entitled,  “How 
to  Help  Your  Patients  Stop  Smoking.” 
This  informative  program  provides  phy- 
sicians with  a brief  and  effective  inter- 
vention for  smoking  patients.  For  more 
information  on  this  program,  contact 
Michael  C.  Fiore,  MD,  through  the 
American  Cancer  Society  in  Madison, 
Wisconsin  (608-249-0487). 


OCI  warns  physicians  of  unapproved  medical  malpractice  solicitations 


Robert  Haase,  the  Wisconsin  com- 
missioner of  insurance,  recently 
announced  that  some  medical  mal- 
practice companies  are  marketing 
coverages  that  do  not  comply  with 
Wisconsin’s  medical  malpractice  in- 
surance requirements.  State  law  re- 
quires physicians  in  private  practice, 
hospitals,  and  certain  other  health 
care  providers  to  maintain  coverage 
for  medical  malpractice.  A provider 
must  purchase  the  first  $400,000  of 
coverage  from  an  insurer  authorized 
to  do  business  in  Wisconsin.  The 
Patient’s  Compensation  Fund,  sup- 
ported by  provider  fees,  provides 
coverage  for  claims  that  are  in  excess 
of  the  first  $400,000. 

“Private  insurers  and  the  Wiscon- 
sin Health  Care  Liability  Insurance 
Plan  must  submit  their  policy  forms 
to  the  commissioner’s  office  for  ap- 
proval and  cannot  market  them  un- 


less they  are  approved,”  said  Haase. 
“Health  care  providers  must  show 
proof  that  they  are  covered  by  an 
approved  policy  in  order  to  practice 
in  the  state.” 

Physicians  who  purchase  unap- 
proved policies  are  in  violation  of  state 
law  and  can  have  their  licenses  sus- 
pended until  they  show  proof  of  proper 
coverage.  In  addition,  providers  who 
purchase  unapproved  policies  may 


end  up  having  to  pay  for  double  cov- 
erage-the  premiums  paid  for  the  un- 
approved policies  and  the  premiums 
paid  to  secure  approved  policies. 

Prior  to  purchasing  a policy  from  a 
new  or  unfamiliar  company,  Haase 
suggests  that  physicians  contact  the 
OCI  at  608-266-3585  to  determine  if 
the  company  is  licensed  and  if  the 
policy  is  approved..) 


Death  is  forever. 

THE  AMERICAN  HEART 
ASSOCIATION 
VtFlVtnWlAI  PRfT.RAM. 

Heart  disease 
doesn't  have  to  be. 

American  Heart  Association 

This  space  provided  as  a public  service 
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Over-the-phone  consultations. 

Free. 


Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


MEDICAL  DDM 

WISCONSIN  I IVil 

PHYSICIAN  RESOURCE  NETWORK® 

1-800-472*3660 

MILWAUKEE  • 25  9-  3660 


Organizational 


Board  of  Directors  takes  action 


At  the  October  meeting  of  the  SMS 
Board  of  Directors,  the  Board,  on  a 
recommendation  of  the  Physicians 
Alliance  Commission,  adopted  a pro- 
posal to  seek  state  funding  for  a por- 
tion of  medical  liability  insurance 
costs,  particularly  in  the  Patients  Com- 
pensation Fund.  The  proposal  seeks 
to  stem  further  cost  increases  for  all 
physicians  while  placing  special 
emphasis  on  reducing  premium  costs 
for  physicians  providing  obstetric 
care,  with  possible  future  expansion 
to  specialty  areas  where  high  liability 
costs  contribute  to  patient  access 
problems. 

In  other  matters,  the  Board  voted 
to  seek  increases  in  Medicaid  reim- 
bursement for  all  physicians’  serv- 


ices to  levels  which  will  be  adequate 
to  cover  costs  and  which  will  reduce 
the  severe  financial  penalties  physi- 
cians now  face  in  caring  for  Medicaid 
patients.  The  Board  also  approved  a 
policy  statement  from  the  Commit- 
tee on  Alcoholism  and  Other  Drug 
Abuse  (AODA)  which  solicits  help 
from  the  State  Council  on  Alcohol 
and  Other  Drug  Abuse  and  the  Office 
of  the  Commissioner  of  Insurance  to 
address  problems  with  insurer  prac- 
tices with  respect  to  reimbursement 
for  mental  health  and  AODA  serv- 
ices. 

The  Board  heard  from  AMA  Vice 
Speaker  of  the  House  Daniel  H. 
Johnson  Jr,  MD,  who  spoke  on  Health 
Access  America.  Marvin  Parker,  MD, 


of  Racine,  was  sworn  in  as  a Board 
member  for  District  1,  replacing 
Huron  L.  Ericson,  MD. 

In  support  of  an  AMA  initiative, 
the  Board  recommended  that  a letter 
be  written  to  President  Bush  calling 
for  the  resignation  of  Health  and 
Human  Services  Inspector  General 
Richard  Kusserow,  stating  he  has  not 
acted  fairly  and  responsibly  in  Medi- 
caid and  Medicare  fraud  investiga- 
tions against  physicians.  The  letter 
came  in  reaction  to  a segment  on 
“Prime  Time  Live”  which  focused  on 
several  physicians  whose  careers  had 
been  destroyed  or  reputations  tar- 
nished because  of  fraud  or  incompe- 
tence charges.  □ 


Members  of  congressional  delegation 
share  concerns  on  CLLA  regulations 

In  recent  letters  to  the  SMS  President  Roger  von  Heimburg,  MD,  of  Green  Bay,  four  members  of  the  Wisconsin 
congressional  delegation  have  assured  the  SMS  membership  that  they  are  following  the  Health  Care  Financing  Admini- 
stration’s (HCFA)  proposed  regulations  regarding  the  Clinical  Laboratory  Improvement  Amendments  of  1988  (CLIA 
‘88)  and  share  the  Society’s  concerns  about  the  potential  deleterious  effect.  Among  those  members  who  have  responded 
are  US  Sen  Robert  Hasten  and  US  Rep  Robert  Kastenmeier,  Rep  David  Obey  and  Rep  Thomas  Petri. 

“Specifically,  I am  worried  about  the  implications  of  these  requirements  on  patient  access  to  timely,  affordable,  and 
convenient  laboratory  testing,”  wrote  Hasten.  “I  believe  these  regulations,  if  implemented  as  proposed,  may  force  the 
closure  of  some  laboratories  and  the  severe  curtailment  of  the  services  available  to  others.” 

Hasten  said  that  he  had  contacted  HCFA  to  express  his  concerns,  and  has  urged  a careful  reexamination  of  the  current 
proposals.  “I  believe  it  is  essential  that  HCFA  maintain  the  intent  of  CLIA  88-promoting  quality-without  harming  the 
clinical  laboratory  services  available  to  patients. ”□ 


Wisconsin  Medical  Journal  • November  1990 


653 


PartnerCare  expansion  continues 


Dr  Roger  L von  Heimburg,  SMS  president,  announces  the  expansion  of  the  PartnerCare 
program  at  a Madison  press  conference.  Seated,  from  left  to  right,  are  Tom  Frazier, 
executive  director  of  the  Coalition  of  Wisconsin  Aging  Groups;  Mark  Bugher,  secretary  of 
the  Wisconsin  Department  of  Revenue;  and  Thomas  L Adams,  CAE,  SMS  secretary- 
general  manager. 


In  October,  the  SMS,  the  Coalition  of 
Wisconsin  Aging  Groups  and  the 
Department  of  Revenue  held  a joint 
press  conference  in  Madison  at  the 
Madison  Senior  Center  to  announce 
the  enrollment  of  more  than  133,000 
low-income  senior  citizens  in  the 
PartnerCare  program.  The  additional 
senior  citizens  are  the  result  of  a 
cooperative  effort  between  the  SMS 
and  the  Coalition  with  the  Depart- 
ment of  Revenue.  Act  294  directs  the 
Department  of  Revenue  to  identify 
senior  citizens  through  the  Home- 
stead Tax  Credit  program  and  send 
them  enrollment  cards. 

“The  program  has  been  widely 
accepted  by  physicians  across  the 
state  and  has  helped  thousands  of 
senior  citizens  get  basic  health  care,” 
said  SMS  President  Roger  von  Heim- 
burg, MD,  of  Green  Bay.  “It  became 
apparent,  however,  that  we  needed  to 
expand  the  program  to  reach  a larger 
group  of  senior  citizens,  that  is  why 
we  accepted  the  help  of  the  Depart- 
ment of  Revenue.” 

Currently,  more  than  6,775  physi- 
cians, located  in  every  county  and 
representing  nearly  every  specialty, 
accept  assignment  on  low-income 


elderly.  PartnerCare,  officially 
launched  in  1987,  is  a voluntary 
Medicare  assignment  program  which 
benefits  low-income  senior  citizens. 
Its  purpose  is  to  ensure  access  to 
quality  health  care  for  Wisconsin’s 
senior  citizens.  In  the  program,  Wis- 
consin physicians  agree  to  accept 
Medicare  assignment  on  eligible  par- 
ticipants. 

"This  underscores  the  State  Medi- 
cal Society’s  commitment  to  provid- 


ing access  to  quality  health  care  for 
all  Wisconsin  residents,”  said  Dr  von 
Heimburg. 

Low-income  senior  citizens  have 
been  asked  to  direct  their  questions 
about  PartnerCare  to  the  county  ag- 
ing offices  and  their  family  physicians. 
Alist  of  county  aging  office  telephone 
numbers  was  published  in  Medigram 
in  October  and  can  be  obtained  from 
the  SMS  Division  of  Medical  Policy 
and  Practice^ 


Highlights  from  the  fall  medical  issues  conference 


Daniel  H.  Johnson  Jr,  MD,  the  key- 
note speaker  at  the  fall  medical  is- 
sues conference  in  October,  spoke 
on  “The  future  of  medicine:  The 
choice  facing  Americans.”  He  out- 
lined three  critical  health  care  issues: 
cost,  access  and  quality  of  health  care. 
Dr  Johnson  encouraged  physicians 
to  address  the  weaknesses  in  our 
current  health  care  system  while 
building  on  its  strengths.  He  also 
lauded  the  AMA  Health  Access 
America  proposal  which  is  a 16-point 


plan  to  improve  access  to  affordable, 
quality  health  care. 

Rep  Mary  Panzer  (R-West  Bend), 
Kermit  Newcomer,  MD,  and  James 
Wood  of  Wood  Communications 
Group,  discussed  the  current  plight 
of  the  uninsured.  Dr  Newcomer,  a 
member  of  the  AMA  Council  on 
Medical  Services,  said  the  council  is 
studying  innovative  approaches  to 
financing  insurance  that  could  allow 
for  a cooperative  venture  between 
the  public  and  private  sectors.  Rep 


Panzer  said  she  hoped  to  make  gains 
in  the  upcoming  legislative  session, 
but  felt  the  issue  would  be  approached 
in  a “piecemeal  fashion.” 

Other  speakers  included  Depart- 
ment of  Health  and  Social  Services 
Secretary  Pat  Goodrich,  who  spoke 
to  the  group  on  the  future  of  Medi- 
caid, and  Matt  Pommer,  a govern- 
ment reporter,  who  gave  a wry  look  at 
Wisconsin  politics  and  explained  how 
politics  can  affect  the  direction  of 
health  policies.a 


654 


Wisconsin  Medical  Journal  • November  1990 


Physician  briefs 


The  * indicates  a member  of  the  SMS. 

William  H.  Ranum,  MD,*  ofWau- 
nakee,  recently  joined  the  Dean 
Medical  Center  in  Waunakee.  Dr 
Ranum  received  his  degree  from  the 
University  of  Wisconsin  School  of 
Medicine.  He  completed  his  resi- 
dency at  St  Marys  Hospital  Medical 
Center. 

Charles  Engel,  MD,*  ofGreendale, 
was  named  medical  director  of  the 
Division  of  Addiction  Medicine  at  Mil- 
waukee Psychiatric  Hospital  in 
Wauwatosa.  A certified  specialist  in 
addiction  medicine,  Dr  Engel  has 
been  medical  director  of  the  hospi- 
tal’s Dewey  Center  since  1984  and 
maintains  a private  practice  with 
Addictive  Disease  Medical  Consult- 
ants in  Wauwatosa. 


Paul  D.  Dembach,  MD,*  of  Apple- 
ton,  has  joined  the  La  Salle  Clinic.  Dr 
Dembach,  a neurosurgeon,  received 
his  undergraduate  degree  from  the 
University  of  Wisconsin-Eau  Claire 
and  his  medical  degree  from  the 
Medical  College  of  Wisconsin. 

William  S.  Chamness,  MD,*  of 
Fort  Atkinson,  recently  joined  Dr 
William’s  pediatrics  office.  A gradu- 
ate of  the  University  of  Michigan, 
Ann  Arbor,  Medical  School,  Dr  Cham- 
ness will  practice  general  pediatry. 
Dr  Chamness  interned  and  completed 
his  residency  at  the  University  of  Wis- 
consin Hospital  and  Clinics. 

William  K Clanfield,  MD,*  of 

Janesville,  has  joined  the  Riverview 
Clinic.  Dr  Clanfield  is  a specialist  in 
internal  medicine.  He  received  his 
medical  degree  from  the  University 


of  Illinois-Chicago  and  completed  a 
residency  in  internal  medicine  at  the 
University  of  Iowa  Hospitals  and  Clin- 
ics. 

James  G.  Sargeant,  MD,*  of  Park 
Falls,  joined  the  medical  staff  at 
Frederic  Clinic  and  Frederic  Munici- 
pal Hospital.  Dr  Sargeant  attended 
Marquette  University  for  his  medical 
degree.  Dr  Sargeant’s  internship  was 
in  general  surgery  at  St  Josephs 
Hospital. 

John  Frey,  MD,*  of  Monroe,  re- 
cently joined  the  Monroe  Clinic.  Dr 
Frey  received  his  medical  degree  from 
the  Universidad  Autonoma  de 
Guadalajara,  Mexico,  and  completed 
a pediatric  internship  and  residency 
at  Bridgeport  Hospital,  Bridgeport, 
Conn. 

Continued  on  next  page 


Secretary-general  manager 
earns  CAE  designation 

SMS  Secretary-General  Manager  Thomas  L.  Adams 
was  one  of  69  people  who  earned  the  Certified  Associa- 
tion Executive  (CAE)  designation  from  the  American 
Society  of  Association  Executives  (ASAE)  in  August. 
The  ASAE  is  an  individual  membership  society  made 
up  of  more  than  20,000  association  executives.  Its 
members  manage  leading  trade  associations  and  pro- 
fessional societies  across  the  country. 

Prior  to  certification,  applicants  are  rated  on  their 
experience  and  accomplishments  in  association  man- 
agement and  must  successfully  complete  a compre- 
hensive one-day  examination,  which  tests  general 
knowledge  of  the  association  management  profession. 
Candidates  must  have  either  5 years  experience  as  an 
association  executive  or  3 years  as  a chief  staff  execu- 
tive to  be  eligible. 

The  1990  class  brings  the  total  number  of  associa- 
tion executives  who  have  earned  CAE  designation  to 
more  than  1,700.  Among  association  professionals, 
the  CAE  is  an  indication  of  demonstrated  skill  in 
leadership,  active  community  affairs,  and  expertise  in 
association  management.^ 


YOU  CAN  HELP 
STOP  BEDWETTING 

For  a large  majority  of 
your  Enuretic  patients 

• Ethical  — prescription  only 

e Professional  — you  supervise 
treatment 

e Approximately  90  percent  effective 

e Proven  reliable  and  dependable 
bell,  pad,  and  light  system 

e Low  cost  rental  service  — $14.00 
per  week  (avg  6 week  treatment) 

e Convenient  mall  order  service 
to  the  48  states 

For  mere  information,  call  or  write: 

S.  A L.  SIGNAL  COMPANY 

Helping  Enuretic  Clients 
Since  1950 

3216  Burke  Ave.  Madison.  Wl  53714 

Phone:  608-241-8882 

Accepted  for  advertising  In  the  AMA  Journal 


Wisconsin  Medical  Journal  e November  1990 


655 


Continued  from  preceding  page 

Kirk  Jacobson,  MD,*  of  St  Croix 
Falls,  recentlyjoined  the  River  Valley 
Medical  Center.  Dr  Jacobson,  a sur- 
geon, attained  his  medical  degree 
from  the  University  of  Wisconsin 
Medical  School  and  completed  his 
residency  at  Henry  Ford  Hospital  in 
Detroit. 

Kevin  Weber,  MD,*  of  Baraboo, 
has  joined  the  Orthopedic  Special- 
ties facility  specializing  in  back,  joint 
and  extremity  pain.  Dr  Weber  attained 
his  medical  degree  from  the  Univer- 
sity ofWisconsin  Medical  School  and 
completed  his  residency  at  Beaumont 
Hospital  in  Royal  Oak,  Mich. 

Robert  Cates,  MD,*  of  Brodhead, 
recentlyjoined  the  Brodhead  Branch 
of  the  Monroe  Clinic.  Dr  Cates,  a 
family  practitioner,  earned  his  medi- 


cal degree  from  the  University  of 
Wisconsin  Medical  School  and  com- 
pleted his  residency  at  the  Moses  H. 
Cone  Memorial  Hospital  in  Greens- 
boro, NC. 

Karen  Beimbom,  MD,*  of  Apple- 
ton,  recentlyjoined  the  La  Salle  Clinic. 
A family  practitioner,  Dr  Beimbom 
earned  her  medical  degree  from  the 
Medical  College  of  Wisconsin.  She 
completed  her  residency  at  St  Lukes 
in  Milwaukee. 

Wayne  Rusin,  MD,*  of  Neenah, 
recently  joined  the  La  Salle  Clinic 
Pediatrics  Department.  Specializing 
in  behavioral  pediatrics,  Dr  Rusin 
received  his  medical  degree  from  the 
University  of  Minnesota  in  Minnea- 
polis and  served  his  residency  and 
fellowship  training  at  the  University 
of  Minnesota  Affiliated  Hospitals. 


Michael  Bauer,  MD,*  ofWaupaca, 
recently  began  a family  practice  at 
the  Waupaca  Family  Medicine  Asso- 
ciates. Dr  Bauer  received  his  medical 
degree  from  the  University  of  Minne- 
sota Medical  Schools  at  Duluth  and 
Minneapolis  and  did  his  internship  at 
Marquette  General  Hospital  before 
completing  residency  in  Mahnomen, 
Minn. 

M.  Scott  Magee,  MD,*  of  Appleton, 
recently  joined  the  La  Salle  Clinic 
Endocrinology  and  Metabolism 
Department.  Specializing  in  the  diag- 
nosis and  treatment  of  diabetes,  Dr 
Magee  received  his  medical  degree 
from  Ohio  State  University  in  Colum- 
bus and  completed  his  residency  and 
fellowship  training  at  Milton  S.  Her- 
shey  Medical  Center  in  Hershey, 
Penn. 

Teofilo  0.  Odulio,  MD,*  of  Wau- 
sau, was  recently  elected  vice  chair- 
man of  the  Wausau  Center  Board  of 
Directors.  A neurosurgeon,  Dr  Odu- 
lio has  been  a member  of  the  hospi- 
tal’s medical  staff  since  1972,  and  in 
1985  he  served  as  medical  staff  presi- 
dent. Dr  Odulio  earned  his  medical 
degree  from  the  University  of  the 
Phillipines,  served  his  internship  at 
Buffalo  General  Hospital,  Buffalo,  NY, 
and  his  residency  at  the  University  of 
Wisconsin. 

Roland  B.  Christian,  MD,  of  Green 
Bay,  recently  joined  the  West  Side 
Clinic  in  Green  Bay.  A gastroenterolo- 
gist, Dr  Christian  received  his  medi- 
cal degree  from  the  University  of  Iowa 
and  completed  his  internship  and 
residency  at  the  Gunderson  Clinic  in 
La  Crosse. 

Thomas  M.  Bachhuber,  MD,*  of 

Green  Bay,  recently  joined  the  West 
Side  Clinic  in  Green  Bay.  Dr 
Bachhuber,  a family  practitioner, 
received  his  medical  degree  from  the 
Medical  College  of  Wisconsin  and 
completed  a residency  at  St  Michael’s 
in  Milwaukee. 

Continued  on  page  658 
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Charity  Golf  Classic  Sponsors 

The  Charitable,  Educational  and  Scientific  Foundation  would  like  to  acknowledge  the  following 
companies  and  individuals  who  contributed  to  the  first  annual  Charity  Golf  Classic.  The  success  of  die 
event  can  be  attributed  to  the  dedication,  energy,  and  financial  commitment  of  these  sponsor 
participants: 


Abbott  Laboratories 
American  Medical  Association 
AT&T 
Bank  One 

Baraboo  Sysco  Foods 
Bev  McCord’s  World  Travel  Inc. 
Bristol-Myers  Squibb  Company 
Robert  T.  Cooney,  M.D. 

Dean  Medical  Center 

Eastman  Kodak  Copy  Products  Division 

Eli  Lilly  and  Company  Foundation 

First  Wisconsin-Madison 

Gaarder  Miller  Milwaukee,  Ltd. 

GrantThornton 

Gundersen  Clinic,  Ltd. 

FI  a worth 
Hewlett  Packard 
Hyatt  Regency-Milwaukee 
J.H.  Findorff  & Sons,  Inc. 

Lease  Associates 
Marshfield  Clinic 


M & I Hilldale 

More  Than  Computers  - Valcom,  Inc. 
Moseleys  Business  Interiors 
The  Pfister 
Pfizer,  Inc. 

Physicians  Insurance  Corporation 
Physicians  Plus  Medical  Group 
Potter  Lawson  Architects 
Quarles  & Brady 
Rorer  Pharmaceutical 
Sandoz  Pharmaceuticals 
Searle 

SMS  Holdings,  Inc. 

Syntex  Labaoratories,  Inc. 

Town  & Country  Printers 
Dr.  and  Mrs.  William  L.  Treacy 
United  Airlines 
Upjohn  Company 
Valley  Bank 

Wisconsin  Physicians  Service 


Continued  from  page  656 

Gary  Zimbric,  MD,*  of  Wausau, 
was  recently  elected  president  of  the 
medical  staff  at  Wausau  Hospital 
Center.  An  emergency  medicine 
physician,  Dr  Zimbric  received  his 
medical  degree  from  the  University 
of  Wisconsin  in  Madison,  and  served 
his  internship  and  residency  in  inter- 
nal medicine  at  La  Crosse  Lutheran 
Hospital  and  the  Gunderson  Clinic  in 
La  Crosse. 

Roland  A.  Pattillo,  MD,  of  Milwau- 
kee, professor  of  obstetrics  and  gyne- 
cology at  the  Medical  College  of  Wis- 
consin, was  named  Outstanding 
Physician  of  the  Year  at  the  annual 
Cream  City  Medical  Society  Recog- 
nition Banquet.  Dr  Pattillo  was  recog- 
nized for  his  outstanding  work  in 
gynecologic  oncology  and  his  re- 
search on  trophoblastic  diseases. 

Stewart  Metz,  MD,  of  Madison,  has 
been  appointed  professor  of  internal 
medicine,  head  of  the  endocrinology 
section  and  director  of  the  University 
of  Wisconsin  Hospital  and  Clinics’ 
Diabetes  Center.  Dr  Metz  is  a gradu- 


Obituaries 

John  B.  Hitz,  MD,  87,  of  Milwaukee, 
died  Jan  31,  1990,  in  Milwaukee.  Dr 
Hitz  was  born  July  6,  1902,  in 
Milwaukee,  and  graduated  from  the 
University  of  Pennsylvania  School  of 
Medicine.  His  internship  was 
completed  at  Philadelphia  General 
Hospital.  Dr  Hitz  was  a founder  of  the 
Eye  Institute  of  the  Medical  College 
of  Wisconsin  and  also  of  the  National 
Prevention  of  Blindness  Society  of 
Wisconsin.  He  served  as  chair  of  the 
Department  of  Ophthalmology  at 
Marquette  University  School  of 
Medicine.  He  was  a member  of  the 
Medical  Society  of  Milwaukee 
County,  the  SMS,  and  the  AMA 


ate  of  Yale  Medical  School  and  served 
his  residency  at  the  University  of 
Washington  in  Seattle. 

Steven  D.  O’Marro,  MD,*  of  Green 
Bay,  recently  joined  the  West  Side 
Clinic  in  Green  Bay.  Specializing  in 
infectious  disease,  Dr  O’Marro  re- 
ceived his  medical  degree  from  the 
University  of  Wisconsin  Medical 
School,  and  served  his  residency  at 
the  Medical  College  of  Wisconsin  Af- 
filiated Hospitals  in  Milwaukee. 

Brian  L.  Dodds,  MD,  of  Green  Bay, 
recently  joined  the  West  Side  Clinic 
in  Green  Bay.  An  otolaryngologist, 
Dr  Dodds  received  his  medical  de- 
gree from  the  University  of  North 
Dakota  in  Grand  Forks.  He  completed 
an  internship  at  the  Medical  College 
of  Wisconsin  and  a residency  at  Uni- 
versity Hospitals  in  Cleveland. 


William  Scheibel,  MD,*  of  Verona, 
a faculty  member  in  the  Department 
of  Family  Medicine  and  Practice  at 
the  University  of  Wisconsin  Medical 
School,  was  named  “1990  Family 


Surviving  are  his  widow,  Elizabeth; 
two  daughters,  Elizabeth,  of 
Nashotash,  and  Nicki  Edson,  of  New 
York;  and  a son,  Henry,  of  San 
Francisco. 

John  F.  Haug,  MD,  91,  a Milwaukee 
physician  for  more  than  50  years, 
died  July  7,  1990,  in  Milwaukee.  Dr 
Haug  was  born  March  18,  1899,  in 
Milwaukee,  and  graduated  from 
Marquette  University  School  of 
Medicine.  His  internship  was  served 
at  Lutheran  Hospital  in  Milwaukee. 
Dr  Haug  was  licensed  to  practice 
medicine  in  Wisconsin  in  1924.  He 
retired  from  his  Milwaukee  medical 


Practice  Educator  of  the  Year.”  After 
medical  school  and  residency  training 
in  Madison,  Dr  Scheibel  practiced  in 
New  Richmond  before  joining  the 
faculty  of  the  University  of  Wisconsin 
Medical  School.  He  is  also  the 
associate  professor  at  the  medical 
school  and  director  of  the  Verona 
Clinic. 

Leland  J.  From,  MD,*  of  Beloit, 
internist  with  the  Beloit  Clinic  and 
Beloit  Memorial  Hospital,  was 
recently  elected  to  Fellowship  of  the 
American  College  of  Physicians.  Dr 
From  joined  the  Beloit  Clinic  in  1981 
after  completing  his  residency  at  the 
Mayo  Clinic  in  Rochester.  He 
currently  serves  as  president  of  the 
Rock  County  Medical  Society  and  is 
past  president  of  the  medical  staff  of 
Beloit  Memorial  Hospital. 

Jonathan  Morey,  MD,  of  Mineral 
Point,  recently  joined  the  clinic  in 
Spring  Green.  Morey  attended 
Georgetown  University  and 
completed  his  residency  in 
Blanchardville.  o 


practice  in  1970.  Dr  Haug  was  a 
member  of  the  Medical  Society  of 
Milwaukee  County,  the  SMS,  and  the 
AMA  Surviving  are  his  widow,  Marie; 
one  daughter,  Maiy  Simmons,  of  New 
Berlin,  and  a son,  Thomas  of 
Manitowoc. 

John  V.  Flannery,  MD,  81,  of 

Wausau,  died  July  8, 1990,  in  Wausau. 
He  was  born  Feb  10,  1909,  in 
Greenburg,  Penn,  and  graduated  from 
Marquette  University  School  of 
Medicine  in  1933.  His  internship  was 
completed  at  St  Joseph’s  Hospital  in 
Milwaukee.  He  served  on  the  medical 
staff  of  St  Mary’s  Hospital  School  of 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  provide 
a living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin's  medical  history.  When  a memorial  gift 
is  made  to  the  foundation,  the  deceased  person's  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the 
foundation  staff  at  the  SMS.u 


Nursing  and  was  a preceptor  for  the 
University  of  Wisconsin  Medical 
School.  He  was  honored  for  his  50 
years  of  medical  practice  in  1983.  Dr 
Flannery  was  a member  and  past 
president  of  the  Marathon  County 
Medical  Society,  a member  of  SMS, 
and  the  AMA  Surviving  are  his  widow, 
Harriet;  three  sons,  Dr  John,  of 
Wausau;  William,  of  Franklin;  Robert, 
of  Wausau;  and  one  daughter,  Pamela 
O’Connell,  of  Hartford. 

Marriott  T.  Morrison,  MD,  95,  of 
Mount  Horeb,  died  July  11,  1990,  in 
Mount  Horeb.  He  was  bom  in  St  Louis, 
Mo,  on  Jan  26,  1895,  and  graduated 
from  Washington  University  School 
of  Medicine  in  St  Louis.  Dr  Morrison 
practiced  medicine  in  St  Louis  and 
South  Wayne  before  settling  in  Mount 
Horeb  in  1943.  In  1959  he  became 


chief  of  admissions  and  personnel  at 
the  Middleton  Veterans  Administra- 
tion Hospital  in  Madison.  He  retired 
in  1969.  He  was  a veteran  of  WW  I 
serving  with  the  US  Army  Medical 
Corps.  He  was  a member  of  the 
American  Academy  of  Family 


Physicians,  the  Dane  County  Medical 
Society,  the  SMS,  and  the  AMA. 
Surviving  are  his  widow,  Phileda;  a 
daughter,  Jean  Dennis,  of  Littleton, 
Colo,  and  a son,  William,  of  Whittier, 
Calif.  □ 


County  society  news 


Brown.  One  hundred  seventy-seven 
members  and  spouses  attended  the 
September  meeting  of  the  Brown 
County  Medical  Society.  The  guest 
speaker  was  Dick  Bennett,  basket- 
ball coach  at  the  University  of  Wis- 
consin-Green Bay.  New  members 
accepted  to  membership  are  Thomas 
Bachhuber,  MD,;  Kathleen  Barkow, 
MD,;  Edward  Coleman,  MD,;  Michael 
Goldstone,  MD,;  Connie  Stampfl, 
MD,;  and  Karen  Stanlow,  MD. 


Vernon.  James  R.  Fettes,  MD,  and 
Dan  L Ecklund,  MD,  of  Viroqua,  were 
accepted  to  membership  at  the  Sep- 
tember meeting  of  the  Viroqua  County 
Medical  Society.  Twenty-one  mem- 
bers and  spouses  attended  the  meet- 
ing. Michael  Kirby,  associate  direc- 
tor of  the  Division  of  Public  Affairs  at 
SMS,  and  Chris  Brady,  vice  presi- 
dent of  marketing  of  Physicians  In- 
surance of  Wisconsin,  spoke  on  legis- 
lative liability  issues,  physicians  re- 


imbursement and  issues  pertaining 
to  medical  practice  in  the  future. 

Winnebago.  Thirty-two  members 
and  two  guests  attended  the  Winne- 
bago County  Medical  Society  meet- 
ing held  in  Oshkosh.  Patrick  McKen- 
zie, MD,  of  Green  Bay,  spoke  on 
“Injuries  to  the  aging  athlete. ”□ 


Specialty  society  news 


Milwaukee  Ophthalmological  So- 
ciety recently  announced  the  follow- 
ing physicians  as  officers  for  the  year 
1990-91:  Richard  Davenport,  MD, 
president;  Larkin  alien,  DO,  vice 
president;  Russell  Gonnering,  MD, 
secretary;  and  Gerald  Harris,  MD, 
treasurer.  Further  information  regard- 
ing program,  meeting  dates,  or  mem- 
bership may  be  obtained  by  contact 
Arline  Witherbee,  executive  secre- 
tary, PO  Box  26244,  Milwaukee,  WI 
53226-0244;  ph  414-259-1930. 


The  American  Society  of  Internal 
Medicine  recently  named  Susan  L. 
Turney,  MD,  of  Marshfield,  “Young 
Internist  of  the  Year.”  Dr  Turney 
graduated  from  the  University  of 
Wisconsin  of  Wisconsin  Medical 
School  in  1979  and  was  board  certi- 
fied in  internal  medicine  in  1982.  She 
became  a member  of  the  medical 
staff  of  the  Marshfield  Clinic  and  St 
Joseph’s  Hospital  in  1982  and  is  chair- 


man of  Marshfield’s  Section  of  Gen- 
eral Internal  Medicine  and  itsTransi- 
tional  Residency  Selection  Commit- 
tee. As  a member  of  the  WSIM,  Dr 
Turney  is  a council  member  and  has 
served  as  president,  secretary-treas- 
urer and  as  a delegate  to  ASIM.  She 
presently  serves  on  the  SMS  Physi- 
cians Alliance  Commission,  and  as 
the  Wisconsin  chapter  treasurer  for 
the  American  College  of  Physicians.^ 
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Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  considera- 
tion of  the  Wisconsin  Medical  Journal’s, 
taking  action  in  reviewing  and  editing 
this  submission,  the  author (s)  hereby 
transfer(s),  assign(s),  or  otherwise 
convey(s)  all  copyright  ownership 
to  the  WMJ  in  the  event  that  this 
work  is  published  in  the  WMJ.”  All 
co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent  and 
provide  a complete  address  and  tele- 
phone number.  All  coauthors  should 
have  contributed  to  the  study  and 
manuscript  preparation.  They  should 
be  thoroughly  familiar  with  the  sub- 
stance of  the  final  manuscript  and  be 
able  to  defend  its  conclusions. 

The  Journal  expects  authors  to 
disclose  any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely 
acknowledged  on  the  title  pages,  as 


should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by  the 
Journal  staff  for  clarity,  organization, 
grammar,  spelling,  and  punctuation, 
and  in  accordance  with  AM  A style. 
Suggestions  for  titles  are  welcome, 
but  are  subject  to  the  constraints  of 
clarity,  space,  grammar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements  of 
fact.  Galley  proofs  are  for  correcting 
errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  paper. 
The  authors  are  responsible  for  all 
statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  cor- 
responding author. 

Manuscript  preparation 

• Submit  papers  to:  Wisconsin  Med- 
cal  Journal,  PO  Box  1109,  Madison, 
WI  53701;  Ph:  608-257-6781  or 
1-800-362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 


sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  paper, 
using  1-inch  margins.  Double-space 
throughout. 

• Organization  for  scientific  papers: 

Abstract— 150  words  or  less,  stating 

the  problem  considered,  methods, 
results  and  conclusions. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or 
illustrations  are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  relations 
to  other  studies.  Show  how  the  con- 
clusions relate  to  the  purpose  of  the 
study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 


completeness  of  references.  Ref- 
erences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use  in 
the  text.  Acceptable  abbreviations  of 
clinical,  technical  and  general  terms 
can  be  found  in  the  AMA  Manual  for 
Authors  and  Editors. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scientific 
writing.  (Examples:  For  “presented 


with”  use  “had;”  for  “experienced  a 
weight  loss”  use  “lost  weight.”) 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in 
parentheses. 

• Units  of  measure  are  to  be 
provided  in  metric,  followed  by 
International  System  units  (SI)  in 
parentheses. 

Review  process 

Each  scientific  manuscript  is  reviewed 
by  the  medical  editor  and  the  mem- 
bers of  the  editorial  board.  The  opin- 
ions of  outside  consultants  may  be 
sought  at  the  medical  editor’s  discre- 
tion. The  medical  editor  has  the  final 
decision  as  to  whether  a scientific 
paper  will  be  published. 


Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including  tables 
or  illustrations),  or  roughly  5 type- 
written pages,  may  be  asked  by  the 
editorial  board  to  provide  publication 
support  in  the  amount  of  $100  per 
typeset  page  beyond  the  second.  Such 
support  is  not  mandatory  and  is 
not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision  of 
support  helps  defray  the  cost  of  pub- 
lishing the  Journal  and  is  left  to  the 
conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  reproduced 
without  specific  permission,  provided 
that  acknowledgement  of  the  source 
is  made.  | 
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AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need  . . . when  you 
need  it . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 


LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  Journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

/4MN/NET 


PROFESSIONAL  PROGRAMS 

■ DXplain’*  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM®  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  bv  the  American  Medical  Association  and  is  a service  of  SofiSearch  Inc 
and  American  Medical  Computing,  Lid  , a subsidiary  ot  the  AMA 


Medical  Writing 

Contest 

Contestants: 

• Medical  students  enrolled  in  either  of  Wisconsin’s  two  medical  schools 

• Residents  actively  training  in  Wisconsin 

Awards: 

• One  student;  one  resident 

• Recognition  certificate 

• $500 

• Publication  in  the  Wisconsin  Medical  Journal 

• Presentation  at  the  1991  SMS  Annual  Meeting 

Rules: 

• Subject  matter  must  fall  within  the  parameters  of  scientific  medicine:  clinical,  case 
report,  research  and  review 

• Paper  must  be  original,  unpublished,  and  credited  to  one  author  (although  multiple 
authors  may  be  listed) 

• Limited  to  10  pages,  typewritten,  double-spaced,  1-inch  margins 

• Illustrations  are  encouraged,  but  must  be  included  in  the  10-page  length  limit 

• The  Editorial  Board  of  the  Wisconsin  Medical  Journal  serves  as  the  panel  of  judges 
and  has  final  authority  in  all  decisions 

Criteria: 

• Scientific  merit:  research  methods,  data  analysis,  subject  or  patient  population 
selection,  control  of  variables,  literature  analysis 

• Applicability:  usefulness  of  results  to  private  practitioner,  academician,  researcher 

• Content:  depth  of  analysis,  continuity  of  discussion  supporting  the  main  thesis, 
feasibility  of  conclusions 

• Innovation:  uniqueness  of  idea,  creativity,  improvement  of  existing  techniques, 
previously  undiscovered  data,  advancement  of  basic  understanding 

• Organization 

• Clarity  of  writing 

Deadline: 

Entries  must  be  received  by  the  Wisconsin  Medical  Journal  no  later  than  February  15, 
1991:  PO  Box  1109,  Madison,  WI  53701 

Yellow  pages 


Anesthesiologist.  BC/BE  Anesthesiologist 
needed  to  serve  as  the  fifth  member  of  the 
anesthesiology  department  at  a national 
recognized  state  of  the  art  community  hospital 
with  rapidly  expanding  surgical  services.  Fee- 
for-service,  with  a generous  hospital  sponsored 
first  year  guarantee.  No  neuro,  no  open  heart 
Family-orientated  community,  very  attractive 
real  estate,  centrally  located  from  Chicago,  111, 
Milwaukee,  Wis,  and  Madison,  Wis.  Send  CV 
and  references  to  Beloit  Memorial  Hospital, 
c/o  Timothy  M.  McKevett,  1969  W.  Hart  Rd, 
Beloit,  W1  53511.  pi  1/90 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insurance 
provided,  benefit  package,  and  incentive  bonus 
plan  available  to  full-time  staff.  Contact: 
Emergency  Consultants,  Inc,  2240  S.  Airport 
Rd,  Room  36, Traverse  City,  MI  49684;  ph  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

pi 1/90 

Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60  bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact:  Emergency  Consultants,  Inc, 
2240  S.  Airport  Rd , Room  36,  Traverse  City,  M I 
49684;  ph  1-800-253-1795  in  Michigan  1-800- 
632-3496.  pi  1/90 

Internist,  family  practice  physicians  BC/ 
BE.  Exceptional  opportunity  to  join  our 
established  busy  clinic  located  in  Milwaukee. 
Practice  includes  subspecialty  physicians,  in- 
house  laboratory,  x-ray,  business  department, 
etc.  A unique  opportunity!  Please  send  CV  or 
call:  Jonathan  Slomowitz,  MD,  Mitchell  Medical 
Center,  1672  S 9th  St,  Milwaukee,  W1 53204;  ph 
414-383-4700.  10-11/90 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per  column 
inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be  received  by 
the  1st  of  the  month  preceding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  W1  53701. 
FAX:608-283-5401.  Classified  ads  are  not 
taken  over  the  telephone,  but  questions 
may  be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Internal  medicine  and  infectious  disease. 
Multi-specialty  group  seeking  BC/BE  general 
internist  and  infectious  disease  specialist  to  join 
19-member  department  (5  general  internists 
and  14  subspecialists  including  one  infectious 
disease  specialist) . Clinic  is  physically  attached 
to  a 206-bed  hospital.  Two  state  universities  and 
private  liberal  arts  college  enhance  the  cultural 
life  of  the  community  (population  is 
approximately  100,000)  and,  with  Minnesota’s 
lakes  country  just  a half-hour  drive  away, 
outdoor  activities  abound.  Competitive  salary, 
excellent  fringe  benefits  package  and 
malpractice  paid.  Contact:  Dr  John  Hicks, 
Director,  Recruiting  Division,  1702  South 
University  Drive,  Fargo,  ND  58103;  ph  701-280- 
3338  or  701-280-8520.  ll-12/90;l-4/91 

Antigo,  Wisconsin.  Seeking  director,  full-time 
and  part-time  emergency  physicians  for  low 
volume  facility  located  in  sportsman’s  paradise. 
Excellent  compensation  and  paid  malpractice 
insurance.  Contact:  Emergency  Consultants, 
Inc,  2240  S.  Airport  Rd,  Room  36,  Traverse  City, 
MI  49484;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496.  pi  1/90 

Minneapolis,  BC/BE  family  practitioner  or 
other  specialty  with  emergency  room 
experience  sought  for  the  urgent  care 
department  of  a large  multi-specialty  group  in 
desirable  Twin  Cities  location.  Our  medical 
clinic  is  a highly  reputable,  well-established 
clinic  that  has  been  in  existence  for  over  39 
years.  Salary  and  benefits  are  highly 
competitive.  Regular  work  week  expectation 
without  night  call  or  hospital  obligation.  Send 
CV  and  letter  of  inquiry  to  Patrick  Moylan,  Park 
Nicollet  Medical  Center,  Minneapolis,  MN 
55416.  ll-12/90;l/90 

Kewaunee,  Wisconsin.  Seeking  part-time 
emergency  physicians  for  low-volume  facility 
located  1/2  hour  east  of  Green  Bay.  Excellent 
compensation  and  paid  malpractice  insurance. 
Contact:  Emergency  Consultants,  Inc,  2240 
South  Airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  ph  1-800-253-1795  or  in  Michigan  1-800- 
632-3496.  pi  1/90 

Internal  medicine,  OB/GYN,  family 
practice,  pediatrics.  Opportunities  available 
for  BC/BE  physicians  to  join  independent, 
multi-specialty  group  with  10  clinics  in  the 
Minneapolis/St  Paul  metropolitan  area.  Fee- 
for-service  and  pre-paid  patients,  highly 
competitive  earnings,  excellent  benefit 
package.  Reply:  Nancy  Borgstrom,  Aspen 
Medical  Group,  1020  Bandana  Blvd  W,  St  Paul, 
MN  55108;  ph  612-641-7185.  11/90 

Northern  Lakes.  Family  practice 
opportunities  in  northeast  Minnesota, 
northwest  Wisconsin,  and  upper  Michigan. 


Offering  spectacular  natural  beauty,  abundant 
recreational  activities  and  competitive 
packages.  Contact  Susan  Sowieja,  Northern 
Lakes  Health  Care  Consortium,  1017  East  First 
St,  Duluth,  MN  55805;  ph  218-726-5587.  pi  1/90 

General  Internist.  Marshfield  Clinic,  a 
growing,  nationally  recognized  350  physician 
comprehensive  multi-specialty  group,  seeks 
BC/BE  general  internists  to  join  its  30  member 
section  in  Marshfield  and  regional  centers  in 
central  and  northern  Wisconsin.  Skilled 
colleagues,  democratic  governance,  modem 
facilities,  state-of-the-art  equipment, 
postgraduate  training  programs,  clinical 
research,  diverse  practice  opportunities, 
competitive  salaries/benefits,  an  expanding 
regional  health  care  system,  an  extremely  low 
physician  turnover  rate  (3.4%),  and  an 
unwavering  commitment  to  quality  patient  care 
all  contribute  to  a stimulating,  satisfying,  secure 
professional  environment.  The  unpolluted 
tranquil  rural  location,  outdoor  recreation,  low 
crime  rate,  and  excellent  school  system  present 
an  ideal  family  environment  At  present,  we 
offer  the  qualified  general  internist  a variety  of 
locations  and  practice  opportunities.  Including: 

1)  traditional  general  internal  medicine  practice; 

2) scheduled  practice  in  immediate  care  or 

emergency  care;  3)focused  practice  in 
perioperative  medical  care,  chemical 
dependency,  geriatrics  or  psychiatric  unit 
medicine.  Send  CV  to:  David  L Draves,  Director 
of  Physician  Recruitment,  Marshfield  Clinic, 
1000  North  Oak  Ave,  Marshfield,  W1  54449;  or 
call  1-800-826-2345,  extension  5376.  1 1/90 

Northwest  Wisconsin.  Eight  physician  MS 
group,  affiliated  with  Wausau  Hospital  Center, 
seeks  BC/BE  family  physician  with  an  interest 
in  doing  OB  to  join  four  others,  and  another 
general  internist  for  their  busy,  group  practice. 
Clinic  adjacent  to  60-bed  acute  care  hospital 
with  24-hour  ER,  newly  remodeled  OB  unit,  full 
diagnostics,  and  comprehensive  specialty 
clinics.  Modem,  growing,  rural  community, 
within  an  hour  of  Wausau,  Wisconsin,  has 
diverse  and  thriving  economy.  Splendid  outdoor 
recreation  in  nearby  national  forest.  Call  1-800- 
272-2777  for  more  information.  11/90 

Radiologist  A three-physician  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive, 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  upper  peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  ph  906-779- 
4565.  11-12/90 
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Family  practice.  Physicians  seeking  a BE/ 
BC  family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  Contact;  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Noway,  MI  49870;  ph  906-563-9243  or  office 
906-563-9255.  11-12/90 

Northwestern  Wisconsin,  family  practice/ 
internal  medicine.  A group  of  three  board- 
certified  family  practice  physicians  is  seeking 
an  additional  physician  to  join  their  group.  The 
clinic  is  staffed  by  21  employees,  including  two 
physician  assistants.  This  beautiful,  new  clinic 
is  attached  to  the  hospital  and  has  complete 
ancillary  facilities.  Please  respond  to  John 
Perushek,  Administrator,  Bloomer  Community 
Memorial  Hospital,  1501  Thompson  St, 
Bloomer,  WI  54724;  ph  715-568-2000. 10-11/90 


MEDICAL  DIRECTOR 

Wisconsin  Health  Organization,  a 
progressive  and  dynamic  leader  in  the 
managed  care  industry,  currently  has  an 
excellent  opportunity  available  for  a 
physician  interested  in  an  administrative 
position.  This  position  will  be  primarily 
responsible  for:  Utilization  review 
activities,  including  policy  development 
and  administration;  physician  liaison 
activities;  and  medical  standards 
development.  This  position  is  initially 
designed  as  a part-time  position  but  has 
the  potential  to  become  full-time;  it  will 
report  to  the  vice  president,  medical 
affairs. 

The  sucessful  candidate  must  be  a 
physician  licensed  to  practice  medicine 
in  the  State  of  Wisconsin  with  board 
eligibility  or  certification  in  area  of 
practice.  Experience  in  the  delivery  and 
administrative  aspects  of  medical  care, 
including  utilization  control  programs 
necessary. 

Wisconsin  Health  Organization  offers 
an  excellent  salary  and  benefit  package, 
plus  the  opportunity  to  participate  as 
part  of  a team  which  is  committed  to  the 
delivery  of  the  highest  quality  service 
possible.  To  apply,  submit  resume  and 
salary  history  to;  Wisconsin  Health 
Organization,  Human  Resources 
Department,  111  W.  Pleasant  St, 
Milwaukee,  WI  53212.  An  equal 
opportunity  employer.  11/90 
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Internal  medicine/family  practice  physician 
needed  to  join  an  established,  busy  multi- 
specialty clinic  in  southern  Wisconsin. 
Academic  affiliation.  Clinic  is  located  near  many 
recreational  facilities  and  two  large  cities. 
Contact;  David  B.  Gattuso,  MD,  608-884-3417. 

pl0-ll/90 

Wisconsin.  Two  young  BC  internists  are 
seeking  a third  BC/BE  internist  for  well 
established,  rapidly  growing  practice  located  in 
pleasant  central  Wisconsin  University  town  of 
30,000.  Ideal  practice  opportunity  with  equal 
balance  of  consultative  and  primary  care;  well 
equipped  120-bed  hospital,  12-bed  ICU. 
Comprehensive  benefit  package  includes  first 
year  salary  guarantee,  full  malpractice 
insurance  and  partnership  buy-in  after  one  year. 
Send  CV  to:  Stevens  Point  Internal  Medicine, 
SC,  3504  E Maria  Dr,  Stevens  Point,  WI  54481. 

pl0-12/90;l/91 

Eastern  Wisconsin.  Positions  available  for 
BC/BE  family  physician  with  interest  in  OB  in 
50  MD  multi-specialty  partnership  50  miles 
north  of  Milwaukee.  Position  in  main  clinic 
offers  practice  in  community  of  55,000  on  Lake 
Michigan.  Rural  branch  clinic  offers  practice  in 
community  of  4,000,  25  minutes  from 
Milwaukee.  Complete  compensation  package. 
Please  send  CV  to:  James  J.  Gularek, 
Administrator,  The  Sheboygan  Clinic,  2414 
Kohler  Memorial  Dr,  Sheboygan,  WI  53081. 

10-12/90 

Dermatologist,  psychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practice  in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Located  100 
miles  north  of  Green  Bay,  Wisconsin,  Dickinson 
County  Hospitals  has  a medical  staff  of  45  full- 
time physicians  and  a total  service  area 
population  of  over  45,000.  Diagnostic 
capabilities  include  a CT  scanner,  C02  laser, 

c ; 

Western  Illinois 
Family  Practice 

Progressive  community  of 2,000  located 
60  miles  from  Quad-Cities.  Small  town, 
but  not  isolated.  Physician  would  be 
stepping  into  ready-made  practice  with 
strong  patient  base  that  includes  OB 
and  pediatrics.  Strong  industrial  base 
and  excellent  school  system.  Office 
ready  to  go.  Substantial  beginning 
guarantee.  Paid  malpractice. 

Contact: 

Robert  Thom  Horder  and 
Associates 

510  South  Dryden  Place 
Arlington  Heights,  Illinois  60005. 

Call  collect  to  708-253-1777. 

11-12/90 

V ) 


and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-4500.  10-11/90 

Rheumatologist.  115-physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of  northeastern 
Wisconsin  desires  a BC/BE  rheumatologist  to 
join  a department  of  three  BC  rheumatologists. 
Two  year  guarantee  plus  comprehensive  benefit 
package  offered.  This  area,  which  encompasses 
Appleton,  Neenah,  and  Oshkosh  with  a 
combined  population  of  +300,000,  offers  a 
superb  recreational,  cultural,  and  family 
environment  in  which  to  practice.  For 
information  please  call  or  write:  Roger  Rathert, 
M D,  La  Salle  Clinic,  411  Lincoln  St,  Neenah,  WI 
54956;  ph  414-727-2702.  10-11/90 

Invasive  (non-angioplasty)  cardiologist. 
Four  physician,  single  specialty  cardiology 
group  has  opening  for  a BE/BC  invasive 
cardiologist  The  opportunity  involves  a general 
referral  cardiology  service  including  diagnostic 
catheterization.  Fully  equipped  cardiovascular 
labs  are  expanding  and  an  excellent 
cardiovascular  surgery  program  is  established. 
The  practice  serves  a large  and  expanding 
regional  referral  area  in  mid-Michigan. 
Generous  compensation  and  early  partnership 
are  available.  Send  CV  to:The  Heart  Group,  PC, 
Attn  N.  Polzin,  4701  Towne  Centre  Rd,  #201, 
Saginaw,  MI  48604.  p9-l  1/90 

Wisconsin.  Third  BC/BE  obstetrician/ 
gynecologist  needed  to  join  stable,  progressive, 
primary-care  based  HMO/group  practice  in 
University  town  of  60,000  near  Minneapolis/St 
Paul.  Excellent  quality  of  life  and  outstanding 
recreational  area.  Competitive  salary  and  fringe 
benefits.  Contact  Stuart  R.  Lancer,  MD,  Medical 
Director,  Group  Health  Cooperative,  PO  Box 
3217,  Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  8-11/90 

Retired  physicians,  residents,  etc,  needed 
to  do  mobile  insurance  physicals  in  your  area. 
Must  carry  own  malpractice.  Fee  per  case, 
flexible  schedule,  own  transportation.  Call 
Donna  Ketchman  1-800-456-9696.  EOE. 

10-12/90 


Wisconsin  Indiana  Michigan 

• Pediatrics  • Internal  Medicine 

• Cardiology  • General  Surgery 

• OB/GYN  • Family  Practice 

• Orthopedic  • Otolaryngology 
A variety  of  practice  settings— many  on  lakes. 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241  -9500. 

STRELCHECK  & ASSOCIATES.  INC. 
1 2724  N Maplecrest  Lane 
Mequon, WI  53092 
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The  Wausau  Medical  Center  is  seeking  board- 
certified/eligible  individuals  in  the  following 
specialties:  allergy,  cardiology,  dermatology, 
family  medicine,  hematology/oncology, 
obstetrics/gynecology,  orthopedics, 
otolaryngology,  rheumatology,  surgery/ 
vascular,  surgery/general,  walk-in  (urgent 
care).  Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehensive 
benefit  package  including  malpractice 
insurance,  flexible  benefits  plan  and  profit- 
sharing.  Modem  facility  located  directly  across 
the  street  from  250-bed  acute  care  facility.  The 
area  is  ideal  for  outdoor  enthusiasts  (including 
large  downhill  ski  area)  with  outstanding 
cultural  activities  year-round  as  well.  Write  or 
call  collect  D.  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  W1  54401;  ph  715-847-3254. 

9lfn/90 

Wanted.  Full-time  career  physician  for 
suburban  urgent  care  center;  eventual 
partnership  possible;  prefer  experienced 
emergency  or  family  practice  physician.  Contact 
Joan  M.  Gennrich,  MD,  10804  W Capitol  Dr, 
Wauwatosa,  W1  53222;  ph  414-466-2002. 

9-11/90 

Non-invasive  cardiologist.  Four-physician, 
single-specialty  cardiology  group  has  an 
immediate  opening  for  a BE/BC  non-invasive 
cardiologist.  Echo,  doppler,  holter,  and 
treadmill  are  established  in-clinic.  Full  invasive 
and  surgical  programs  are  established.  The 
practice  serves  a large  and  expanding  regional 
referral  area  in  mid-Michigan.  Generous 
compensation  and  early  partnership  are 
available.  Send  CV  to:  The  Heart  Group,  PC, 
Attn:  N.  Polzin,  4701  Towne  Center  Rd,  Suite 
201,  Saginaw,  Ml  48604.  p9-ll/90 

Family  practice-Minnesota.  Physician 
needed  for  employment  or  ownership  of  broad- 
based  practice  in  rural  community  45  minutes 
south  of  metro  area.  Existing  shared  call, 
tremendous  earning  history  of  retired 
physician,  fully  equipped  and  staffed  office. 
Near  outstanding  hospital  with  all  specialties 
represented.  Guaranteed  compensation,  full 


Orthopaedic  surgeon,  Wisconsin 
lakeshore.  Established  three-physician 
group  seeking  BC/BE  surgeon.  General 
orthopaedics  with  sub-specialty  interest 
desirable.  Competitive  salary  leading  to 
early  partnership.  Send  CV  to  Joseph  C. 
DiRaimondo,  MD,  Orthopaedic 
Associates  of  Manitowoc  Ltd,  Box  907, 
Manitowoc,  WI 54221-0907;  ph  414-682- 
6376.  9-11/90 


benefits,  bonus.  For  this  and  other  opportunities 
in  the  upper  midwest,  send  CV:  Mary  Jo  Cordes, 
MDsearch,  PO  Box  21507,  St  Paul,  MN  55121. 
Call  collect  612-454-7291.  9-12/90 

UfeSpan  Health  Care  Services  seeks  family 
physicians  for  Cambridge,  Minn;  Crosby,  Minn; 
Grantsburg,  Wis;  Hopkins,  Minn;  Lakefield, 
Minn;  Litchfield,  Minn;  Minneapolis,  Minn; 
Monticello,  Minn;  Springfield,  Minn;  St  James, 
Minn;  Wayzata,  Minn,  Woodville,  Wis.  For 
further  information  contact:  LifeSpan  Health 
Care  Services,  800  E 28th  St,  Minneapolis,  MN 
55407;  ph  612-863-4193,  ask  for  Jerry  Hess. 

9-11/90 

Pediatrician.  Progressive  JC AH O accredited 
community  health  center  seeks  BC/BE 
physician  to  provide  individual  and  follow-up 
care  to  OB/pediatric  patients.  Full-time. 
Excellent  fringe  benefits.  Competitive  salary. 
Send  CV  to:  Milwaukee  Indian  Health  Center, 
930  N 27th  St,  Milwaukee,  Wl  53208.  414-931- 
8111.  Ask  for  director.  Human  Services. 

9-11/90 

Family  practice.  Progressive  JCAHO 
accredited  community  health  center  seeks  BC/ 
BE  physician  to  provide  individual  and  follow- 
up care.  Full-time.  Excellent  fringe  benefits. 
Competitve  salary.  Send  CV  to:  Milwaukee 
Indian  Health  Center,  930  N 27  St,  Milwaukee 
Wl  53208.  414-931-8111.  Ask  for  director, 
Human  Services.  9-11/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
with  or  without  subspecialty  interest  to  join  a 
well-established  nine-man  expanding  multi- 


Southeast  Wisconsin 

Internal  Medicine  position  available  in 
an  attractive  community  on  the  shores 
of  beautiful  Lake  Michigan.  Physician 
to  join  11  member  IM  department  in  a 36 
physician  modem,  well-equipped  clinic. 
Interested  parties  can  obtain  additional 
information  by  calling  1-800-243-4353  or 
writing  to: 

STAEIjCHECK  1 ASSOCIATES.  INC. 
1 2724  N.  Mapl*cr*«t  Lao* 

Mvquon  Wl  51092 


Beloit  Clinic,  SC,  an  expanding  44- 
physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
general  (vascular)  surgeon,  a plastic 
surgeon  and  an  orthopaedic  surgeon. 
Guaranteed  salary  with  incentive,  plus 
excellent  fringe  benefits.  Send  CV  to 
James  F.  Ruethling,  Administrator, 
Beloit  Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI  53511;  ph  608-364-2200. 

10-12/90 


specialty  group.  Location  is  in  a southeastern 
Wisconsin  city  of  36,000  and  a drawing  area  of 
85,000.  240-bed  well-equipped  hospital. 
Guaranteed  salary  for  the  first  year.  Full  status 
in-service  corporation  with  shared  overhead 
and  an  incentive  oriented  formula  after  the  first 
year.  Please  contact  David  Lawrence,  MD,  92  E 
Division  St,  Fond  du  Lac,  WI  54935;  ph  4 1 4-92 1- 
0560  collect.  ltfn/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research.  Lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart.  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.Trepanier,  MD,  481 E Division  St,  Fond  du 
Lac,  WI  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1414-922-1900  outside  Wisconsin. 

2lfn/90 

Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St,  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfn/88 


Family  practice  physician  wanted  to 
join  solo  practitioner  in  a very 
progressive  suburb  of  Green  Bay, 
Wisconsin.  Clinic  is  equipped  with  lab 
and  x-ray  facilities.  Located  near  large 
recreational  area.  Send  CV  or  contact 
M.  J.  Falk,  MD,  2353  Ridge  Rd,  Green 
Bay,  WI  54304;  ph  414494-9685. 

pll-12/90;14/91 


BRAINERD,  MINNESOTA 

-Internal  Medicine 
-Pediatrics 
-Dermatology 
-Otolaryngology 

Join  23  MD  multi-specialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and 
trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  Brainerd  Medical 
Center,  PA,  218-828-7100  or  218-829- 
4901,  PO  Box  524,  Brainerd,  MN  56401. 

8-12/90 
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Physicians  Exchange 

Continued 

Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  W1 54022; 
ph  715-425-6701  or  612-436-8809.  3tfn/90 

Family  practice  opportunities  in  a a group 
setting.  Located  in  a family-oriented 
economically  strong  small  city.  Located  near 
lakes  and  40  minutes  to  Green  Bay  or  Appleton. 
Contact  Andrew  V.  Lagatta,  President  & CEO, 
Clintonville  Community  Hospital,  35  North 
Anne  St,  Clintonville,  W1  54929;  ph  715-823- 
3121.  p8-12/90;l/91 

Pediatrics.  The  Racine  Medical  Clinic,  a 38- 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R.  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  53408-5001.  6tfn/90 

Baraboo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact: 
Thomas  Warwick,  Executive  vice  President,  St 
Clare  Hospital,  707 14th  St,  Baraboo,  WI  53913; 
608-356-5561,  ext  492.  lltfn/89 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty  clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  LC.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  WI  53715.  An 
Equal  Opportunity /Affirmative  Action 
Employer.  ltfn/90 


New  Physicians 
for  Wisconsin 
is  seeking 

• Family  Physicians  • Internists 
and  many  other  specialties 

Contact:  Karen  M.  Paulson 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 

608-273-5964  COLLECT 

7-12/90:1-6/91 


Internist  BC/BE,  to  join  a progressive  13- 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  715- 
425-6701  or  612-436-8809.  3tfn/90 

For  Sale 

For  Sale.  Mamex  DC  screening 
mammography  machine.  Ideal  for  small  clinic 
or  group.  Call  414-283-8453.  11/90 

For  Sale  medical  clinic  building  adjacent  to 
Clintonville  Hospital  in  central  Wisconsin. 
Designed  to  accommodate  five  doctors, 
including  exam  rooms,  surgery  areas, 
pharmacy  area,  business  office  and  much  more. 
This  is  a going  business  with  three  doctors  at 
present.  Contact  O’Connor  Sales  715-823-5144 
or  1-800-236-5144.  10-11/90 

New  professional  medical  building  adjacent 
to  St  Lukes  Hospital  property.  Over  7,000  square 
feet  remaining  to  be  rented.  Will  build  out 
according  to  your  specifications.  Call  414-649- 
3770.  9-11/90 


Relocated  physician  has  locally  stored 
medical  equipment,  office  furniture,  and 
miscellaneous  supplies  for  sale,  ie,  single 
lead  ECG,  lithotomy  chair  sterilizer, 
centrifuge,  etc.  Please  call  608-221-7810 
or  800-999-6393.  pi  1/90 


Moveable  medical  clinic:  28'  X 56" 
(divides  into  two  units  of  14'  X 56"  for 
transportation).  Currently  arranged  with 
three  exam  rooms,  a combined  special 
procedure  and  x-ray  room,  lab  and 
nurse’s  area,  reception,  waiting  room, 
two  restrooms,  a closet  and  employee 
lounge.  Available  late  summer,  1990. 
Asking  $50K  and  purchaser  is 
responsible  for  moving  cost.  Call  John 
Nemec  at  Skemp  Clinic  608-782-9760. 

7tfn/90 


Retiring  physician  is  selling  his  busy 
medical  center,  7,800  square  feet.  Sees 
an  average  of  40  patients  daily.  Equipped 
with  8 exam  rooms,  lab,  x-ray,  and 
fluoroscopy.  Excellent  opportunity  for 
teaching  medical  students  and 
residents.  Physician  will  stay  to 
introduce  new  physician (s).  Call  Maria 
Knavel  414-671-5410  or  414-476-8624. 

6-11/90 


Medical  Meetings-Continuing 
Medical  Education 

December  5-7,  1990:  “Neurology  for  the 
Non-Neurologist,”  at  The  Westin  Hotel, 
Chicago,  111.  Info:  Office  of  Continuing  Medical 
Education,  Rush-Presbyterian-St  Luke’s 
Medical  Center,  600  S Paulina,  Chicago,  IL 
60612;  ph  312-942-7095.  10-11/90 

February  5-7,  1991:  Indianhead  Symposium 
and  Ski  Outing,  Lakewoods,  Cable,  Wisconsin. 
Sponsored  by  Wisconsin  Academy  of  Family 
Physicians  414-784-3656.  Eight  hours  CME- 
Mayo  Clinic  Faculty,  Skiing  atTelemark,  1-800- 
255-5937.  10-12/90;1/91 

May  16-18,  1991:  Vascular  Surgery  1991- 
Current  State  of  the  Art,  5th  International 
Vascular  Symposium,  at  the  New  York  Marriott 
Marquis,  New  York.  Co-sponsored  by  The  Long 
Island  Vascular  Center,  Roslyn,  NY  and  Long 
Island  Jewish  Medical  Center,  New  Hyde  Park, 
NY,  the  Long  Island  Campus  for  the  Albert 
Einstein  College  of  Medicine.  Approved  22 
Category  1 credits  from  ACCME,  AMA.  Info: 
Ann  J.  Boehme,  Associate  Director  for 
Continuing  Education,  Long  Island  Jewish 
Medical  Center,  New  Hyde  Park,  NY  1 1042;  ph 
718-470-8650.  11/90 

AMA 

December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 

June  23-27,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 
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ARE  YOU  PREPARED  FOR  THE  HIGH 
COST  OF  LONG  TERM  CARE? 


• Long  Term  Care  financing  remains  the  "Missing 
Link"  in  the  health  care  system  of  the  United 
States. 

• One  year  in  a nursing  home  costs  up  to  $30,000 
or  more. 

• Today,  Medicare  picks  up  about  2%  of  long  term 
care  costs. 

• SMS  Services  is  pleased  to  offer  the  newest  and 
one  of  the  most  essential  membership  plans  yet  - 
Long  Term  Care  Coverage. 


• As  a State  Medical  Society  member,  you  have 
access  to  a variety  of  long  term  care  plans 
through  SMS  Services. 


ERVICES 


P.O.  BOX  1109,  MADISON,  WI  53701 

PHONE  608/257-6781  OR  TOLL-FREE  1-800-545-0631 


“I  didn't 
acquire 

emphysema, 

I inherited  it” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alphaT -antitrypsin  (AAT).1  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.2 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1 Brantly  ML,  Paul  LD,  Miller  BH,  el  al  Clinical  features  and  history  ol  the  destructive  lung 
disease  associated  with  alpha-1  -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms 
Am  Rev  Respir  Dis  1988:138  327-336 

2 Wewers  MD,  Casolaro  MA.  Sellers  SE.  et  al  Replacement  therapy  for  alpha, -antitrypsin 
deficiency  associated  with  emphysema  N Engl  J Med  1987:316  1055-1062 
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ease  in  Wisconsin 


December  1990 


Our  occurrence  policy  has  been  the  industry  standard 
for  nearly  a century.  But  some  doctors  want  a claims- 
made  policy.  So  we  have  it  available.  At  the  Medical 
Protective  Company,  we  have  no  ax  to  grind.  You  can 


choose  from  a variety  of  programs,  both  occurrence  and 
claims-made,  that  offer  greater  flexibility  and  savings. 
The  choice  is  yours.  Call  us  today. 
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NO  DOUBT. 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  North  Elm  Grove  Road,  Elm  Grove,  Wl  53122,  (414)  784-3780 


December  1990 


Vol.  89  No.  12 


Contents 


Opinions 

669  Secretary’s  report 

Lest,  in  our  holiday  revelry,  we  forget 
by  Thomas  L.  Adams,  CAE,  Madison 

670  Editorials 

Eating:  the  heart  of  the  matter 
by  Jeffrey  H.  Lamont,  MD,  Wausau 

672  Letters 

Limitless  liability  is  unfair 
by  Albert  L.  Fisher,  MD,  Oshkosh 


Scientific 

677  The  prevalence  of  Borrelia  burgdorferi  seropositivity  in  an  area 
endemic  for  Lyme  disease 

by  Elise  Jochimsen,  BS,  Jeff  Sikkink,  MD,  and  James  J.  Marx,  Madison, 

Eau  Claire,  and  Marshfield 

683  Borrelia  lymphocytoma:  a possible  North  American  case 

by  Michael  F.  Finkel,  MD,  and  Russell  C.  Johnson,  PhD,  Eau  Claire  and  Minneapolis 

687  Eosinophilia-myalgia  syndrome  in  Wisconsin 
by  Jay  C.  Butler,  MD,  and  Jeffrey  P.  Davis,  MD,  Madison 

Socioeconomics 

695  Public  health 

The  PRECEDES  Project:  background  and  methods 

by  Patrick  L.  Remington,  MD,  Dennis  E.  Anderson,  Mary  C.  Manering  RN, 

E.  Anne  Peterson,  MD,  and  Henry  Anderson,  MD,  Madison 

699  Use  caution  when  authorizing  medical  supplies 

699  PIC  modifies  tail  coverage 

700  Record  medical  liability  award  reduced 

700  AMA  receives  PRO  review  contract 

701  CLIA  overhaul 

Organizational 

703  Wisconsin  physician  takes  the  helm  at  the  American  Academy 
of  Dermatology 

by  Marlene  A.  Scott,  WMJ  assistant  editor,  Madison 

704  Physician  briefs 

705  House  of  Delegates  appoints  task  force  on  Board  representation 

706  County  society  news 
706  Obituaries 

711  Index  to  articles:  1990 
718  Instructions  to  authors 


Our  cover:  Tick  photo  by  James  J.  Kazmierczak,  DVM,  MS,  Wisconsin  Division  of  Health,  Acute  and 
Communicable  Disease  Epidemiology;  deer  photo  by  Dean  Tvedt,  Wisconsin  Department  of  Natural 
Resources. 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin  and 
is  devoted  to  the  interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  managing  editor  and  editor  are 
responsible  for  overseeing  the  production,  business  operation  and  contents  of  the  journal.  The  editorial  board,  chaired 
by  the  medical  editor,  solicits  and  screens  all  scientific,  special  and  soundings  articles.  The  chair  provides  leadership  for 
the  editorial  associates  and  comments  on  both  editorials  and  letters  to  the  editor.  Although  letters  to  the  editor  are 
reviewed  by  the  medical  editor,  all  signed  expressions  of  opinion  belong  to  the  author  (s)  for  which  neither  the  WMJ  nor 
the  SMS  take  responsibility.  The  WMJ  is  indexed  in  Index  Medicus,  Hospital  Literature  Index  and  Cambridge  Scientific 
Abstracts. 


Richard  D.  Sautter,  MD,  Marshfield 
Medical  Editor 

Editorial  Board 

Richard  D.  Sautter,  MD,  Marshfield 
Chair 

Thomas  H.  Cogbill,  MD,  La  Crosse 
Andrew  B.  Crummy,  Jr,  MD,  Madison 
Fredric  L.  Hildebrand,  MD,  Neenah 
JD  Kabler,  MD,  Madison 
George  W.  Kindschi,  MD,  Monroe 
Jeffrey  H.  Lamont,  MD,  Wausau 
Richard  A.  Reinhart,  MD,  Marshfield 
Victor  S.  Falk,  MD,  Edgerton 
Medical  Editor  Emeritus 

Editorial  Associates 
Richard  D.  Sautter,  MD,  Marshfield 
Russell  F.  Lewis,  MD,  Madison 
John  P.  Mullooly,  MD,  Milwaukee 
Kenneth  I.  Gold,  MD,  Beloit 
John  D.  Wegenke,  MD,  Madison 


Staff 

Thomas  L.  Adams,  CAE,  Madison 
Secretary-General  Manager 
Deborah  Bowen  Wilke,  Madison 
Managing  Editor 
Russell  K.  King,  Madison 
Editor 

Marlene  A.  Scott,  Madison 
Assistant  Editor 
Marjorie  P.  Stafford,  Madison 
Production  Assistant 
Vicki  L.  Meyer,  Madison 
Design  Assistant 

Telephone 

608-257-6781  or  toll-free  1-800-362-9080 

Advertising 

Advertising  information  appears  in  the  yellow 
pages  section  at  the  back  of  the  journal.  For  a 
rate  card  or  sample  issue,  please  call  1-800-362- 
9080. 


membership  dues);  non-members,  $35.  Current 
year  single  copies,  $3  each.  Previous  years 
single  copies,  when  available,  $4  each.  Foreign 
subscriptions,  $40  per  year. 

Second  class  postage  paid  at  Madison,  Wise.,  and 
additional  mailing  offices. 

Published  monthly 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1103,  Act  of  October  3, 
1917.  Authorized  August  7,  1918.  Address  all 
correspondence  to  the  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  W1  53701. 
Street  address:  330  E.  Lakeside. 

Postmaster 

Send  address  changes  to:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  WI  53701. 

ISSN  0043-6542 
Established  1903 


Subscription  rates  Copyright  1990 

Members,  $12.50  per  year  (included  in  State  Medical  Society  of  Wisconsin 


Created  by  the  Territorial  Legislature  in  1841  and  now  representing  nearly  7,500  member  physicians,  the  Society’s 
purpose  is  to  “bring  together  the  physicians  of  the  State  of  Wisconsin  to  advance  the  science  and  art  of  medicine  and  the 
better  health  of  the  people  of  Wisconsin,  and  to  secure  the  enactment  and  enforcement  of  just  medical  laws. ’’The  major 
activities  of  the  Society  concern  medical  education,  peer  review,  legislation,  community  health  education,  scientific 
affairs,  socioeconomics,  health  planning,  service  to  physicians,  operation  of  the  Charitable,  Educational  and  Scientific 
Foundation,  and  publication  of  the  Wisconsin  Medical  Journal. 


Officers  of  the  Society 
Roger  L.  von  Heimburg,  MD,  Green  Bay 
President 

Cyril  M.  Hetsko,  MD,  Madison 
President  Elect 

Thomas  L.  Adams,  CAE,  Madison 
Secretary-General  Manager 
Pauline  M.  Jackson,  MD,  La  Crosse 
Treasurer 

Board  of  Directors 

Richard  H.  Ulmer,  MD,  Marshfield 
Chair 

Raymond  C.  Zastrow,  MD,  Milwaukee 
Vice  Chair 

Roger  L von  Heimburg,  MD,  Green  Bay 
President 

William  L Treacy,  MD,  Milwaukee 
Past  Presdient 

Cyril  M.  Hetsko,  MD,  Madison 
President  Elect 

Richard  G.  Roberts,  MD,  Madison 
Speaker 

Kenneth  I.  Gold,  MD,  Beloit 
Vice  Speaker 


District  1 

William  J.  Listwan,  MD,  West  Bend 
Timothy  G.  McAvoy,  MD,  Waukesha 
Marvin  G.  Parker,  MD,  Racine 
Charles  PL  Pechous,  Jr,  MD,  Kenosha 
Robert  F.  Purtell,  Jr,  MD,  Milwaukee 
Thomas  A.  Reminga,  MD,  Milwaukee 
Marcia  J.S.  Richards,  MD,  Milwaukee 
John  E.  Ridley,  III,  MD,  Milwaukee 
George  R.  Schneider,  MD,  West  Allis 
Richard  H.  Strassburger,  MD,  Cudahy 
Frank  H.  Urban,  MD,  Wauwatosa 
Raymond  C.  Zastrow,  MD,  Milwaukee 

District  2 

Peter  L Eichman,  MD,  Madison 
Jan  Erlandson,  MD,  Monroe 
William  L.  Kopp,  MD,  Madison 
Sandra  L Osborn,  MD,  Madison 
James  J.  Tydrich,  MD,  Richland  Center 
John  D.  Wegenke,  MD,  Madison 

District  3 

Jack  M.  Ijockhart,  MD,  I>a  Crosse 


District  4 

Robert  J.  Jaeger,  MD,  Stevens  Point 
William  E.  Raduege,  MD,  Woodruff 
Richard  H.  Ulmer,  MD,  Marshfield 

District  5 

James  L Basiliere,  MD,  Oshkosh 
Donn  D.  Fuhrmann,  MD,  New  Ixmdon 
Harry  J.  Zemel,  MD,  Fond  du  Lac 

District  6 

Joseph  C.  DiRaimondo,  MD,  Manitowoc 
John  E.  Kraus,  MD,  Marinette 
Stephen  D.  Hathway,  MD,  Green  Bay 

District  7 

Philip  J.  Happe,  MD,  Eau  Claire 
Marwood  E.  Wegner,  MD,  St  Croix  Falls 

District  8 

Robert  L Sellers,  MD,  Superior 


Opinions 


Secretary’s  report 

Lest,  in  our  holiday  revelry,  we  forget 


The  smiling  faces  of  American  ser- 
vicemen and  women  sending 
greetings  from  the  Persian  Gulf  to 
folks  back  home  on  early  morning 
television  talk  shows  are  daily  remind- 
ers that  more  than  250,000  of  our 
fellow  citizens  are  ready  to  risk  their 
lives  for  American  interests  in  that  far 
away  place.  Amid  the  heat  and  sand, 
and  in  a strange  land,  they  undoubt- 
edly wish  to  be  home  with  family, 
friends  and  a warm  fire  during  the 
upcoming  holidays. 

Such  is  the  holiday  season  for 
Americans  standing  ready  in  Saudi 
Arabia.  The  irony  that  in  the  civilized 
global  economy  in  which  we  exist 
today  one  madman  could  cause  such 
an  incalculable  potential  waste  of 
human  lives  during  this  time  of  year 
is  abhorrent. 

We  should  think  often  of  our  fel- 
low citizens  who  are  there  in  the  cause 
of  justice.  It  is  important  that  we  re- 
member them,  for  not  only  are  they 
our  compatriots,  many  of  them  are 
our  friends  and  neighbors.  A good 
many  of  them  are  nurses  and  physi- 
cians, serving  in  evacuation  hospitals 
and  aboard  hospital  ships.  Whatever 
we  may  feel  about  the  wisdom  of  the 
mission,  the  people  deserve  our  re- 
spect and  support  Their  nation  called 
and  they  answered.  Moreover,  these 
people  were  not  pressed  into  service; 
they  are  volunteers  who  have  left  the 
warmth  and  security  of  their  homes, 
their  families  and  their  jobs  to  serve 
their  nation.  All  of  them  will  lose  time 
with  their  loved  ones,  many  will  suf- 
fer financial  losses,  50  (as  of  this 
writing)  have  already  lost  their  lives. 


Most  Americans  agree  that  we  can 
neither  submit  to  the  demands  of 
terrorism  nor  allow  the  rape  of  an 
entire  nation,  but  our  hopes,  our 
prayers,  are  that  the  war  of  economic 
sanctions  works  in  averting  a war  of 
bombs  and  bullets.  But  if  our  worst 
fears  are  realized,  we  will  be  able  to 
find  some  measure  of  comfort  in 
knowing  that  our  servicemen  and 
women  will  receive  medical  care  from 
nurses  and  physicians  who  not  only 
feel  deeply  for  them,  but  offer  the 
world’s  highest  standards  of  medical 
skill,  knowledge  and  technology.  Wis- 
consin’s physicians  are  well  repre- 
sented in  this  crisis,  and  the  profes- 
sion can  take  pride  in  its  sacrifices. 

The  units  that  have  been  called 
from  Wisconsin  are: 

• 13th  Evacuation  Hospital,  Army 
National  Guard,  from  Marshfield, 
Madison  and  Chippewa  Falls; 

• 220nd  Medical  Detachment,  Army 
Reserve,  Madison; 

• 12th  Medical  Detachment,  Army 
Reserve,  from  Beloit; 

• 467th  Medical  Detachment,  Army 
Reserve,  from  Madison; 

• 300th  AG  Company,  5th  Platoon, 
Army  Reserve,  from  Milwaukee; 

• 826th  Ordinance  Company,  Army 
Reserve,  from  Madison; 

• 1158th  Transportation  Company, 
Army  National  Guard,  Monroe; 

• 132nd  Military  History  Detach- 
ment, Army  National  Guard,  Madi- 
son; 

• Company  F,  2nd  Battalion,  24th 
Marines,  Marine  Reserve,  from 
Milwaukee; 


Thomas  L.  Adams,  CAE 


• 213th  S & S Battalion,  Army  Re- 
serve, from  Wausau; 

• Company  D,  2nd  Battalion,  24th 
Marines,  Marine  Reserve,  from 
Madison; 

• 890th  Transportation  Company, 
Army  Reserve,  from  Green  Bay; 

• 395th  Ordinance  Company,  Army 
Reserve,  from  Appleton;  and 

• 1122nd  Transportation  Detach- 
ment, Army  National  Guard,  from 
Madison. 

Keep  them  in  your  thoughts.  Take 
a moment-after  the  family  greetings, 
after  the  gifts,  after  the  meal-to  offer 
a prayer,  a moment  of  contemplative 
silence,  or  a holiday  toast  for  the  men 
and  women  so  far  from  home.  May 
their  return  be  safe  and  swift.Q 
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Editorials 

Eating:  the  heart  of  the  matter 


I am  sure  you  are  all  familiar  with  the  American  Heart 
Association’s  Heart  Healthy  Dining  Program.  Per- 
haps its  most  visible  aspect  in  the  little  AHA  symbol 
that  appears  on  restaurant  menus  next  to  those  items 
which  have  been  deemed  worthy  of  inclusion  in  a low 
fat  and  low  cholesterol  diet  regimen. 

That  hieroglyph  on  a menu  today  reminds  me  of  the 
dinner  table  debates  I had  as  a kid  over  whether  being 
“good  for  you”  was  a sufficient  reason  in  and  of  itself  to 
eat  lima  beans  and  brussels  sprouts.  I’d  come  away 
from  those  discussions  suspecting  that  adult  ideas  of 
“good  for  you”  had  as  much  to  do  with  virtue  and 
morality  as  with  vitamins  and  minerals.  Perhaps  it  is 
the  cynic  in  me,  but  I confess  to  being  conscious  of  that 
same  double  “good  for  you”  message  in  the  American 
Heart  Association’s  Heart  Healthy  dining  program. 

I don’t  know  about  you,  but  when  I go  out  to  eat  I 
don’t  need  or  want  to  be  told  what’s  good  for  me  and 
what  isn’t.  An  occasional  restaurant  meal  is  not  going 
to  make  a whole  lot  of  difference  to  my  cholesterol  one 


way  or  the  other,  and  if  I should  be  worrying  about  my 
cholesterol,  I should  also  know  what  words  like 
“poached,”  “fried,”  “steamed,”  “fat,”  and  “butter”  mean 
without  having  a marginal  conscience  to  remind  me.  I 
don’t  enjoy  dining  out  with  people  whose  only  interest 
in  the  menu  seems  to  be  how  expensive  everything  is, 
and  I don’t  enjoy  being  reminded-by  them  or  the 
menu-that  my  flesh  could  stand  a little  mortification 
just  when  I am  in  the  mood  to  celebrate.  There  is  a lot 
more  water  in  Wisconsin  than  there  is  frying  fat,  and 
yet  I would  submit  to  you  that  it  is  no  accident  that  fish 
boils  are  confined  to  Door  County.  I mean,  think  about 
it-when  Friday  night  rolls  around  would  you  rather  go 
to  a fish  fry  or  a perch  poach?  I thought  so. 

Let  me  tell  you  about  a place  where  you  can  enjoy 
“heart  healthy”  dining  in  the  truest  sense.  It  is  the  Pon- 
derosa  restaurant  in  Wausau,  not  the  steak  house 
chain  but  a little  independent  operation  run  by  Russ 
Kocha.  Russisnotafern-bar-and-mineral-waterkind  of 
guy,  and  neither  is  his  restaurant,  or  its  patrons.  Russ 
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has  a couple  of  “heart  healthy”  items  on  his  menu,  but 
only  a couple.  Russ  is  a meat  cutter  by  profession,  and 
his  menu  reflects  this.  His  kielbasa  is  outstanding.  His 
ground  beef,  lovingly  hand-packed  into  a patty,  grilled 
medium  rare  and  served  on  a kaiser  roll  with  a slice  of 
melted  Swiss  cheese  that  is  considerably  more  than 
the  white  wax  commonly  served  elsewhere,  and  topped 
by  a scoop  of  sauteed  fresh  mushrooms,  is  a gastro- 
nomic tour  de  force  worthy  of  Escoffier,  particularly 
when  served  with  a pile  of  potato  crisps,  strips  of  thick, 
fresh  potato  peel  deep  fried  and  touched  up  with 
seasoned  salt  The  daily  specials  are  great,  too-straight- 
forward  and  satisfying. 

Not  “heart  healthy”  you  say?  I don’t  know  about 
that.  I do  know  that  people  leave  the  Ponderosa  hap- 
pier than  when  they  came  in.  They  are  happier,  not 
only  because  they  had  a great  meal  that  did  not  cost  an 
arm  and  a leg,  but  because  they  were  treated  like 
people.  The  Ponderosa  staff  know  that  food  tastes 
better  when  it  is  accompanied  by  a smile  and  a good 
word,  and  that  is  what  their  customers  get.  And  I’ll  tell 
you  what-the  lonely  old  woman  and  the  harried  busi- 
nessman who  look  like  zombies  when  eating  at  your 
typical  fast  food  franchise  become  human  beings  again 
under  the  spell  of  the  Ponderosa.  Yes,  a lot  of  the  food 
is  fried.  And  yes,  you  usually  come  out  smelling  like 
cigarette  smoke.  Nevertheless,  I would  submit  to  you 
that  it  is  restaurants  like  the  Ponderosa  that  really  have 
the  idea  of  “heart  healthy”  dining  down  pat-and  that 
idea  has  nothing  to  do  with  calories  or  cholesterol. 
-Jeffrey  H.  Lamont,  MD 
WausauQ 
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Letters 

Limitless  liability  is  unfair 


To  the  editor:  Wisconsin  is  the  only 
state  which  requires  physicians  to 
carry  malpractice  insurance  with  no 
upper  limit  on  liability.  Any  physician 
who  refuses  to  pay  into  the  Patient’s 
Compensation  Fund  is  subject  to  fines 
of  $1,000  per  week  and  loss  of  medi- 
cal license.  I have  gone  to  our  SMS 
for  help  in  fighting  punitive,  confisca- 
tory, (and  unconstitutional)  laws 
against  doctors  only  to  find  out  that 
the  SMS  was  behind  the  enactment 
of  this  law. 

Later,  I spoke  with  a member  of 
the  medical  examining  board  regard- 
ing what  I perceive  as  a physician’s 
right  to  purchase  in  the  free  market- 
place whatever  insurance  and  limit  of 
liability  that  is  fitting  for  that  physi- 
cian’s practice.  His  response  was  that 
practicing  medicine  is  a privilege,  so 
physicians  must  abide  by  rules  set 
forth  by  the  legislature.  On  what  basis 
does  the  exercise  of  a privilege  imply 
the  surrendering  of  constitutional 
rights?  He  offered  no  answer  to  that 
question.  Clearly,  he  would  go  along 
with  pulling  a physician’s  license  for 
reasons  completely  unrelated  to 
medical  competence  or  ethics. 

Malpractice  or  bad  results  may 
occur  in  all  trades  and  professions, 
but  the  state  of  Wisconsin,  by  requir- 
ing unlimited  coverage  in  the  case  of 
medical  malpractice  is  holding  physi- 
cians to  a standard  required  of  no  one 
lese.  The  Constitution  guarantees 
equal  protection  under  the  law,  which, 
if  I am  correct,  means  that  laws  shall 
be  applied  in  an  equitable  manner  to 
all,  not  just  to  one  small  subset  of  the 


population.  Only  then  can  the  politi- 
cal power  be  mobilized  to  strike  down 
a bad  law.  Wisconsin  physicians 
should  demand  that  the  state  require 
chiropractors,  plumbers,  teachers, 
attorneys  and  all  other  occupations 
to  carry  unlimited  insurance.  If  the 
legislature  will  not  act  accordingly, 
then  it  should  drop  this  absurd  re- 
quirement for  physicians. 

Failure  to  define  an  upper  limit  on 
liability  violates  all  the  basic  tenets  of 
insurance.  It  has  encouraged  a re- 
cent, outlandish  $24  million  judgment 
in  Milwaukee,  which  will  drive  the 
premiums  even  higher.  It  creates  an 
unacceptable  burden  on  young  phy- 
sicians starting  out,  and  on  rural  com- 
munities struggling  to  find  and  keep 
physicians.  The  fund  ought  to  be 
renamed  the  Trial  Attorney’s  Profit 
Fund.  Approximately,  $8  million  of 
that  $24  million  verdict  will  go  to  the 
law  firm  of  O’Neil,  Cannon  and  Holl- 
man,  rather  than  to  any  so-called  in- 


jured patients.  This  represents  an 
unconscionable  waste  of  money. 

Unfortunately,  there  are  those 
doctors  who  cling  to  the  Patient 
Compensation  Fund  because  it  makes 
them  feel  secure.  Let  them  continue 
to  pay  into  this  boondoggle,  if  that  is 
their  desire.  But  the  time  has  come 
for  a voluntary  fund,  which  will  allow 
the  rest  of  us  the  flexibility  to  develop 
more  creative,  cost-effective  ways  to 
deal  with  medical  “liability.”  Some 
would  opt  for  a basic  policy  with  lim- 
its of  perhaps  $1  million.  Patients 
would  be  protected  without  targeting 
doctors  as  unlimited  deep  pockets. 

I would  like  to  hear  any  other  ideas. 
The  SMS  must  go  to  the  legislature 
now  to  get  these  laws  changes. 
-Albert  L.  Fisher,  MD 
Oshkosh 

Editor’s  note:  The  physician  mem- 
bers of  the  SMS  voted  to  support  the 
PCF.  The  SMS  has  followed  that 
directive. □ 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official 
policy  of  the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors' 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
editorials  is  reserved  for  members  of  the  WMJ  editorial  board,  editorial 
associates  and  SMS  elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters 
is  open  to  the  public,  but  letters  are  limited  to  500  words  and  subject  to 
review  by  the  WMJ  editorial  board.  Write  to:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  WI  53701.Q 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL-FREE 
1-800-423-USAF 


Medical  Writing 

Contest 

Contestants: 

• Medical  students  enrolled  in  either  of  Wisconsin’s  two  medical  schools 

• Residents  actively  training  in  Wisconsin 

Awards: 

• One  student;  one  resident 

• Recognition  certificate 

• $500 

• Publication  in  the  Wisconsin  Medical  Journal 

• Presentation  at  the  1991  SMS  Annual  Meeting 

Rules: 

• Subject  matter  must  fall  within  the  parameters  of  scientific  medicine:  clinical,  case 
report,  research  and  review 

• Paper  must  be  original,  unpublished,  and  credited  to  one  author  (although  multiple 
authors  may  be  listed) 

• Limited  to  10  pages,  typewritten,  double-spaced,  1-inch  margins 

• Illustrations  are  encouraged,  but  must  be  included  in  the  10-page  length  limit 

• The  Editorial  Board  of  the  Wisconsin  Medical  Journal  serves  as  the  panel  of  judges 
and  has  final  authority  in  all  decisions 

Criteria: 

• Scientific  merit:  research  methods,  data  analysis,  subject  or  patient  population 
selection,  control  of  variables,  literature  analysis 

• Applicability:  usefulness  of  results  to  private  practitioner,  academician,  researcher 

• Content:  depth  of  analysis,  continuity  of  discussion  supporting  the  main  thesis, 
feasibility  of  conclusions 

• Innovation:  uniqueness  of  idea,  creativity,  improvement  of  existing  techniques, 
previously  undiscovered  data,  advancement  of  basic  understanding 

• Organization 

• Clarity  of  writing 

Deadline: 

Entries  must  be  received  by  the  Wisconsin  Medical  Journal  no  later  than  February  15, 
1991:  PO  Box  1109,  Madison,  WI  53701 
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Do  You  Know 

The  Physician-Citizen  of  the  Year? 

The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
rules  of  the  contest: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO  practicing  medicine  in 
Wisconsin. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be 
uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  you  if  the  doctor  you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  20,  1991. 

How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

t 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for 
the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of 
Wisconsin,  P.O.  Box  1109,  Madison,  WI  53701. 


Scientific 


seropositivity  in  an 


The  prevalence  of  Borrelia  burgdorferi 
area  endemic  for  Lyme  disease 

Elise  Jochimsen,  BS,  Jeff  Sikkink,  MD,  and  James  J.  Marx,  Madison, 

Eau  Claire,  and  Marshfield 

We  conducted  a seroprevalence  survey  of  antibodies  to  Borrelia  burgdorferi 
in  West  Central  Wisconsin,  an  area  endemic  for  Lyme  disease.  One 
hundred  and  thirty-seven  of  153  patients  having  blood  drawn  at  the  Eau 
Claire  Family  Medicine  Clinic  and  the  associated  rural  Augusta  practice 
participated  in  the  study  and  were  tested  for  the  presence  of  antibodies  to  B 
burgdorferi  and  questioned  about  Lyme  disease  risk  factors.  An  enzyme- 
linked  immunosorbent  assay  showed  that  15  (10.9%)  of  the  137  persons  had 
serological  evidence  of  exposure  to  B burgdorferi.  None  of  these  15  persons 
reported  a past  or  current  history  of  clinical  Lyme  disease,  and  they  were 
not  found  to  have  more  symptoms  commonly  associated  with  Lyme  disease 
than  seronegative  patients.  We  conclude  that  the  prevalence  of  positive 
Lyme  serologies  in  this  area  is  similar  to  that  of  other  endemic  areas  and 
that  subclinical  or  asymptomatic  infection  probably  accounts  for  many  of 
these  positive  results.  Wis  Med  J 1990;89(12):677-681. 


Since  Lyme  disease  was  first  de- 
scribed in  the  literature  in  1977, 1 
it  has  become  the  most  commonly 
reported  tick-borne  illness  in  the 
United  States.2  In  the  intervening  time, 
much  has  been  written  about  the  dis- 
ease’s clinical  spectrum,  diagnosis 
and  treatment.  Much  can  still  be 


Dr  Sikkink  is  with  the  Eau  Claire  Family 
Medicine  Clinic  in  Eau  Claire.  Jochimsen 
is  a medical  student  at  the  University  of 
Wisconsin-Madison,  and  Marx  is  a senior 
research  immunologist  with  the 
Marshfield  Research  Foundation  in 
Marshfield.  Publication  support  gener- 
ously provided.  Request  reprints  of  this 
article  from  Jeff  Sikkink,  MD,  Eau  Claire 
Family  Medicine,  807  S Farwell,  Eau 
Claire,  WI  54701.  Copyright  1990  by  the 
State  Medical  Society  of  Wisconsin. 


learned,  however,  about  the  specific 
risk  factors  for  and  the  prevalence  of 
Lyme  disease  in  certain  endemic 
areas.  Knowledge  of  seroprevalence 
is  important  because  background 
seropositivity  creates  significant  dif- 
ficulty when  interpreting  serologic 
test  results.3 

Several  studies  have  addressed  this 
problem  by  using  Lyme  serologies  to 
monitor  Lyme  prevalence  in  a popu- 
lation. A 1984  study  of  residents  of 
Fire  Island,  NY,  showed  that  9.7%  of 
176  persons  had  serological  evidence 
by  immunofluorescence  assay  of  ex- 
posure to  the  Lyme  spirochete.4  A 
1986  study  showed  that  8%  of  121 
asymptomatic  residents  of  Great  Is- 
land, Mass,  had  high  titers  of  anti- 
bodies to  Borrelia  burgdorferi,  the 
spirochete  that  causes  Lyme  disease.5 


In  1987,  a study  of  95  asymptomatic 
persons  in  North  Central  Wisconsin 
revealed  a seropositivity  rate  of  16% 
in  non-farmers  and  32%  in  farmers.6  A 
1988  study  of  New  York  park  employ- 
ees found  that  6.5%  of  414  had  sero- 
logic evidence  of  past  infection  with 
B burgdorferi  and  that  only  52%  of  the 
positive  employees  gave  a history  of 
symptoms  of  Lyme  disease.7  Also  in 
1988,  another  study  of  residents  of 
Marshfield,  Wis,  showed  17.6%  of  193 
persons  had  positive  serologies  by 
both  immunofluorescence  assay  and 
enzyme-linked  immunosorbent  as- 
say.8 

The  purpose  of  this  study  was  to 
give  health  care  providers  an  approxi- 
mation of  the  prevalence  of  Lyme 
seropositivity  in  the  endemic  area  of 
West  Central  Wisconsin.  Also,  we 
have  attempted  to  examine  associa- 
tions between  seropositivity  and  cer- 
tain factors  such  as  demographics, 
symptoms  of  Lyme  disease,  length  of 
time  spent  outdoors  at  work  and  lei- 
sure, and  whether  tick  avoidance 
measures  were  used. 

Methods 

Patients  who  came  in  for  a clinic  visit, 
and  who  had  blood  drawn  as  part  of 
that  visit,  were  recruited  to  take  part 
in  our  study  between  June  19  and 
June  30, 1989,  at  the  Eau  Claire  Family 
Medicine  Clinic,  and  between  June 
19  and  July  21, 1989,  at  the  associated 
Augusta  practice.  The  Eau  Claire 
Family  Medicine  Clinic  is  a residency 
program  and  primary  care  practice 
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which  serves  Eau  Claire,  a commu- 
nity of  approximately  60,000  in  West 
Central  Wisconsin.  The  associated 
Augusta  practice  is  23  miles  south- 
west of  Eau  Claire  in  a rural  commu- 
nity of  1,628.  Persons  under  5 years 
of  age  were  excluded  from  the  study. 
In  Eau  Claire,  a total  of  125  eligible 
persons  had  blood  drawn  while  the 
study  was  being  conducted.  One 
hundred  and  fourteen  of  these  pa- 
tients were  enrolled  in  the  study. 
Seven  patients  chose  not  to  partici- 
pate in  the  study,  two  patients  were 
too  sick  to  complete  a questionnaire 
and  two  patients  did  not  have  time  to 
participate.  In  Augusta,  a total  of  28 
persons  had  blood  drawn  while  the 
study  was  being  conducted.  Twenty- 


three  of  these  patients  were  enrolled 
in  the  study.  Four  patients  did  not 
have  time  to  participate  and  one  se- 
rum sample  turned  out  to  be  unus- 
able. The  overall  participation  rate 
was  89.5%. 

Patients  received  a brief  explana- 
tion of  the  purpose  of  the  study,  and 
following  informed  consent,  a ques- 
tionnaire was  administered.  The 
questionnaire  addressed: 

• history  of  Lyme  disease  and  its 
symptoms; 

• length  of  time  spent  outdoors  at 
work  and  leisure; 

• tick  exposure  during  work  and 
leisure  in  the  previous  year; 

• precautions  usually  taken  to  avoid 
ticks;  and 


• demographic  information. 

An  additional  serum  sample  was 
then  taken  from  each  participant  and 
tested  for  antibodies  against  B 
burgdorferi  at  the  Marshfield  Medi- 
cal Research  Foundation  at 
Marshfield.  The  assay  is  performed 
according  to  the  method  described 
by  Russell  et  al,9  including  the  modi- 
fications outlined  by  Marx  and  Gray.10 
The  original  isolate  (B31)  from  the 
Rocky  Mountain  Laboratory  which 
was  deposited  in  the  American  Type 
Culture  Collection  was  used  for  the 
serologic  testing.  Soluble  extracts  of 
the  organism  were  prepared  as  soni- 
cates of  a five  day  culture  of  the  or- 
ganism growing  on  Barbour,  Stoen- 
ner,  Kelly  II  medium  (BSK).lon  The 
spirochetes  were  harvested  by  cen- 
trifugation, washed  in  phosphate 
buffered  saline  (PBS)  and  sonicated 
three  times  for  3 minutes  (Fischer 
Dismembrinator,  80%  power)  in  an 
ice  bath.  The  dialyzed  sonicate  con- 
tained approximately  50-200  fg  pro- 
tein/mL.  Each  preparation  of  extract 
was  checked  for  antigen  specificity 
by  sodium  dodecylsulfate  (SDS)  gel 
electrophoresis  and  immunoblot.  In 
addition,  each  extract  was  titered 
against  a reference  serum  pool. 

The  enzyme-linked  immunosorb- 
ent essay  (ELISA)  was  performed  by 
first  coating  Immunlon  I microtiter 
plates  with  0.1  fg  of  the  standardized 
soluble  antigen  preparation  in  a car- 
bonate buffer  (ph  9.6)  by  drying  over- 
night at  40°  C.  The  plates  were  washed 
with  PBS  containing  0.05%  Tween  20 
(PBS/T) . The  test  serum  was  diluted 
1/250  in  PBS/T  and  incubated  in  the 
plates  for  1 hour  at  37°  C.  After  an- 
other wash,  the  bound  patient  anti- 
body was  quantitated  using  alkaline 
phosphatase  labelled  anti-human  im- 
munoglobulin 

(polyvalent  or  heavy  chain  specific) 
for  1 hour  at  37°  C.  The  plates  were 
washed  and  the  bound  enzyme  quan- 
titated using  p-nitrophenylphosphate 
in  diethanolamine  buffer.  The  reac- 
tion is  stopped  with  sodium  hydrox- 
ide at  30  minutes.  The  optical  density 
is  measured  at  405  nm,  corrected  for 


Table  l.-Comparison  of  study  participants  and  the  Eau  Claire  Clinic  and  Augusta 
Clinic  populations. 


Study  participants 

Eau  Claire  Clinic 

Augusta  Clinic 

Patient  total 

137 

2,472* 

768+ 

Mean  age  (years) 

42.7 

25.7* 

37.0+ 

Male 

49(35.8%) 

776(31.4%)* 

343(44.7%)+ 

Female 

88(64.2%) 

1,696(68.6%)* 

425(55.3%)+ 

‘From  Age-Sex  Registry  information  for  1984-85, excluding  patients  >5  years  of  age. 
+From  Age-Sex  Registry  information  for  1984-85, excluding  patients  >5  years  of  age. 


Table  2.-Comparison  of  antibodies  against  B burgdorferi  by  age,  gender  and 
clinic  location. 


Seropositive  patients 

Seronegative  and 

(n-15) 

intermediate  patients 
(n-122) 

Mean  age  (years) 

35.5 

43.6 

Gender 

male 

4 (26.7%) 

45  (36.9%) 

female 

11  (73.3%) 

77  (63.1%) 

Clinic 

Eau  Claire 

14  (93.3%) 

100  (82%) 

Augusta 

1 ( 6.7%) 

22  (18%) 
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individual  serum  background  stain- 
ing, and  compared  to  a reference 
serum  pool  of  known  patients  with 
Lyme  disease.  The  results  were  ex- 
pressed as  the  optical  density  ratio  or 
the  ratio  of  optical  density  of  the  test 
to  the  optical  density  of  the  reference 
pool.  The  mean  of  two  determina- 
tions was  used  as  the  end  point  re- 
sult. Positive  (high  and  low)  and 
negative  controls  were  also  deter- 
mined with  each  plate. 

The  serological  status  was  consid- 
ered positive  if  the  optical  density 
ratio  of  the  polyvalent  was  greater 
than  three  standard  deviations  above 
the  mean  of  a non-Lyme  disease 
population,  and  either  the  immunog- 
lobulin G (IgG)  or  the  immunoglob- 
ulin G (IgM)  was  also  greater  than 
the  respective  three  standard  devia- 
tions. A sample  was  considered  “inter- 
mediate” if  the  polyvalent  and  the 
IgG,  lgM,  or  both  were  greater  than 
two  standard  deviations  above  the 
mean,  but  less  than  three  standard 
deviations. 

To  look  for  associations  between 
risk  factors  for  Lyme  disease  (time 
spent  outdoors  at  work  and  leisure, 
tick  exposure  and  tick-avoidance 
measures)  and  seropositivity,  statis- 
tical testing  was  done  using  chi-square 
tests  for  the  dichotomous  variables 
and  Mann- Whitney  U tests  for  inter- 
val level  non-parametrically  distrib- 
uted data. 

The  research  protocol  was  ap- 
proved by  the  Human  Subjects 
Committee  at  the  University  of  Wis- 
consin. Subjects  were  enrolled  after 
they  signed  written  consent  forms 
which  explained  the  potential  risks 
and  benefits  of  the  study.  Each  pa- 
tient was  informed  of  the  result  of  the 
Lyme  serology  and  was  asked  to  dis- 
cuss the  test  result  with  a clinic  phy- 
sician if  the  result  was  positive. 

Results 

Of  the  137  participants  in  the  study, 
114  were  recruited  at  the  Eau  Claire 
Family  Medicine  Clinic  and  23  were 
enrolled  at  its  associated  Augusta 
practice.  Forty-nine  (35.8%)  of  the 


study  participants  were  male  and  88 
(64.2%)  were  female.  Participants’ 
ages  ranged  from  6 to  85  (mean  42.7) . 
Fifteen  (10.9%)  participants  had  anti- 
bodies against  B burgdorferi  as  de- 
termined by  ELISA  at  the  Marshfield 
Research  Laboratory.  An  additional 
14  (10.2%)  had  “intermediate”  results. 

Study  participants  are  compared 
to  the  Eau  Claire  clinic  population 
and  the  Augusta  clinic  population  in 
Table  1.  Since  study  participants  were 
recruited  from  patients  having  blood 
drawn,  there  are  some  differences 
between  them  and  the  general  clinic 
population.  Study  patients  were 


slightly  older  than  the  practice  popu- 
lation. 

Seropositive  patients  are  compared 
to  the  other  study  patients  with  re- 
gard to  age,  gender  and  clinic  loca- 
tion in  Table  2.  Seropositive  patients 
tended  to  be  younger  than  the  other 
study  patients.  The  mean  age  of  sero- 
positive patients  was  35.5  years  com- 
pared with  the  mean  age  of  43.6 years 
for  other  study  patients  (p=0.1).  The 
seropositive  group  was  26.7%  male 
and  63.1%  female.  Fourteen  of  the 
seropositive  patients  were  recruited 
at  the  Eau  Claire  Clinic  and  one  was 
recruited  at  Augusta. 


Table  3.-Symptoms  of  Lyme  disease  as  reported  by  seropositive  and  seronega- 
tive patients. 

Symptom 

Seropositives 

Seronegatives 

(n-15) 

(n-91) 

rash 

1 (6.7%) 

4 (4.4%) 

general  muscle  pain 

3 (20%) 

20  (22%) 

joint  pain 

3 (20%) 

19  (20.9%) 

joint  swelling 

0 

9 (9.9%) 

heart  palpitations 

1 (6.7%) 

7 (7.7%) 

Bell’s  palsy 

0 

1 (1.1%) 

arthritis 

2 (13.3%) 

9 (9.9%) 

unexplained  fatigue 

6 (40.0%) 

24  (26.4%) 

headaches  with  fever 

0 

14  (15.4%) 

Table  4.-Evaluation  of  seropositivity  for  antibodies  against  B burgdorferi  by 
outdoor  activity. 


Outdoor  activity 

Seropositve 

Seronegative 

patients 

patients 

p value* 

(n-15) 

(n-122) 

(2-tailed) 

mean  #days 

mean  #days 

outdoor  occupation 

6.7 

5.2 

.62 

hunting 

1.8 

2.5 

.89 

fishing 

7.1 

12.3 

.72 

camping 

.67 

5.3 

.03 

hiking 

18.1 

17.7 

.68 

trail  biking 

.27 

2.7 

.97 

berry  picking 

.6 

1.8 

.23 

wood  cutting 

.8 

2.2 

.30 

lawn  mowing 

18.0 

12.0 

.02 

gardening 

50.1 

54.1 

.59 

canoeing 

0 

1.2 

.08 

* Mann-Whitney  U test 
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Four  (2.9%)  of  the  137  study  par- 
ticipants reported  a past  diagnosis  of 
and  treatment  for  Lyme  disease.  At 
the  time  of  the  study,  an  additional 
seven  (5.1%)  persons  were  judged  by 
a physician  to  be  “likely”  or  “very 
likely”  to  have  a clinical  diagnosis 
consistent  with  active  Lyme  disease. 
Two  additional  patients  were  given  a 
clinical  diagnosis  of  Lyme  disease  on 
the  day  the  blood  was  obtained  but 
were  only  felt  to  be  at  intermediate 
risk  of  having  active  Lyme  disease  by 
a physician.  A total  of  24  (17.5%)  per- 
sons (including  all  of  the  seven  pa- 
tients who  were  judged  to  be  “likely” 
or  “very  likely”  to  have  Lyme  dis- 
ease) had  a simultaneous  Lyme  se- 
rology test  ordered  by  a physician. 
None  of  these  24  patients  had  a posi- 
tive result. 

Seropositive  patients  were  com- 
pared to  seronegative  patients  to 
identify  symptoms  and  risk  factors 
that  might  be  associated  with  posi- 
tive Lyme  serology  results.  For  the 
purposes  of  these  comparisons,  pa- 
tients with  “intermediate”  results  and 
patients  suspected  of  having  Lyme 
disease  were  excluded  (patients  with 
a past  or  present  clinical  diagnosis  of 
Lyme  disease  or  those  rated  as  “likely” 
or  “very  likely”  to  have  active  Lyme 
disease).  These  exclusions  were 
made  to  ensure  that  patients  who 


may  be  the  equivalent  of  a seroposi- 
tive patient  with  respect  to  risk  fac- 
tors were  not  included  in  the  serone- 
gative group. 

A minority  of  the  15  seropositive 
patients  reported  symptoms  that  were 
consistent  with  Lyme  disease  (Table 
3).  None  of  the  observed  differences 
between  seropositive  and  seronega- 
tive patients  regarding  these  symp- 
toms achieved  statistical  significance. 
There  is  a trend  in  the  direction  of 
seropositive  patients  being  more 
likely  to  report  fatigue  (40.0%  of  sero- 
positive v 26.4%  of  seronegatives) 
although  this  comparison  was  not 
statistically  significant  (p=0.44). 

Length  of  time  spent  outdoors  at 
work  and  at  various  leisure  activities 
was  evaluated  as  a possible  risk  fac- 
tor for  seropositivity.  Table  4 shows 
the  relationship  between  seropositiv- 
ity and  days  spent  between  April  and 
November  at  certain  outdoor  activi- 
ties. Seropositive  patients  and  serone- 
gative patients  spent  a similar  num- 
ber of  hours  per  week  outdoors  at 
work.  Seropositive  patients  spent  sig- 
nificantly more  days  mowing  lawns 
than  seronegative  patients  (18  days  v 
12  days,  p=0.02) . The  two  groups  spent 
similar  numbers  of  days  hunting,  fish- 
ing hiking,  trail  biking,  cutting  wood 
and  gardening.  In  contrast,  seroposi- 
tive patients  reported  spending  less 


time  camping  and  canoeing  than  se- 
ronegative patients. 

Certain  tick-avoidance  measures 
were  related  to  antibody  status.  Table 
5 shows  that  seropositive  patients 
were  less  likely  to  wear  boots  when 
outdoors  than  seronegative  patients 
(mean  of  0.8  v mean  of  1.43,  p=0.01). 
Also,  there  was  a trend  in  the  direc- 
tion of  seropositive  patients  being  less 
likely  to  report  wearing  long  sleeves 
when  outdoors  than  seronegative  pa- 
tients. Other  tick  precautions  (wear- 
ing long  pants,  wearing  a hat,  using 
insect  or  tick  repellant  and  checking 
for  ticks)  were  not  found  to  be  signifi- 
cantly associated  with  seropositivity. 

Discussion 

The  purpose  of  this  study  was  to  give 
health  care  providers  an  estimate  of 
the  prevalence  of  Lyme  seropositiv- 
ity in  West  Central  Wisconsin.  The 
study  showed  that  10.9%  of  137  pri- 
mary care  patients  having  their  blood 
drawn  had  serological  evidence  of 
exposure  to  the  Lyme  spirochete. 
None  of  these  patients  reported  a 
past  or  current  history  of  clinical  Lyme 
disease.  Seropositive  patients  were 
not  found  to  report  more  symptoms 
commonly  associated  with  Lyme 
disease  compared  to  seronegative 
patients.  It  is  likely  that  subclinical  or 
asymptomatic  infection  accounts  for 
most  of  the  positive  results.  This  find- 
ing was  not  entirely  unexpected  as  it 
is  known  that  not  all  patients  who 
seroconvert  will  develop  clinical  Lyme 
disease.  One  study  reported  that 
asymptomatic  seroconversion  occurs 
at  approximately  the  same  rate  clini- 
cal Lyme  disease.5 

Several  factors  were  found  to  be 
associated  with  Lyme  seropositivity. 
Seropositive  patients  tended  to  be 
younger  than  seronegative  patients, 
although  this  difference  did  not  reach 
statistical  significance.  This  finding 
is  consistent  with  other  studies  and 
probably  reflects  the  fact  that  younger 
people  are  more  likely  to  engage  in 
outdoor  activities.  It  is  also  possible 
that  younger  people  are  less  likely  to 
take  tick  avoidance  precautions. 


Table  5.-Evaluation  of  seropositivity  for  antibodies  against  B burgdorferi  by 
tick  precautions. 


Precaution 

Seropositive 

Seronegative 

p value* 

patients 

patients 

(n-15) 

(n=122) 

(2-tailed) 

mean+ 

mean+ 

long  pants 

2.1 

2.4 

.98 

boots 

0.8 

1.43 

.01 

a hat 

1.3 

1.5 

.7 

long  sleeves 

1.3 

1.7 

.14 

insect  repellant 

1.6 

1.6 

.8 

tick  repellant 

0.9 

1.1 

.23 

checking  for  ticks  on  self 

2.7 

2.9 

.75 

*mean  based  on  a scale  of  1 to  4 where  0=never,  4=always 
+test 
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Seropositive  patients  were  signifi- 
cantly less  likely  to  wear  boots  and 
there  was  a trend  to  suggest  that  they 
were  less  likely  to  wear  long  sleeves 
than  seronegative  patients.  Further- 
more, seropositive  patients  reported 
more  days  mowing  lawns  than  se- 
ronegative patients.  This  is  consis- 
tent with  a 1988  New  York  study  which 
suggested  that  time  spent  in  mowing 
lawns  increased  a person’s  risk  of 
being  seropositive.7  For  these  rea- 
sons it  seems  likely  that  many  resi- 
dents of  endemic  areas  are  bitten  by 
Ixodes  Dammini  while  engaged  in 
outdoor  activities  around  their  homes. 

The  study  has  several  limitations 
which  should  be  considered.  The 
relatively  small  sample  size  limits  the 
power  of  our  analysis.  Some  of  the 
results  may  not  be  significant  only 
because  of  an  insufficient  sample  size. 
Another  drawback  to  this  study  was 
the  selection  of  study  participants. 
Because  the  participants  were  re- 
cruited from  patients  having  blood 
drawn  at  the  clinic,  the  study  group 
differs  from  the  general  clinic  popula- 
tion. Also,  because  study  participants 
were  recruited  from  clinic  patients, 
the  study  group  may  differ  from  the 
general  population  of  West  Central 
Wisconsin. 

Detection  of  a specific  antibody  to 
B burgdorferi  has  become  an  impor- 
tant aid  in  the  diagnosis  of  Lyme  dis- 
ease. It  is  necessary  for  clinicians  to 
be  aware  of  the  background  sero- 
positivity  rate,  especially  in  endemic 
areas.  This  study  uses  the  ELISA 


method  to  determine  the  seropositiv- 
ity  rate  in  a primary  care  population. 
The  ELISA  method  is  a sensitive  and 
specific  test  when  used  to  diagnose 
stage  2 and  stage  3 Lyme  disease.12-13-14 
Nevertheless,  in  a screening  situation, 
some  sensitivity  and  specificity  will 
be  lost  when  testing  a large,  mostly 
asymptomatic  population.  Because  of 
this,  some  cautions  should  be  used  in 
interpreting  the  results. 

In  summary,  the  seropositivity  rate 
for  antibodies  against  B burgdorferi 
among  patients  having  blood  drawn 
at  the  Eau  Claire  and  Augusta  clinics 
was  10.9%.  Seropositivity  was  shown 
to  be  associated  with  patients  report- 
ing more  time  mowing  the  lawn  and 
less  time  wearing  boots.  Overall,  there 
was  good  patient  acceptance  of  this 
study  and  similar  studies  could  be 
used  to  measure  trends  in  Lyme  sero- 
prevalence. 
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Season’s 
Greetings 

from 


ERVICES 

We  at  SMS  Services  thank  you 
for  your  valued  support 
throughout  the  past  year 


and 


extend  our  very  best  wishes  to  you 
for  a Prosperous  and 
Happy  New  Year. 


Borrelia  lymphocytoma: 
a possible  North  American  case 

Michael  F.  Finkel,  MD,  and  Russell  C.  Johnson,  PhD 
Eau  Claire  and  Minneapolis 

Borrelia  lymphocytoma  is  a rare  dermatologic  manifestation  of  Lyme 
disease,  thus  far  reported  only  in  European  patients.  A possible  North 
American  case  is  presented  and  the  significance  of  the  first  North  American 
case  is  discussed.  Wis  Med  J 1990;89(12):683-686. 


Lyme  borreuosis  is  a disease  of  in- 
creasing worldwide  interest. 
The  diagnosis  is  hampered  by  ex- 
treme difficulties  in  isolating  the  or- 
ganisms by  culture  techniques,  and 
by  difficulty  demonstrating  laboratory 
proof  of  concurrent  infections  with 
the  borrelia  spirochete.  Commercially 
available  tests  (enzyme-linked  im- 
munosorbent assay  (ELISA),  im- 
mune fluorescent  antibody  (IFA),  anti- 
body capture  tests.  Western  Blot)  only 
demonstrate  seropositivity  or  immu- 
nological recognition  of  the  bacte- 
ria.14 Tests  which  detect  bacterial 
DNA  by  the  polymerase  chain  reac- 
tion (PCR)  and  ligase  chain  reaction 
(LCR)  techniques  are  only  in  the 
developmental  stages.5-9  Therefore, 
the  physician  must  rely  on  clinical 
skills  and  information  to  support  a 
diagnosis  of  Lyme  borreliosis. 

Of  the  many  systemic  features  of 
Lyme  borreliosis-neurologic,  cardiac, 
dermatologic,  rheumatologic-only 


Dr  Finkel  is  the  medical  director  of  the 
Western  Wisconsin  Lyme  Disease  Cen- 
ter at  the  Midelfort  Clinic  in  Eau  Claire. 
Dr  Johnson  is  with  the  University  of  Min- 
nesota Medical  School’s  Department  of 
Microbiology  in  Minneapolis.  This  study 
was  supported  in  part  by  Public  Health 
Service  grant  AR34744  from  the  National 
Institutes  of  Health.  Reprint  requests  to: 
Michael  F.  Finkel,  MD,  Western  Wiscon- 
sin Lyme  Disease  Center,  733  W Claire- 
mont  Ave,  Eau  Claire,  WI  54701.  Copy- 
right 1990  by  the  State  Medical  Society  of 
Wisconsin. 


the  dermatologic  features  are  recog- 
nized as  diagnostic  of  Lyme  borreli- 
osis by  their  presence  alone.  These 
include  erythema  migrans  (EM)  ei- 
ther single  or  multiple;  acrodermati- 
tis chronicum  atrophicans,  (ACA); 
and  borrelia  lymphocytoma  (BL).10 
Solitary  erythema  migrans  occurs  in 
the  localized  and  acute  disseminated 
phases  of  the  infection.  Multiple 
erythema  migrans  or  chronic 
erythema  migrans  (true  erythema 
chronicum  migrans,  or  ECM)  occur 
in  the  acute  disseminated  phase  of 
the  illness.  Borrelia  lymphocytoma 
occurs  in  the  acute  disseminated  or 
late  Lyme  borreliosis  phases  during 
the  first  year  after  infection.11  Acrod- 
ermatitis chronicum  atrophicans  oc- 
curs in  late  Lyme  borreliosis  and  af- 
ter an  infection  of  at  least  1 year’s  du- 
ration.10 

Erythema  migrans  is  commonly 
recognized  in  North  America  and 
Europe,  while  acrodermatitis  chroni- 
cum atrophicans  and  Borrelia  lym- 
phocytoma have  been  reported  only 
in  Europe.1247  Since  neurologic,18-21 
rheumatologic22  and  cardiac23  disor- 
ders have  been  found  in  both  North 
America  and  Europe,  it  is  logical  to 
expect  acrodermatitis  chronicum 
atrophicans  and  Borrelia  lymphocy- 
toma to  be  found  in  North  America  if 
clinicians  are  vigilant  for  these  disor- 
ders. 

This  paper  presents  an  adult  North 
American  patient  with  probable  Bor- 
relia lymphocytoma  of  the  breast,  who 
acquired  Lyme  borreliosis  in  west- 


ern Wisconsin.  Her  proposed  Borre- 
lia lymphocytoma  occurred  during 
the  second  month  of  her  illness  in  a 
location  typical  for  this  disorder.  The 
lesion  was  recognized  retrospectively 
after  antibiotics  had  been  started, 
limiting  the  usefulness  of  a biopsy  of 
the  sensitive  breast  tissue.  An  unfor- 
tunate technical  problem  ruined  the 
quality  of  photographs  of  her  lesions. 
Immunological  studies  of  this  patient, 
however,  support  the  diagnosis  of 
acute  disseminated  Lyme  borreliosis, 
and  permit  interesting  observations 
on  the  evolution  of  the  immune  re- 
sponse in  a patient  with  a satisfactory 
therapeutic  outcome. 

Patient  history 

In  August  1989,  a 31-year-old  female 
noted  a sore  hardened  area  in  the  left 
breast.  While  the  lump  softened  over 
2 weeks,  the  breast  areola  became 
indurated  and  the  nipple  distorted. 
Axillary  adenopathy  developed.  A 
“beet  red”  lesion  developed  around 
the  lump,  spreading  centrifugally. 
Temperature  elevations  occurred,  up 
to  38.3°  C.  A new  reddened  area  de- 
veloped around  the  right  breast  and 
areola,  followed  by  headache  and  neck 
stiffness. 

On  examination,  she  was  afebrile. 
The  left  areola  was  indurated,  with 
thickened,  distorted  tissues.  The  right 
breast  was  tender,  without  distortion. 
Neither  breast  had  a discharge.  A 
well  demarcated  7 X 10  mm  wide 
lesion  was  noted  around  the  left 
breast.  Cefadroxil  500  mg,  twice  a 
day,  was  empirically  started  for  a 
suspected  mastitis. 

The  neck  stiffness  and  breast  sore- 
ness improved  within  two  days  of 
therapy.  However,  she  became  feb- 
rile to  38.4°  C and  developed  several 
new  skin  lesions.  The  jaw,  right  wrist 
and  right  shoulder  became  painful.  A 
Continued  on  next  page 
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typical  erythema  migrans  lesion  was 
recognized  on  the  left  thigh.  She  was 
referred  to  the  Western  Wisconsin 
Lyme  Disease  Center. 

On  examination,  she  was  alert  and 
afebrile.  She  had  no  meningismus. 
The  temporomandibular  joints,  right 
shoulder  and  right  wrist  were  pain- 
ful. Both  breasts  were  tender  and 
swollen,  but  without  discoloration  or 
masses.  The  left  areola  was  distorted 
and  mild  left  anterior  axillary  adeno- 
pathy was  present.  Two  large 
erythema  migrans  circled  the  breasts, 
greater  than  30  cm  in  diameter,  inter- 
secting on  the  abdomen.  A typical 
“target”  erythema  migrans  was  pres- 
ent on  the  left  thigh. 

Acute  disseminated  Lyme  borreli- 
osis  was  diagnosed,  and  her  antibi- 
otic was  changed  to  amoxicillin,  1 
gm,  three  times  a day,  with  probenecid 
500  mg,  twice  a day.  Serologic  testing 
by  the  ELISA  was  used  to  quantitate 
antibodies  to  B burgdorferi24  using  a 
human  spinal  fluid  isolate  as  the  anti- 
gen.25The  immunoglobulin  M (IgM) 
ELISA  was  positive  at  1.726  optical 
density  (positive  >0.631  optical  den- 
sity), while  immunoglobulin  G (IgG) 
ELISA  was  borderline  at  0.64  optical 
density  (borderline  is  0.464-0.873 
optical  density)  when  treatment  was 
initiated  (Table). 

Twelve  days  later,  the  erythema 
migrans  lesions  had  resolved.  The 
breasts,  areola  and  lymph  nodes  were 
normal.  The  headache  and  stiff  neck 
were  gone,  her  fatigue  and  concen- 


tration had  improved.  Medications 
were  stopped  after  21  days  of  therapy 
when  she  developed  a classical  aller- 
gic skin  eruption.  She  was  treated  for 
2 weeks  with  doxycycline  100  mg, 
twice  a day,  to  complete  at  least  1 
month  of  total  oral  therapy.  Serolo- 
gies drawn  17  days  and  53  days  after 
initiation  of  therapy  showed  IgG  val- 
ues which  continued  to  rise,  while 
IgM  values  fell  (Table) . The  antibody 
response  was  also  monitored  by 
sodium  dodecyl  sulfate-poly- 
acrylamide gel  electrophoresis  and 
immunoblots  using  standard  meth- 
ods.26 As  seen  in  the  Figure,  at  the 
time  treatment  was  initiated , approxi- 
mately 51  days  after  the  onset  of  the 
disease,  the  patient  had  formed  anti- 
bodies reactive  with  at  least  12  pol- 
ypeptides of  B burgdorferi.  Both  IgM 
and  IgG  antibodies  were  strongly 
reactive  with  the  41  kilo  Dalton  (kD) 
flagellar  antigen  and  weakly  reactive 
with  the  34  kD  outer  surface  protein. 
A diminution  in  the  antibody  response 
to  some  polypeptide  is  apparent  17 
days  after  treatment  (66  days  after 
the  onset  of  the  disease)  and  more 
pronounced  53  days  after  treatment 
was  started  (102  days  after  the  onset 
of  the  disease) . The  decrease  in  activ- 
ity is  most  evident  with  IgM  antibod- 
ies. 

The  patient  has  been  followed 
sequentially,  with  no  recurrence  of 
symptoms  and  no  sequelae  from  the 
infection. 


Discussion 

North  American  physicians  have 
become  astute  at  recognizing  the 
erythema  migrans  lesion.  If  Borrelia 
lymphocytoma  can  be  shown  to  exist 
in  North  America,  the  ability  to  accu- 
rately diagnose  Lyme  borreliosis  in 
symptomatic  individuals  will  be  ex- 
panded. To  date,  all  reports  of  borre- 
lia lymphocytoma  are  in  the  Euro- 
pean literature.1217 

Asbrink  and  Hovmark  define  Bor- 
relia lymphocytoma  as  a localized 
dense  dermal  lymphoreticular  prolif- 
eration caused  by  Ixodes-bome  bor- 
reliae,  appearing  at  the  site  of  or  at  a 
distance  from  the  causative  tick  bite. 
Borrelia  lymphocytoma  is  one  of  two 
forms  of  lymphocytoma  benigna  cutis. 
Borrelia  lymphocytoma  has  a predi- 
lection for  earlobes  in  children  and 
nipples  and  areolas  in  adults.  The 
lesion  is  violaceous  and  can  be  pain- 
ful. Erythema  migrans  may  precede, 
or  occur  simultaneously.  Other  sys- 
temic symptoms  of  Lyme  borreliosis 
can  occur.  Borrelia  lymphocytoma  is 
infrequent  after  the  first  year  of  the 
infection.11 

As  with  the  majority  of  cases  of 
Borrelia  lymphocytoma,  our  patient 
displayed  an  elevated  titer  to  B 
burgdorferi.11  The  specificity  of  the 
antibody  response  was  verified  by 
immunoblotting.  The  34  kD  outer 
surface  protein  is  specific  for  B 
burgdorferi  and  antibodies  reactive 
with  it  were  present  in  the  patients 
serum.  In  addition,  the  patient’s  se- 
rum VDRL  was  nonreactive,  elimi- 
nating the  presence  of  cross-reacting 
antibodies. 

Our  patient  demonstrates  a classi- 
cal anatomic  presentation  of  Borrelia 
lymphocytoma.  The  concurrent 
erythema  migrans  rash,  the  positive 
ELISA  results  and  immunoblots  and 
the  antibiotic  response  support  the 
diagnosis  of  Lyme  borreliosis.  The 
development  of  new  skin  lesions  and 
severe  arthralgia  are  consistent  with 
a Jarisch-Herxheimer  reaction  follow- 
ing antibiotic-induced  lysis  of  the  spi- 
rochete.17 


Serial  immunoglobulin  testing  shows  a progressive  decrease  in  immunoglob- 
ulin M,  while  immunoglobulin  G increases. 

Day  from  disease  onset/ 
Day  from  start  of  therapy 

IgM  ELISA 
in  optical  density 

IgG  ELISA 
in  optical  density 

51/2 

1.726 

0.64 

66/17 

1.597 

0.976 

102/53 

1.060 

1.562 

IgM  positive  > 0.631  optical  density. 

IgG  borderline  0.464-0873;  IgG  positive  > 0.873  optical  density. 
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Conclusion 

The  recognition  of  a possible  case  of 
Borrelia  lymphocytoma  in  North 
America  suggests  that  other  cases 
can  be  found,  and  raises  the  question 
of  the  existence  of  acrodermatitis 
chronicum  atrophicans  in  North 
America  as  well.  North  American  phy- 
sicians are  encouraged  to  photograph 
lesions  suspicious  for  Borrelia  lym- 
phocytoma or  acrodermatitis  chroni- 
cum atrophicans  and  to  refer  patients 
to  recognized  Lyme  disease  centers, 
so  that  proper  biopsy  and  culture  of 
the  lesions  can  be  performed.  Wider 
recognition  of  these  skin  manifesta- 
tions of  acute  disseminated  and  late 
Lyme  borreliosis  will  improve  clini- 
cal diagnosis,  as  well  as  help  to  estab- 
lish the  common  international  expres- 
sions of  this  infectious  disorder. 
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Eosinophilia-myalgia  syndrome  in  Wisconsin 


Jay  C.  Butler,  MD,  and  Jeffrey  P.  Davis,  MD,  Madison 

Eosinophilia-myalgia  syndrome  (EMS)  is  a newly  recognized  illness  charac- 
terized by  intense  eosinophilia,  debilitating  myalgia,  and  absence  of  any 
condition  that  could  account  for  the  eosinophilia  or  myalgia.  The  disorder 
has  previously  been  associated  with  ingestion  of  capsules  containing  the 
amino  acid  Dtryptophan.  In  1989,  the  Wisconsin  Division  of  Health  began 
surveillance  for  EMS.  Each  of  25  persons  reported  with  the  illness  and 
meeting  a standardized  case  definition  were  using  Dtryptophan  when  their 
symptoms  began,  between  June  1989  and  January  1990.  The  median  age  of 
the  patients  was  43  years  (range  26-82  years) ; 92%  were  female,  and  96% 
were  white.  The  majority  of  patients  reported  were  using  Dtryptophan  for 
insomnia  (36%),  premenstrual  syndrome  (28%),  or  depression  (20%). 
Common  signs  and  symptoms  in  these  cases  included  cough  or  dyspnea 
(60%),  arthralgia  (44%),  edema  of  the  extremities  (44%),  fever  (36%),  and 
rash  (32%).  Other  epidemiologic  investigations  to  date  suggest  that  EMS 
may  be  associated  with  a product  contaminant.  HTs  Med  J 1990;89(12):687- 
691. 


OnOct30,  1989,  the  New  Mexico 
Department  of  Health  was  noti- 
fied of  three  patients  with  an  illness 
characterized  by  severe  myalgias  and 
eosinophilia.1-2  All  had  been  taking 
oral  preparations  of  the  amino  acid  D 
tryptophan.  Public  announcement  of 
the  cluster  led  rapidly  to  reports  of 
cases  of  similar  illness  in  New  Mex- 
ico.2 Additional  patients  with  compa- 
rable illness  developing  while  taking 
Dtryptophan  were  identified  in  other 
states.3  A case  definition  requiring 
the  presence  of  eosinophilia,  debili- 
tating myalgia,  and  lack  of  other  ex- 
planation for  these  findings  was  de- 
veloped based  on  these  early  cases, 
and  state  health  departments  were 
notified  in  early  November.2  The  new 
syndrome  was  descriptively  named 


From  the  Section  of  Acute  and  Communi- 
cable Disease  Epidemiology,  Wisconsin 
Division  of  Health,  Bureau  of  Community 
Health  and  Prevention  and  the  Centers 
for  Disease  Control,  Division  of  Field 
Services,  Atlanta.  Reprint  requests  to:  Jef- 
frey P.  Davis,  MD,  Wisconsin  Division  of 
Health,  PO  Box309,  Madison,  WI  53701- 
0309.  Copyright  1990  by  the  State  Medi- 
cal Society  of  Wisconsin. 


the  eosinophilia-myalgia  syndrome 
(EMS).2 

By  mid-November  1989, 360  cases 
of  EMS,  including  four  with  fatal 
outcomes  had  been  reported  by  state 


health  departments  to  the  Centers 
for  Disease  Control  (CDC).3  On  Nov 
17,  the  US  Food  and  Drug  Admini- 
stration (FDA)  issued  a consumer 
advisory  recommending  avoidance  of 
Dtryptophan  containing  products  and 
announced  a recall  of  over-the-counter 
nutritional  supplements  containing 
100  mg  or  more  of  Dtryptophan.  On 
March  22,  1990,  the  recall  was  ex- 
tended to  include  products  with  less 
than  100  mg  of  Dtryptophan.4 

On  Nov  15,  the  first  case  of  EMS 
occurring  in  a Wisconsin  resident  was 
reported  to  the  Wisconsin  Division  of 
Health  (DOH).  In  this  report,  we 
summarize  the  results  of  surveillance 
for  EMS  in  Wisconsin  residents 
through  August  1990. 

Methods 

Surveillance  for  EMS  was  established 
in  Wisconsin  in  November  1989.  A 
letter  was  sent  to  selected  physicians 


Table  l.-Conditions  associated  with  eosinophilia  or  myalgia  that  exclude  and 
that  do  not  exclude  the  diagnosis  of  eosinophilia-myalgia  syndrome. 

a.  Conditions  that  exclude  the  diagnosis  of  eosinophilia-myalgia  syndrome. 

Infectious  Conditions 

Non-infectious  Conditions 

Trichinosis 

Sarcoidosis 

Schistosomiasis 

Wegener’s  granulomatosis 

Filariasis 

End-stage  renal  disease 

Strongyloidiasis 

Acute  or  chronic  leukemia 

Any  other  parasitic  infestation 

Drug  reactions  involving: 

associated  with  eosinophilia 

-aspirin 

Aspergillosis 

-chlorpromazine 

Coccidiomycosis 

-iodine  containing  agents 

Any  other  fungal  infection 

-sulfa  drugs 

associated  with  eosinophilia 

Polymyositis 

Dermatomyositis 

b.  Conditions  that  do  not  exclude  the  diagnosis  of  eosinophiliam  myaglia 
syndrome. 

Loeffler’s  syndrome 

Polyarteritis  nodosa 

Hypereosinophilic  syndrome 

Eosinophilic  fasciitis 

Allergic  angiitis 

Eosinophilic 

Drug  reactions  excluding 
those  listed  in  (a) 

gastroenteritis 
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Table  2.-Frequency  of  signs  and 
symptoms  in  25  cases  of  eosino- 
philia-myalgia syndrome  reported 
in  Wisconsin,  1989-1990. 

Symptom 

No 

% 

Myalgia 

25 

100 

Cough  or  dyspnea 

14 

56 

Arthralgia 

12 

48 

Edema  of  extremities 

11 

44 

Fever 

8 

32 

Rash 

8 

32 

Periorbital  edema 

7 

28 

Hair  loss 

3 

12 

Scleroderma-like  skin 

changes 

2 

8 

in  the  state  and  an  article  appeared  in 
the  Wisconsin  Epidemiology  Bulletin* 
notifying  health  professionals  of  the 
occurrence  of  EMS  and  the  need  to 
report  suspect  cases  to  public  health 
agencies.  Cases  were  typically  re- 
ported directly  to  the  DOH  by  tele- 
phone. The  patients,  their  physicians, 
or  both,  were  interviewed  by  tele- 
phone by  one  of  the  authors,  using  a 
standardized  questionnaire  devel- 
oped by  the  CDC. 

Acase  of  EMSwas  defined  accord- 
ing to  CDC  guidelines3  for  the  pur- 
pose of  national  surveillance  as  an 
illness  satisfying  the  following  three 
criteria: 

• an  eosinophil  count  greater  than 
1,000  cells/mm3; 

• generalized  myalgia  of  severity 
sufficient  to  affect  the  patient’s 
ability  to  pursue  daily  activities; 
and 

• absence  of  any  infectious,  neoplas- 
tic, rheumatologic,  or  other  condi- 
tion that  could  account  for  the  eo- 
sinophilia  or  myalgia  (Table  1). 

Results 

Between  November  1989  and  August 
1990, 27  suspected  cases  of  EMS  were 
reported  to  the  DOH.  Two  reports  of 
illness  did  not  meet  the  case  defini- 
tion due  to  absence  of  myalgia.  The 
following  data  are  summarized  from 


reports  of  25  patients  with  illness 
meeting  the  case  definition. 

The  onset  of  EMS  occurred  be- 
tween June  1989  and  January  1990  in 
all  cases  (Fig  1) . In  all  but  three  cases, 
the  patients  developed  symptoms 
between  August  and  November  1989. 
The  only  person  with  symptom  onset 
after  November  1989  had  stockpiled 
Dtryptophan  in  anticipation  of  a re- 
call of  the  product.  This  person  was 
continuing  to  take  Dtryptophan  daily 
when  symptoms  of  EMS  developed 
in  January  1990. 

Cases  were  reported  among  resi- 
dents of  15  of  the  72  Wisconsin  coun- 
ties including:  Brown  County  (5), 
Dane  (3),  St.  Croix  (3),  Rock  (2), 
Wood  (2),  and  Dodge,  Eau  Claire, 
Fond  du  Lac,  Jefferson,  Kenosha, 
Marathon,  Milwaukee,  Pierce,  Sha- 
wano, and  Washington  (1  each). 
Twelve  (48%)  of  the  patients  lived  in 
cities  of  more  than  50,000  residents, 
and  9 (36%)  were  from  towns  with  a 
population  of  under  10,000.  Statewide, 
the  incidence  of  EMS  was  0.5  cases 
per  100,000  residents  during  the 
reporting  period.  Among  counties 
reporting  cases,  county  incidence 
rates  ranged  from  6.4  cases  per 
100,000  residents  in  St  Croix  County 
to  0.1  cases  per  100,000  residents  for 
the  period  in  Milwaukee  County. 

The  median  age  of  the  patients 


was  43 years  (range:  26  to  82 years), 
and  17  (68%)  cases  occurred  in  per- 
sons 3049 years  of  age.  Twenty-three 
(92%)  cases  occurred  in  females,  and 
24  (96%)  cases  occurred  in  whites 
(Fig  2). 

Signs  and  symptoms  reported 
among  the  patients  are  summarized 
in  Table  2.  Despite  the  frequent  oc- 
currence of  arthralgias,  frank  arthri- 
tis was  not  reported.  Fever  was  gen- 
erally low  grade.  Peripheral  edema 
was  usually  non-pitting  and  was  often 
described  as  firm  or  “woody.”  The 
skin  of  edematous  extremities  fre- 
quently had  a peau  d’orange  appear- 
ance. Neuropathy  or  neuritis  diag- 
nosed by  physical  examination  or 
electrophysiologic  testing  was  re- 
ported in  five  (20%)  cases.  Five  (20%) 
of  the  patients  were  hospitalized  for 
evaluation  and  treatment  of  symp- 
toms. There  were  no  deaths  occur- 
ring in  persons  with  reported  illness 
meeting  the  case  definition. 

Eosinophils  made  up  6%-74%  of  the 
total  differential  leukocyte  count  of 
patients  with  EMS.  The  median  cal- 
culated absolute  eosinophil  count  was 
5,616  cell/cu  mm  (mean:7,119  +/- 
5,872  [+/-1  standard  deviation];  range: 
1,030-25,160).  Other  laboratory  find- 
ings are  summarized  in  Table  3.  The 
median  peripheral  blood  leucocyte 
count  was  14,100  cells/cu  mm 


Month 

Fig  1. -Onset  of  symptoms,  by  month,  for  25  cases  of  eosinophilia-myalgia  syndrome 
occurring  in  Wisconsin  residents,  1989-1990. 
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(mean:  14481  +/-  5075;  range:7,600- 
28,000).  Serum  aldolase  was  meas- 
ured to  evaluate  myalgia;  none  of  the 
patients  with  elevated  serum  aldolase 
levels  had  abnormal  serum  creatinine 
phosphokinase  (CPK)  levels,  and  only 
one  of  the  16  patients  with  a measure- 
ment of  CPK  had  an  elevated  value. 
Chest  x-ray  films  were  obtained  in  17 
cases:  three  (18%)  demonstrated 
pulmonary  infiltrates,  and  one  (6%) 
showed  pleural  effusions.  Serum  im- 
munoglobulin E levels  were  deter- 
mined to  evaluate  eosinophilia  in  four 
patients;  none  were  elevated. 

Each  patient  had  a history  of  in- 
gesting Dtryptophan  during  the 
month  prior  to  the  onset  of  symp- 
toms. The  median  daily  dose  of  D 
tryptophan  taken  by  patients  who 
developed  EMS  was  1,000  mg  (range 
500-6000  mg) . The  duration  of  Dtryp- 
tophan  use  ranged  from  2 weeks  to 
2.5  years  prior  to  the  onset  of  symp- 
toms. The  major  reasons  given  for 
taking  Dtryptophan  included  insom- 
nia in  nine  cases  (36%) ; premenstrual 
syndrome  (PMS),  she  (24%);  depres- 
sion, five  (20%);  and  as  a nutritional 
supplement,  two  (8%).  In  one  case 
each,  Dtryptophan  was  used  for 
migraine  headache,  as  an  appetite 
suppressant,  and  to  treat  a “chemical 
imbalance”  diagnosed  by  a health  care 
provider.  Some  reasons  given  for 
taking  L-tryptophan  differed  accord- 
ing to  age  (Fig  3).  As  expected,  D 
tryptophan  was  used  for  PMS  by  pre- 
menopausal women.  The  use  of  D 
tryptophan  as  a sleep  aid  was  ob- 
served in  five  of  the  20  (25%)  patients 
older  than  60,  and  four  of  the  five 
(80%)  patients  60  or  older.  All  five 
patients  taking  Lrtryptophan  for  de- 
pression were  younger  than  60  years 
old. 

Two  persons  with  illness  not 
meeting  the  EMS  case  definition 
developed  eosinophilia  without  myal- 
gia and  reported  using  Dtryptophan. 
One  of  these  patients  developed  as- 
cending paralysis  and  died  of  compli- 
cations of  the  illness. 


Discussion 

Dtryptophan  is  an  essential  amino 
acid  that  has  been  described  as  a 
“natural  sedative”  for  the  treatment 
of  insomnia.^  Dtryptophan  has  also 
been  touted  as  a useful  agent  in  the 
treatment  of  premenstrual  syndrome 
and  depression.9  Dtryptophan  has 
been  widely  available  through  phar- 
macies and  health  food  stores.  While 


many  persons  have  taken  Dtrypto- 
phan  at  the  recommendation  of  a 
health  care  provider,  a prescription  is 
not  required  for  its  purchase.  Most  of 
the  Dtryptophan  sold  in  the  United 
States  is  produced  by  six  separate 
manufacturers,  all  located  outside  of 
the  United  States,  using  a fermenta- 
tion process.10 

Although  a history  of  U tryptophan 


Cases 


Race  and  Gender 
White  Female 

White  Male 

Black  Female 


20-29  30-39  40-49  50-59  60-69  70-79  80-89 

Age  (Years) 

Fig  2-Age,  gender,  and  race  distribution  in  25  cases  of eosinophilia-myalgia  syndrome  in 
Wisconsin  residents,  1989-1990. 
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Fig  3.-Distribution  of  25  cases  of  eosinophilia-myalgia  syndrome  in  Wisconsin  by  age  and 
primary  reason  for  taking  l-tryptophan,  1989-1990. 
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Table  3-Frequency  of  abnormal  laboratory  and  radiographic  findings  in  25 
cases  of  eosinophilia-myalgia  syndrome  reported  in  Wisconsin,  1989-1990. 


Laboratory  finding 

Tested 

No 

% 

Leukocytosis 

25 

22 

88 

Elevated  aldolase 

10 

5 

50 

Elevated  erythrocyte 
sedimentation  rate 

21 

6 

29 

Pulmonary  infiltrates 

17 

3 

18 

Pleural  effusions 

17 

1 

6 

Elevated  creatinine 
phosphokinase 

16 

1 

6 

Elevated  serum  IgE 

4 

0 

0 

consumption  was  not  a component  of 
the  case  definition,  all  of  the  Wiscon- 
sin residents  with  EMS  were  taking 
Dtryptophan  at  the  time  their  symp- 
toms began.  Case  control  studies  have 
confirmed  the  association  between 
EMS  and  the  ingestion  of  Dtrypto- 
phan  containing  products.311  Nation- 
ally and  in  Wisconsin,  the  abrupt 
decrease  in  the  number  of  patients 
reporting  onset  of  illness  after  the 
FDA  consumer  advisory  and  recall  in 
November  is  further  support  for  an 
association  between  L-tryptophan  use 
and  EMS. 

Independent  investigators  in  Min- 
nesota and  Oregon  have  demon- 
strated an  association  between  EMS 
and  consumption  of  Dtryptophan 
from  certain  production  lots  from  a 
single  Japanese  manufacturer.1012 
High  performance  liquid  chromatog- 
raphy analysis  of  D tryptophan  from 
the  lots  associated  with  EMS  demon- 
strated the  presence  of  a moiety  not 
found  in  other  lots.10  The  moiety  has 
recently  been  identified  as  a di-Dtryp- 
tophan  aminal  of  acetaldehyde.103  Re- 
view of  manufacturing  processes  dem- 
onstrated an  association  between  lots 
used  by  EMS  patients  and  the  use  of 
a new  strain  of  Bacillus  amyloliquefa- 
ciens  infermentation  and  the  use  of 
reduced  quantities  of  powdered  char- 
coal in  a purification  step.10 

While  cases  of  EMS  have  been 
identified  with  symptom  onset  as  early 
as  1982,  the  vast  majority  of  patients 
reported  nationwide  have  had  onset 


since  April  1989. 13  Many  factors  could 
account  for  the  recent  cluster  of  cases 
including  increased  prevalence  of  L- 
tryptophan  use  and  the  introduction 
of  a product  contaminant. 

Eosinophilia-myalgia  syndrome  is 
clinically  and  epidemiologically  simi- 
lar to  the  toxic  oil  syndrome,  an  epi- 
demic disorder  affecting  more  than 
20,000  persons  in  Spain  in  1982. 14 
Toxic  oil  syndrome  was  associated 
with  consumption  of  a cooking  oil 
imported  from  France.  While  the  eti- 
ology of  toxic  oil  syndrome  has  not 
been  proven,  adulteration  of  the  oil 
with  aniline  was  the  suspected  cause.14 

Another  possible  mechanism  is 
abnormal  metabolism  of  tryptophan 
by  persons  who  develop  EMS.1516 
While  the  epidemiologic  evidence  is 
less  compelling  for  abnormal  metabo- 
lism in  the  pathogenesis  of  EMS,  there 
may  be  metabolic  or  immunologic 
host  factors  that  determine  individ- 
ual susceptibility  to  EMS  following 
ingestion  of  Dtryptophan. 

The  surveillance  case  definition  of 
EMS  was  developed  to  be  highly 
specific.  For  the  purpose  of  surveil- 
lance, disorders  that  have  specific 
diagnostic  criteria  exclude  the  diag- 
nosis of  EMS  (Table  1),  even  in  per- 
sons taking  Dtryptophan.  Other  dis- 
orders lacking  specific  diagnostic 
tests  and  characterized  by  eosino- 
philia  and  myalgia  CTable  1)  should 
be  considered  as  possible  EMS  re- 
gardless of  the  history  of  Dtrypto- 
phan  consumption.  The  history  of  L- 


tryptophan  consumption  is  not  always 
elicited  because  many  persons  do  not 
consider  the  amino  acid  to  be  a drug, 
as  was  demonstrated  by  a case  origi- 
nally diagnosed  as  eosinophilic  fas- 
ciitis.17-18 

The  typical  patient  with  EMS  in 
Wisconsin  is  a middle-age  white 
female.  The  majority  of  EMS  patients 
reported  in  other  states  are  also  white 
and  female.19-21  Nationwide,  97%  of  re- 
ported cases  of  EMS  have  occurred 
in  whites,  and  83%  have  occurred  in 
- females.20  A community  survey  in 
Minneapolis-St  Paul  indicated  that  the 
prevalence  of  D tryptophan  use  was 
highest  among  women.10  The  pre- 
ponderance of  EMS  in  women  may 
also  be  partially  explained  by  the  use 
of  D tryptophan  for  premenstrual 
syndrome. 

Despite  complaints  of  myalgia, 
many  patients  with  EMS  do  not  have 
elevated  muscle  enzymes.  It  has  been 
proposed  that  the  myalgia  may  re- 
flect peripheral  neuropathy  rather 
than  myopathy.22  The  proportion  of 
EMS  patients  with  physician  diag- 
nosed neuropathy  or  neuritis  in  Wis- 
consin (20%)  is  comparable  to  that 
observed  in  California  (14%)21  and 
New  York  (29%). 19 

The  natural  history  of  EMS  is  not 
known.  Although  symptom  onset 
occurred  while  taking  Ltryptophan 
in  all  Wisconsin  cases,  there  are  re- 
ports of  persons  developing  symp- 
toms several  months  after  discontinu- 
ing Dtryptophan.18  The  paucity  of 
cases  with  onsets  occurring  after  the 
FDA  warnings  and  restrictions  sug- 
gests that  late  onset  disease  is  un- 
usual. 

The  only  recommended  therapy 
for  EMS  at  present  is  discontinuation 
of  Dtryptophan.23  Therapy  with  corti- 
costeroids has  been  associated  vari- 
ous degrees  of  improvement1-15-16-24-25 
Controlled  trials,  however,  are  lack- 
ing. 

The  FDA  consumer  alert  and  re- 
call of  Dtryptophan  containing  prod- 
ucts appear  to  have  been  timely  and 
effective  measures  to  reduce  the 
number  of  new  cases  of  EMS.  Pow- 
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dered  protein  supplements,  infant 
formula,  and  total  parenteral  nutri- 
tion solutions  have  not  been  associ- 
ated with  EMS  and  are  not  included 
in  the  recall.  To  date,  there  has  been 
no  connection  identified  between 
EMS  and  consumption  of  foods  con- 
taining high  levels  of  natural  Ltrypto- 
phan. 

By  November  1990, 1,539  cases  of 
EMS  resulting  in  at  least  27  deaths 
had  been  reported  in  the  United  States 
(CDC-unpublished  data) . Cases  have 
also  been  reported 
in  Canada26>27  and  Europe.28  Further 
research  is  needed  focusing  on  iden- 
tification of  specific  contaminates  in 
implicated  lots  of  Ltryptophan  and 
host  factors  that  may  place  a person 
at  greater  risk  of  developing  EMS. 

The  DOH  is  continuing  surveil- 
lance for  EMS.  Suspected  cases  may 
be  reported  by  calling  (608)  267-9003. 
The  Public  Health  Foundation  has 
established  a toll-free  information  line 
for  physicians  and  the  public  to  re- 
ceive current  clinical  information  on 
EMS.  Physician-to-physician  consul- 
tations are  available,  and  referrals  to 
treatment  centers  around  the  coun- 
try are  provided.  The  information  line 
can  be  reached  by  calling  1-800-EMS- 
2829  weekdays  between  10  am  and  6 
pm,  Eastern  time. 
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Loyal  patients.  Friendly  community. 

You  became  a physician  to  make  a difference.  But  where  do 
you  go  for  the  support  that  helps  you  remain  independent? 


Hundreds  of  physicians  have  chosen  to  be 
participating  providers  with  HMO  OF  WISCONSIN. 
Because  we  are  a community-based,  IPA-model 
HMO,  our  affiliated  physicians  live  and  practice 
in  friendly,  thriving  towns  across  the  state. 

HMO  OF  WISCONSIN  physicians  run 


their  own  practices,  and  can  help  govern  both 
the  HMO  and  their  own  provider  organization 
(IPA),  named  the  Community  Physicians’ 
Network.  They  enjoy  a stable,  familiar  patient 
base,  where  their  patients  know  and  trust  them. 
They  find  economic  security,  and  the  satisfaction 


— J 

576  Third  St.  • Prairie  du  Sac,  WI  53578  -1142  • 800-362-3308 


1990  HMO  OF  WISCONSIN  INSURANCE  CORPORATION 


HMO 


of  playing  an  important  role  in  helping  keep  their 
community  strong  and  healthy. 

Our  organization  has  a lot  to  offer  you.  So  if 
you're  looking  for  a bright  future  and  a fulfilling  prac- 
tice, consider  HMO  OF  WISCONSIN  and  the  oppor- 
tunity to  provide  quality  healthcare  close  to  home. 


of  Wisconsin 


TM 


ways, 

here  for  you 
to  depend  on... 

A volvement  and  acc 


A lot  of  professional  liability  insurance  companies 
have  come  and  gone  over  the  years,  so  you  need 
a company  that  you  can  depend  on.  One  that  has 
a long-term  commitment  to 
you.  One  that  cares  about 
your  reputation  and  knows 
how  to  defend  it.  One  that 
encourages  physician  in- 
volvement and  accepts  responsibility  for  the 
future.  Physicians  Insurance  Company  of  Wiscon- 
sin is  your  only  choice. 


• Reliable  coverage 

• Group  practice  policy 

• Vigorous  claims  defense 

• Loss-free  credit  program 

• Risk  management  services 

• Sponsored  by  the  State  Medical  Society 

For  more  information,  please  contact 
our  office  or  one  of  our  agents. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


328  East  Lakeside  Street 
Madison,  Wisconsin  53715 
608-256-6677  (local) 
1-800-362-2433  (toll-free) 


Socioeconomics 


Public  health 

The  PRECEDES  Project:  background  and  methods 


Patrick  L.  Remington,  MD , Dennis  E. 
Anderson,  Mary  C.  Manering,  RN,  E. 
Anne  Peterson,  MD,  and  Henry 
Anderson,  MD,  Madison 

Chronic  diseases  account  for  more 
than  80%  of  the  nearly  7,000  deaths 
that  occur  each  year  in  Wisconsin 
among  persons  between  the  ages  of 
4S64.  To  better  understand  the  causes 
and  potential  for  prevention  of  these 
premature  deaths,  the  Wisconsin 
Division  of  Health  and  the  Centers 
for  Disease  Control  are  conducting  a 
surveillance  project  entitled  the  Pre- 
mature Chronic  and  Environmental 
Disease  Surveillance  (PRECEDES) 
Project.  This  report  describes  the 
background  and  methods  of  this 
project. 

Background 

Institute  of  Medicine  (IOM)  Report  on 
the  Future  of  Public  Health.  Recently, 
the  IOM  completed  an  extensive 


From  the  Chronic  Disease  Surveillance 
Unit,  Section  of  Environmental  and 
Chronic  Disease  Epidemiology,  Wiscon- 
sin Division  of  Health.  Dr  Anderson  is 
chief  of  the  section;  Dr  Remington  is  the 
principle  investigator  for  the  project; 
Anderson  is  the  chief  of  the  Chronic  Dis- 
ease Unit;  Manering  is  the  project  coordi- 
nator; and  Dr  Peterson  is  a project  con- 
sultant. Part  of  this  work  was  made  pos- 
sible through  a cooperative  agreement 
with  the  Centers  for  Disease  Control  (U58/ 
CCU500573-07).  Copyright  1990  by  the 
State  Medical  Society  of  Wisconsin. 


study  describing  the  current  activi- 
ties and  responsibilities  of  public 
health.1  The  IOM  concluded  that 
public  health  agencies  at  every  level 
are  responsible  for  the  systematic 
collection,  assembling,  analysis,  and 
dissemination  of  information  on  the 
health  of  the  community,  including 
statistics  on  health  status,  commu- 
nity health  needs,  and  epidemiologic 
and  other  studies  of  health  problems. 
Public  health  agencies  should  not 
delegate  this  basic  function. 

Existing  surveillance  systems.  State  and 
local  public  health  agencies  have  been 
active  in  disease  surveillance  for  many 
years,  particularly  in  communicable 
disease  control.  Public  health  agen- 
cies actively  identify  the  causes  of 
communicable  diseases  and  use  this 
information  to  develop  new  or  to 
modify  existing  disease  control  strate- 
gies. This  system  is  well-coordinated 
and  continues  to  operate  efficiently  at 
the  local  level.  The  connections  be- 
tween the  public  health  and  private 
health  care  systems  are  well-devel- 
oped in  this  area,  and  the  degree  of 
cooperation  between  the  two  makes 
the  success  of  reporting  and  control 
efforts  possible. 

State  and  local  public  health  agen- 
cies have  also  been  active  in  surveil- 
lance related  to  maternal  and  child 
health.  Communities  have  closely 
monitored  trends  in  infant  mortality 
and  in  the  incidence  of  low-birth 
weight.  At  the  state  level,  the  Divi- 


sion of  Health  and  State  Medical 
Society  have,  since  1953,  cooperated 
in  surveillance  of  all  cases  of  mater- 
nal mortality,  attempting  to  identify 
the  causes  and  the  potential  for  pre- 
vention.2 This  information  has  been 
Continued  next  page 
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Continued  from  preceding  page 
used  to  support  policies  to  improve 
prenatal  care  in  the  state. 

In  contrast,  surveillance  has  been 
infrequently  incorporated  into  public 
health  programs  in  chronic  disease 
prevention  and  control.  Major  data 
systems  are  in  place  to  monitor  trends 
in  chronic  diseases,  such  as  the  can- 
cer reporting,  death  certificate,  and 
hospital  discharge  systems.  These 
data,  however,  are  often  inaccurate 
and,  more  importantly,  contain  little 
information  about  the  possible  be- 
havioral or  environmental  causes  of 
disease. 

The  PRECEDES  Project 
To  improve  the  quality  of  chronic 
disease  surveillance  data  at  the  state 
and  local  level,  the  Wisconsin  Divi- 
sion of  Health  and  the  Centers  for 
Disease  Control  entered  into  a 5-year 
cooperative  agreement  to  establish  a 
community-based  surveillance  sys- 
tem. The  goals  of  the  PRECEDES 
Project  are  to: 

• implement  a system  for  local  pub- 
lic health  agencies  to  conduct  ac- 
tive surveillance  of  premature 
chronic  disease  deaths  in  their 
community; 

• increase  awareness  of  the  burden 
and  causes  of  premature  chronic 
diseases  in  the  community;  and 

• support  chronic  disease  preven- 
tion and  control  programs  in  com- 
munities through  the  use  of  local 
chronic  disease  surveillance  data. 

Methods 

The  project  is  being  piloted  in  five 
local  public  health  agencies  (La- 
Crosse,  Price,  Racine  city,  Sauk,  and 
Waupaca).  These  counties  were  se- 
lected because  of  their  involvement 
in  the  Model  Standards  Project,  a 
nationally  recognized  program  to 
improve  local  public  health  depart- 
ment disease  prevention  and  control 


programs.  The  following  briefly  out- 
lines the  protocol  that  is  being  piloted 
in  each  of  the  counties: 

Case  identification.  Cases  are  identi- 
fied by  the  local  public  health  agency 
using  the  death  registration  system. 
For  the  purpose  of  this  project,  a 
premature  chronic  disease  death  is 
defined  as  a death  occurring  at 
younger  than  65  years  of  age  from 
cardiovascular  disease,  stroke,  can- 
cer, chronic  lung  disease,  diabetes, 
or  liver  disease.  These  causes  of  death 
were  selected  because  they  are 
common  or  because  they  have  the 
greatest  potential  for  prevention. 

Data  collection.  Approximately  3 to  6 
months  after  the  death,  the  public 
health  nurse  contacts  the  next  of  kin 
to  invite  their  participation  in  the 
project  and  to  schedule  an  in-home 
visit.  During  the  visit,  the  nurse  ad- 
ministers a questionnaire  which  seeks 
information  about  known  behavioral, 
environmental,  occupational,  or  fa- 
milial risk  factors  for  die  specific  cause 
of  death.  These  questionnaires  are 
modeled  after  those  used  in  the  Na- 
tional Mortality  Follow-back  Study.3 

Data  analysis.  The  information  col- 
lected is  entered  into  a computer  data 
base.  To  ensure  confidentiality,  all 
personal  identifiers  are  deleted  from 
the  record.  Each  case  is  then  classi- 
fied as  preventable  or  not  prevent- 
able, depending  on  the  presence  of 
well-established  and  modifiable  risk 
factors,  such  as  cigarette  smoking, 
alcohol  abuse,  or  occupational  expo- 
sures. 

Assessment.  Once  sufficient  informa- 
tion has  been  collected,  the  data  are 
summarized  and  reviewed  by  a com- 
mittee comprised  of  project  and  health 
department  staff,  physicians,  and 
other  interested  health  care  profes- 


Series coordinators 
The  Wisconsin  Division  of 
Health’s  Henry  Anderson,  MD, 
chief  of  the  Section  of  Environ- 
mental and  Chronic  Disease 
Epidemiology,  and  Patrick 
Remington,  MD,  are  coordinat- 
ing this  series  for  the  Wisconsin 
Medical  Journal.  Physicians 
interested  in  learning  more 
about  the  PRECEDES  Project 
can  write  or  call  Dr  Remington 
at  608-267-3835.Q 


sionals.  This  committee  assesses  the 
contribution  of  known  risk  factors  to 
premature  mortality  in  the  commu- 
nity. This  information,  combined  with 
established  guidelines,  will  be  used 
to  support  local  prevention  programs 
or  initiatives. 

Summary 

Despite  the  burden  from  chronic 
diseases  and  their  potential  for  pre- 
vention, few  local  public  health  agen- 
cies currently  conduct  chronic  dis- 
ease surveillance.  The  PRECEDES 
Project  will  enable  local  public  health 
staff  to  collect  information  vital  to 
designing,  implementing,  and  sup- 
porting appropriate  chronic  disease 
prevention  efforts.  The  experience 
from  this  project  will  be  described  in 
a future  article  in  this  public  health 
series. 
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“This  state-of-the-art  lighting 
meets  the  needs  of  the  doctor 
and,  at  the  same  time,  adds  to  the 
attractive  design  of  each  room  in 
our  unit.’’ 

Marilyn  Marquardt 
Head  Nurse,  Riverview  Family 
Birthplace  (LDRP) 

Riverview  Hospital,  Wisconsin 
Rapids 


Since  the  turn  of  the  century,  the  “little  miracles”  haven’t  really 
changed  all  that  much.  Yet  atmosphere— the  “biggest  miracle”  sur- 
rounding childbirth— clearly  has,  and  dramatically. 

Think  of  it:  A young  couple  will  typically  visit  a major  health  care 
facility  for  their  first  time  when  having  a baby— so  a comfortable, 
attractive  and  efficient  room  setting  is  important  as  ever  for  mak- 
ing that  positive  first  impression. 

At  Wynn  O.  Jones  & Associates,  we  cater  to  these  needs  with  the 
new  Skytron  birthing  room  lighting  system.  This  advanced  system 
provides  up  to  5000  foot-candles  of  cool,  color-corrected  light.  Two 
recessed  fixtures  with  convex  lens  covers  are  similar  in  appearance 
to  home  lighting  and  complement  any  decor.  No 
more  clumsy  portables,  no  more  “cold”  exam  lights. 

A further  convenience,  the  light  beams  avoid  casting 
shadows  as  they  bypass  each  shoulder  of  the  attend- 
ing physician  and  are  positioned  via  a hand-held 
remote  control  wand.  A simple  push  of  a button 


sends  out  strobe  light  signals  to  each  fixture.  Optical  sensors  in 
the  lighthead  pick  up  the  signals  and  the  internal  circuitry  activates 
the  movement  of  each  light  beam  until  focused  on  the  wand— a 
whole  new  definition  to  the  term  “user  friendly”. 

Whether  remodeling  is  on  your  agenda— even  if  you’ve  just 
remodeled— Wynn  Jones  can  guide  you  every  step  of  the  way  with 
this  unique  lighting  system.  From  architectural  design  assistance 
and  job  coordination  to  expert  installation  and  automatic  service 
call-backs,  we  take  great  pride  in  our  personal  commitment  to  ser- 
vice in  your  industry.  We  firmly  believe  that  who  you  buy  from  is 
just  as  important  as  what  you  buy... 

and  you’re  the  toughest  critic  we  know. 


For  more  details  on  the  Skytron  birthing  room  lighting 
system,  please  call  or  mail  the  convenient  reply  card 
for  a no-obligation  demonstration  at  your  facility 
today. 


Central  Office:  P.O.  Box  318 
(715)  359-5196  Fax:  (715)  355-4197 


Wynn  O.  Jones  & Associates 
Schofield,  Wisconsin  54476-0318 


ASSOCIATES 


EH  YES,  I’m  interested.  Have  a sales  engineer  call  our  facility  for 
a no-obligation  demonstration  of  the  following  equip- 
ment (please  check  all  that  apply): 


O Birthing  Room  Lighting  System. 

Q Surgical  Tables  for: 

□ Neurology  □ Orthopedics  □ Urology  □ General  Surgery 

EH  Surgical  Lights  for: 

□ Outpatient  Surgery  □ General  Surgery 
□ Renovation/remodeling  is  planned  for. 

□ 1-6  months  □ 12+  months  □ 7-12  months  □ recently  completed 


Contact  This  Individual  (Name/Title) 

Firm/Organization 

Address  

City  

State  Zip  

Phone 
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Use  caution  when  authorizing  medical  supplies 


An  article  in  a recent  issue  of  Phila- 
delphia Medicine  called  for  physicians 
to  be  wary  when  authorizing  medical 
supplies  after  a complaint  was  filed  in 
the  US  Eastern  District  Court  of  Penn- 
sylvania that  revealed  one  equipment 
supplier  who  identified  a “bad  doc- 
tor” as  one  who  refuses  to  sign  certifi- 
cates of  medical  necessity  for  unnec- 
essary equipment  such  as  seat  lifts, 
gel  pads  and  oxygen  concentrators. 

According  to  the  complaint 
brought  by  the  government,  DME 
telemarketers  would  contact  Medi- 
care beneficiaries  and  tell  them  they 
were  updating  beneficiary  files  and 
needed  a Medicare  number.  They 
would  ask  the  individual  if  they  expe- 
rienced any  physical  complaints  such 
as  aches,  pains  or  difficulty  breath- 
ing. After  advising  the  person  that 


helpful  equipment  was  available  at  no 
cost  from  Medicare,  they  solicited 
the  name  of  the  person’s  physician. 
They  would  then  check  that  physi- 
cian’s name  against  the  list  of  doctors 
who  would  not  approve  equipment 
that  patients  didn’t  need.  If  the  doctor 
was  on  this  “bad  doctor”  list,  the 
unnecessary  supplies  were  never 
sent  If  not,  a call  was  made  to  the 
physicians  office  indicating  that  forms 
would  be  sent  to  the  physician  but  not 
mentioning  the  patient’s  name.  The 
defendant  would  then  complete  a 
medical  necessity  form  and  send  it  to 
the  physicians  office  for  a signature 
with  a note  indicating  it  had  been 
discussed  with  the  physician’s  staff. 
If  a signature  was  not  obtained,  the 
physician  was  told  the  patient  re- 
quested the  equipment.  When  pa- 


PIC modifies  tail  coverage 

The  Physicians  Insurance  Company  of  Wisconsin  (PIC)  has  reduced  the  age 
of  eligibility  for  no-cost  tail  coverage  in  response  to  inquiries  from  insureds. 
Policyholder  physicians  entering  full  retirement  are  now  eligible  for  the  ex- 
tended reporting  endorsement  at  no  additional  charge  if  they  have  reached  age 
55  and  have  been  insured  by  PIC  continuously  for  5 years  or  more. 

The  change  in  policy  will  apply  to  physicians  retiring  beginning  Nov  1 , 1990, 
and  who  will  meet  the  eligibility  criteria.  Specific  language  supporting  this 
change  will  appear  in  all  policies  issued  after  that  date,  including  all  Jan  1, 1991, 
renewal  policies. 

For  more  information,  contact  Policyholder  Services  at  1-800-362-2433  or 
608-256-6677.Q 


Correction 

On  page  657  of  the  November  Wisconsin  Medical  Journal,  the  advertise- 
ment acknowledging  the  sponsors  of  the  SMS  Charitable,  Educational 
and  Scientific  Foundation  Charity  Golf  Classic  included  an  erroneous 
listing  for  the  “Physicians  Insurance  Corporation.”  The  correct  name  is 
“Physicians  Insurance  Company.” 


tients  received  equipment  never  re- 
quested, they  were  told  the  doctor 
had  made  the  request 

The  federal  judge  who  heard  the 
case  found  that  “the  defendant  mis- 
led physicians  into  executing  false 
statements  of  medical  necessity.”  The 
judge  also  noted  that  federal  law 
specifies  that  physicians  authorize 
medical  necessity  and  have  an  obliga- 
tion to  assure  that  services  or  equip- 
ment they  certify  are  medically  nec- 
essary, of  quality  that  meets  profes- 
sionally recognized  standards  and  are 
supported  by  evidence  of  need. 

The  Health  Care  Financing  Ad- 
ministration has  urged  physicians  to 
curb  these  abusive  practices  on  the 
part  of  suppliers  by  avoiding  tele- 
phone solicitations.^ 


Women  with  HIV-1 
deliver  sicker 
babies 

According  to  a recent  study  in  JAMA, 
infants  born  to  women  who  test  posi- 
tive for  the  AIDS  virus  are  more  likely 
to  be  premature,  underweight  and 
have  higher  mortality  rates  than  chil- 
dren born  to  seronegative  women. 

The  study  of  4,588  Haitian  women 
found  443  (9.7%)  were  seropositive 
for  HIV  type  1.  The  authors  write  that 
at  12  months  of  age,  23.4%  of  the 
infants  born  to  women  who  are  HIV- 
1 seropositive  had  died  compared  with 
10.8%  of  the  infants  bom  to  women 
who  were  HIV-1  seronegative.  At  2 
years,  the  mortality  rates  were  31.3% 
and  14.2%  respectively  .□ 
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AMA  receives  PRO  review  contract 


AMA  Executive  Vice  President  James 
S.  Todd,  MD,  has  announced  that  the 
AMA  has  been  granted  a contract 
from  the  Health  Care  Financing  Ad- 
ministration (HCFA)  to  work  with 
the  nation’s  53  peer  review  organiza- 
tions (PRO)  and  SuperPRO  in  resolv- 
ing peer  review  disagreements.  Su- 
perPRO has  a contractual  role  with 
HCFA  to  validate  a national  sample  of 
PRO  reviews. 


In  its  contract  with  HCFA,  the  AMA 
will  have  responsibility  for  establish- 
ing and  maintaining  a system  that 
uses  physician  consultants  in  every 
state  to  review  and  issue  expert  opin- 
ions when  disagreements  arise  be- 
tween PRO  and  SuperPRO  review 
determinations.  The  physician  con- 
sultants will  perform  a vital  role  in  the 
review  process  since  they  have  knowl- 
edge of  local  conditions  and  medical 
practice  styles. 


Record  medical  liability  award  reduced 

Wisconsin’s  medical  liability  non-economic  damage  cap  was  applied  by  a 
Milwaukee  County  circuit  court  judge  in  the  highly  publicized  Dorene  Ready 
case,  the  largest  jury  verdict  ever  awarded  in  Wisconsin  in  a medical  malprac- 
tice case.  The  jury  had  awarded  Ready  $24.7  million,  including  a total  of  $9 
million  for  the  plaintiffs  pain  and  suffering  and  other  non-economic  damages 
to  family  members  as  compensation  for  the  injuries  she  suffered  as  a result  of 
taking  diet  pills  her  physician  prescribed  for  her.  Under  the  cap  enacted  in 
1986,  the  non-economic  damages  awarded  to  Ready  and  her  family  were 
reduced  to  $1.2  million. 

According  to  several  news  accounts,  the  Readys  will  appeal  the  judge’s 
decision  by  challenging  the  constitutionality  of  the  non-economic  damage  cap. 
The  issue  of  whether  the  cap  on  non-economic  damages  is  constitutional  would 
first  be  decided  by  an  appeals  court,  with  the  Wisconsin  Supreme  Court  as  the 
ultimate  legal  authority .□ 


The  hazards  of  winter  fun 

Parents  are  cautioned  to  keep  close  watch  on  their  children’s  sledding  adven- 
tures, says  a report  in  the  October  American  Journal  of  Diseases  of  Children. 

The  authors  reviewed  211  cases  of  sledding  injuries  to  Massachussetts 
children  and  adolescents  between  1979  and  1982.  There  were  192  emergency 
room  visits  and  19  hospitalizations.  Chlidren  ages  5 to  9 were  injured  most 
often,  and  children  who  rode  sleds  were  more  likley  to  sustain  injuries  than 
those  who  rode  toboggans.  Sled  riders  generally  injured  the  head  and  upper  ex- 
tremities, while  tobogganers  usually  injured  the  lower  portion  of  the  body. 

The  authors  recommend  that  children  ride  with  their  heads  toward  the  back 
of  the  sled  or  toboggan,  wear  protective  clothing,  and  ideally,  wear  a helmet.Q 


The  PROs  review  selected  cases 
for  necessity,  quality  and  appropri- 
ateness of  care  provided  to  Medicare 
patients.  The  SuperPRO  validates 
those  decisions  to  provide  HCFA  with 
additional  data  to  determine  how  well 
a PRO  is  carrying  out  its  responsibili- 
ties. 

The  SMS  has  worked  with  the 
AMA  to  recruit  Wisconsin  physician 
consultants  for  the  program.  These 
organizations  include  state  and  county 
medical  societies,  medical  specialty 
societies,  and  the  AMA’s  Diagnostic 
and  TherapeuticTechnology  Assess- 
ment panel,  Hospital  Medical  Staff 
Section  and  Young  Physicians  Sec- 
tion. 

The  AMA  anticipates  that  the  as- 
sociation will  be  asked  to  review  nearly 
1,000  cases  in  the  contract’s  first  year. 
The  contract  contains  option  provi- 
sions that  could  allow  for  extensions 
up  to  5 years.Q 


William  Montei,  president  of  the  Physi- 
cians Insurance  Company  of  Wisconsin 
receives  a hole-sponsor  flag  from  Julie  Hein, 
managing  director  of  the  SMS  Charitable, 
Educational  and  Scientific  Foundation,  in 
recognition  of  the  company's  support  of  the 
first  annual  CESF  Charity  Golf  Classic. 
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CLIA  overhaul 


The  Department  of  Health  and  Human 
Services  officials  have  conceded  that 
major  portions  of  proposed  CLIA  ‘88 
regulations  must  be  rewritten  to  cor- 
rect extensive  shortcomings  made 
evident  in  the  more  than  50,000 
comments  received  from  concerned 
physicians,  medical  societies  and 
others  who  would  be  affected.  The 
SMS  wishes  to  thank  those  physi- 
cians and  medical  group  managers 
who  submitted  copies  of  the  more 
than  100  letters  sent  to  HCFA 
The  extended  120-day  comment 
period  garnered  thousands  of  re- 
sponses criticizing  the  exceedingly 
complex  regulations.  HCFA  also 
received  more  than  250  letters  from 
members  of  Congress  who  are  ap- 
prehensive about  the  regulations  and 
their  potentially  adverse  affect  on  the 
profession  of  medicine  and,  more  im- 
portantly, patients.  HCFA  has  been 


cautioned  to  develop  final  regulations 
that  are  based  on  the  best  available 
scientific  information  and  common 
sense  to  make  them  practical  and 
effective  without  jeopardizing  access 
to  needed  care. 

The  White  House  Office  of  Man- 
agement and  Budget,  has  taken  the 
unprecedented  step  of  formally  com- 
menting on  the  proposed  regulations 
by  saying  “it  is  not  clear  that  the 
regulatory  objectives  of  CLIA  '88  are 
chosen  to  maximize  the  net  benefits 
to  society.” 


The  AMA  will  ask  HCFA  to  pub- 
lish any  significant  redraft  of  the 
regulations  as  notice  of  proposed  rule- 
making  so  that  physicians  and  others 
can  comment.  The  AMA  is  also  scru- 
tinizing the  law  to  see  if  there  are 
legislative  amendments  which  would 
achieve  CLIA  ‘88  objectives-to  assure 
quality  of  laboratory  services-with- 
out  placing  an  undue  burden  on 
physicians  and  seriously  affecting 
access  of  patients  to  laboratory 
services.o 


Call  the 

State  Medical  Society  of  Wisconsin 
toll-free: 
1-800-362-9080 


Dean 

Medical  Center 


Dean  Medical  Center,  a 225+  physician  multi-specialty 
group  located  in  Madison,  Wisconsin,  is  actively  seeking 
BE/BC  physicians  in  the  following  specialties: 

• Family  Practice 

• Internal  Medicine 

• Obstetrics/Gynecology 

• Occupational  Medicine 

• Sports  Medicine 

Also  seeking  primary  care  physicians  interested  in  Urgent 
Care  and  Locum  Tenens. 

Excellent  compensation  and  benefits  provided  for  all 
positions.  If  interested,  please  contact  Scott  Lindblom, 
Dean  Medical  Center,  1313  Fish  Hatchery  Road, 
Madison,  Wisconsin  53715;  ph  608-252-8022 
(work/call  collect):  608-276-8989  (home). 

11-12/90;1/91 


Money  Management 


Is  Your  Investment  Portfolio 
$100,000  or  More? 

As  a special  service  to  investors,  Dean  Witter  offers  an 
introduction  to  Investment  Management  Services.  This 
program  will  feature  the  advantages  of  using  a 
professional  investment  portfolio  manager  in  connection 
with  your  investments. 

For  more  information  call: 


Gordon  Knuth 

Vice  President  of  Investments 
414-287-2117 
1-800-669-9193 


A member  of  the 
Sears  Financial  Network 

DEAN  WITTER- 


GORDON  KNUTH 
Dean  Witter  Reynolds,  Inc. 

100  E.  Wisconsin  Ave.,  Suite  1800,  Milwaukee  53202 
Please  send  me  without  any  obligation 


Professional  management 

A secure  retirement  income 

| High  current  income 

Government  guaranteed  safe 

Additional  income  from 

_ Latest  stocks  selected 

stocks  you  own 

for  growth  and/or  income 

Name 

1 Address  i 

City 

State  Zip 

( ) 

( ) 

J 

j Business  Phone 

Home  Phone 
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Over-the-phone  consultations. 

Free. 

Every  physician  is  faced  occasionally  with  a complex  patient  problem.  That’s  why 
Medical  College  of  Wisconsin  faculty  are  available  24  hours  a day  for  over-the- 
phone  consultations.  Together,  we  can  establish  a diagnosis  or  develop  a treatment 
plan  that  is  based  upon  the  most  current  research  findings  and  state-of-the-art 
technologies.  Call  us  through  PRN. 


< PRN 

PHYSICIAN  RESOURCE  NETWORK  " 

1-800-472-3660 


MILWAUKEE  • 259-3660 


Organizational 


Wisconsin  physician  takes  the  helm  at  the 
American  Academy  of  Dermatology 


By  Marlene  A.  Scott,  assistant  editor 

When  Stephen  Webster,  MD,  says 
he’s  going  to  have  a busy  year,  you 
believe  him.  Just  take  a peek  at  his  15- 
point,  2-page  list  of  priorities  and  you’ll 
discover  he’s  as  serious  about  his 
“new”  job  as  he  is  about  his  practice 
and  patients  in  La  Crosse. 

Dr  Webster,  a dermatologist  and 
venerologist  at  the  Gundersen  Clinic, 
was  sworn  in  as  president  of  the 
American  Academy  of  Dermatology 
(AAD)  at  its  annual  meeting,  Dec  1-6, 
1990.  Dr  Webster  is  the  past  secre- 
tary-treasurer of  the  academy  and 
long-time  member  of  the  academy’s 
board  of  directors.  The  AAD  repre- 
sents 8,300  dermatologists  interna- 
tionally. 

While  the  academy’s  first  priority 
is  the  continuing  education  of  the 
dermatologist,  Dr  Webster’s  list  of 
priorities  include  much  more. 

“Medically,  I’m  very  interested  in 
sexually  transmitted  diseases,”  said 
Dr  Webster.  “I’m  very  anxious  that 
dermatologists  become  more  knowl- 
edgeable and  take  more  of  a leading 
role  in  the  treatment  of  sexually  trans- 
mitted diseases.” 

Dr  Webster  also  has  plans  for  the 
academy  administratively. 

‘We  are  looking  at  developing  a 
house  of  delegates  for  the  AAD,”  said 
Dr  Webster.  “Previously,  AAD’s  gov- 
ernance has  been  with  an  advisory 
council,  which  advises  the  board  of 
directors  with  policy  set  by  the  board.” 


Dr  Webster  says  the  academy  hopes 
to  obtain  more  grassroots  input 
through  a house  of  delegates. 

The  academy  has  also  employed  a 
representative  in  the  Washington,  DC, 
office  to  represent  the  academy  in 
DC.  Some  of  the  issues  Dr  Webster 
feels  are  of  critical  importance  to  the 
academy  include  CLIA  ‘88  and 
RBRVS. 

In  addition,  Dr  Webster  hopes  to 
see  the  academy  become  more  in- 
volved with  environmental  factors, 
particularly  the  effects  of  the  sun  on 
the  skin. 

“I’m  very  concerned  with  making 
patients  aware  of  the  damage  the  sun 
can  cause,”  said  Dr  Webster.  "This  is 
veiy  important  to  the  academy  and 
myself.” 

“The  regulation  of  tanning  booths 
is  a part  of  the  environmental  and 
educational  initiatives  we  are  under- 
taking,” said  Dr  Webster.  “The  vast 
majority  of  the  states  now  have  legis- 
lation being  presented,  pushed  or 
passed  dealing  with  the  regulation  of 
tanning  booths.” 

“CLIA  ‘88  is  a high  priority  for  us,” 
said  Dr  Webster.  “It  affects  the  der- 
matologist extensively  because,  for 
instance,  if  I take  a scrape  of  skin  and 
examine  it  under  the  microscope,  I 
become  a laboratory  under  the  rules.” 

According  to  Dr  Webster,  several 
routine  tests  performed  in  a derma- 
tologist’s office  would  be  considered 
lab  work  and  would  ultimately  be 
subject  to  the  complex  CLIA  ‘88  rules. 


Stephen  Webster,  MD 


For  example,  Gram’s  stains,  Moh’s 
chemosurgery,  and  the  examination 
of  biopsy  slides  would  fall  under  the 
proposed  regulations. 

“If  CLIA  ‘88  existed  as  it  is  written, 
not  only  could  I not  charge  for  some 
of  these  tests,  but  it  would  be  illegal 
for  me  to  look  at  the  slides  I took  and 
render  a judgement,”  said  Dr  Web- 
ster. “This,  because  I was  not  ap- 
proved as  a ‘laboratory’  by  the  federal 
government.” 

Dr  Webster  says  the  AAD  had 
written  nearly  1,000  letters  to  the 
Continued  on  next  page 
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Continued  from  preceding  page 
government  expressing  it’s  apprehen- 
sion of  the  CLIA  ‘88  regulations. 

Some  of  the  other  items  on  Dr 
Webster’s  priority  list  include: 

• completing  an  administrative  au- 
dit of  the  academy’s  operations; 

• appointing  a consultant  to  the 
board  of  directors  to  present  a 1- 
day  workshop  to  help  the  board 
define  its  role  and  effectively  ac- 
complish its  objectives; 

• developing  two  workshops  to  ad- 
dress government  relations  and 
member  communications; 

• expanding  the  academy’s  Bulletin 


to  a monthly  publication; 

• developing  programming  for  the 
development  of  policy  statements 
by  the  academy; 

• developing  a pre-board  examina- 
tion course  for  residents;  and 

• updating  old  guidelines  and  devel- 
oping new  ones. 

According  to  Dr  Webster,  the  only 
down  side  to  his  1-year  term  as  presi- 
dent is  the  amount  of  time  he  is  away 
from  his  family  and  his  patients. 

“The  Gundersen  Clinic  and  my 
entire  staff  have  been  extremely 
supportive,  as  have  other  members 
of  my  department  who  cover  for  me 


when  I need  to  be  away.”  said  Dr 
Webster.  “My  family  has  also  been 
supportive  and  have  encouraged  my 
success  as  president.” 

Dr  Webster  is  a member  of  the 
SMS  and  is  a past  president  of  the 
Wisconsin  Academy  of  Dermatolo- 
gists. Besides  his  interest  for  his 
patients,  Dr  Webster  enjoys  his  Scot- 
tish heritage  and  is  an  accomplished 
bagpipe  performer.  In  fact,  Dr  Web- 
ster would  like  to  see  the  Great  High- 
land Bagpipe  become  the  official 
instrument  of  the  academy.  Some- 
how, you  get  the  feeling  he  could 
make  it  happen.Q 


Physician  briefs 

The  * indicates  an  SMS  member. 

Daniel  W.  Herrell,  MD,*  of 

Brookfield,  has  been  elected  chief  of 
staff  at  Community  Memorial  Hospi- 
tal. An  internal  and  pulmonary  medi- 
cine specialist  at  Medical  Health 
Associates  Health  Center  in  Meno- 
monee Falls,  Dr  Herrell  will  serve  a 1- 
year  term.  Dr  Herrell  attended  the 
University  of  Wisconsin  Medical 
School  and  completed  residency, 
internship  and  fellowship  training  at 
the  Cleveland  Clinic  in  Ohio. 

Lois  Jacobs,  MD,*  of  Oshkosh, 
recently  joined  Melvin  Apell,  MD,* 
in  the  practice  of  allergy  and  immu- 
nology. Dr  Jacobs  received  her  PhD 
in  genetics  from  the  University  of 
Wisconsin,  and  from  1979  to  1983 
she  was  the  principal  investigator  for 
the  National  Cancer  Institute.  She 
attended  the  University  of  Wiscon- 
sin-Madison  Medical  School  and 
graduated  in  1987. 

David  King,  MD,  of  Neenah,  has 
joined  the  staff  at  the  Orthopedic 
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Clinic.  An  orthopedic  surgeon,  Dr 
King  received  his  medical  degree 
from  Wayne  State  University  School 
of  Medicine.  He  served  his  intern- 
ship and  residency  at  Southwestern 
Michigan  Area  Health  Education 
Center. 

Susan  Turney,  MD,*  of  Marshfield, 
was  named  Young  Internist  of  the 
Year  by  the  American  Society  of  In- 
ternal Medicine.  Dr  Turney  earned 
her  medical  degree  from  the  Univer- 
sity of  Wisconsin,  and  in  1982  joined 
the  staff  of  Marshfield  Clinic  and  St 
Josephs  Hospital.  Dr  Turney  is  a 
member  of  the  Wisconsin  Society  of 
Internal  Medicine  and  has  served  as 
president,  secretary-treasurer  and 
meeting  delegate. 


Thomas  M.  Bachhuber,MD,*  of 

Green  Bay,  recently  joined  the  West 
Side  Clinic  in  Green  Bay.  A family 
physician  practicing  obstetrics,  pedi- 
atrics and  geriatrics  with  the  Ash- 
waubegon  Clinic  division,  Dr 
Bachhuber  attended  the  University 
of  Wisconsin-Milwaukee  and  received 
his  medical  degree  from  the  Medical 
College  of  Wisconsin.  He  completed 
his  residency  at  St  Michael’s  Hospi- 
tal in  Milwaukee. 

Kirk  Lufkin,  MD,  of  Ashland,  re- 
cently joined  the  Memorial  Medical 
Center.  Specializing  in  emergency 
medicine,  Dr  Lufkin  earned  his 
medical  degree  at  the  University  of 
Hawaii.  He  completed  his  residency 
training  in  emergency  medicine  at 
Hennepin  County  Medical  Center. 


Bruce  Luccas,  MD,*  has  opened  a 
practice  at  St  Luke’s  Hospital  Medi- 
cal Office  Building  in  Racine.  A family 
practitioner,  Dr  Luccas  received  his 
medical  degree  from  the  Medical 
College  of  Wisconsin  and  completed 
his  residency  at  St  Mary’s  Hospital  in 
Milwaukee. 

Eric  M.  Schreier,  MD,*  of  Green 
Bay,  has  joined  the  Neurology  and 
Rehabilitation  Associates.  He  com- 
pleted his  specialty  training  in  physi- 
cal medicine  and  rehabilitation  at  the 
University  of  Minnesota  in  1989. 

David  Stampfl,  MD,*  of  Sheboygan, 
has  joined  a gastroenterology  prac- 
tice in  Green  Bay.  Dr  Stampfl  earned 
his  medical  degree  from  Boston 
Continued  on  next  page 


House  of  Delegates 
appoints  task  force 
on  Board  representation 

Twelve  physicians  were  recently  appointed  to  a task 
force  to  study  representation  of  SMS  membership  on 
the  Board  of  Directors.  Resolution  26,  as  amended  and 
adopted,  resolved  that  the  task  force  review  and  study 
the  current  and  proposed  district  representation  on 
the  SMS  Board  of  Directors  and  recommend  to  the 
House  of  Delegates  at  the  1991  meeting,  an  equitable 
solution  to  representation  on  the  Board  based  on 
proportionate  representation  of  county  medical  socie- 
ties in  each  district.  In  addition,  the  task  force  is 
charged  with  considering  an  alteration  of  district 
boundaries  based  on  medical  practice,  referral  pat- 
terns in  each  region,  physician  population,  and  any 
other  geographic  considerations  the  task  force  finds 
necessary. 

The  following  physicians  have  been  appointed  to 
the  task  force:  Kenneth  Gold,  MD,  of  Beloit,  chair; 
Paul  Wertsch,  MD,  of  Madison;  James  Tydrich,  MD, 
of  Richland  Center;  Frank  Urban,  MD,  of  Milwaukee; 
Jay  Schamberg,  MD,  of  Waukesha;  Thomas  Reminga, 
MD,  of  Milwaukee;  Pauline  Jackson,  MD,  of  La  Crosse; 
Randall  Kieser,  MD,  of  Prairie  du  Chien;  John  Kief, 
MD,  of  Rhinelander;  John  Beck,  MD,  of  Sturgeon  Bay; 
William  Granger,  MD,  of  Chippewa  Falls;  and  Joseph 
Jauquet,  MD,  of  Ashland.^ 


YOU  CAN  HELP 
STOP  BEDWETTING 

For  a large  majority  of 
your  Enuretic  patients 

• Ethical  — prescription  only 

a Professional  — you  supervise 
treatment 

• Approximately  90  percent  effective 

• Proven  reliable  and  dependable 
bell,  pad.  and  light  system 

a Low  cost  rental  service  — $ 1 4.00 
per  week  (avg  6 week  treatment) 

a Convenient  mall  order  service 
to  the  48  states 

For  mere  Information,  call  or  write: 

S.  A L.  SIGNAL  COMPANY 

Helping  Enuretic  Clients 
Since  1950 

3216  Burke  Ave.  Madison,  Wl  53714 

Phone:  608-241-8882 

Accepted  for  advertising  In  the  AMA  Journal 
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University  and  completed  an  internal 
medicine  residency  in  1987  at  the 
Medical  College  of  Wisconsin  Affili- 
ated Hospitals  in  Milwaukee.  He  re- 
cently completed  fellowship  training 
at  Thomas  Jefferson  University  Hos- 
pital in  Philadelphia. 

Daniel  Marley,  MD,*  of  McFar- 
land, established  a family  practice  at 
the  Dean  Medical  Center.  Dr  Marley 
earned  his  medical  degree  from 
Southern  Illinois  University  School 
of  Medicine  and  completed  a family 
practice  residency  at  the  Oklahoma 
University  Health  Sciences  Center. 

Beth  Erickson  Wittman,  MD,  of 

Oconomowoc,  has  been  appointed 
assistant  professor  of  radiation  on- 
cology at  the  Medical  College  of 
Wisconsin.  Specializing  in  treatment 
of  gynecological  and  ocular  malig- 
nancies, Dr  Wittman  served  her  in- 
ternship, residency  and  fellowship  in 
oncology  at  the  Medical  College  of 
Wisconsin  Affiliated  Hospitals. 

Michael  Mahan,  MD,*  of  Black 
River  Falls,  has  joined  the  medical 
staff  at  the  Krohn  Clinic.  A family 
practitioner,  Dr  Mahan  received  his 
medical  degree  in  1987  from  Indiana 
University  Medical  School  and  com- 
pleted his  residency  at  St  Michaels 
Hospital  in  Milwaukee. 


Obituaries 

Sheldon  M.  Barnett,  MD,  64,  of 
Fox  Point,  died  Sept  29, 1990,  in  Fox 
Point.  Dr  Barnett  was  born  Nov  20, 
1925,  in  Milwaukee,  and  graduated 
from  Marquette  University  School  of 
Medicine.  His  internship  was  served 
at  Mount  Sinai  Hospital,  Milwaukee, 
and  his  residency  was  completed  at 
Cincinnati  General  Hospital.  Dr  Bar- 
nett had  practiced  dermatology  in  the 
Milwaukee  area  for  33  years.  Surviv- 


County society  news 

Brown.  Twenty-four  members  were 
present  at  the  October  county  society 
meeting  to  hear  Richard  Magnuson 
speak  on  “Introduction  to  Greyhound 
Racing.”  The  following  were  accepted 
to  membership:  Robert  L.  Holman, 
MD;  Colleen  Corbett,  MD;  Larry  A. 
Meyer,  MD;  Brian  T.  Perkovich,  MD; 
and  Paul  J.  Schmitz,  MD. 

Marathon.  At  the  October  meeting, 
Mark  A Richetto,  MD,  was  accepted 
to  membership  in  the  society. 


Jack  C.  Westman,  MD,*  has  been 
elected  president  elect  of  the  Mul- 
tidisciplinary Academy  of  Clinical 
Education,  an  organization  of  leaders 
in  the  field  of  education,  medicine, 
psychology  and  related  disciplines 
dedicated  to  promoting  the  coordina- 
tion of  services  for  children  with  learn- 
ing disabilities.  A University  of  Wis- 
consin Medical  School  professor  of 
psychiatry,  Dr  Westman  is  the  au- 
thor of  Handbook  of  Learning  Dis- 
abilities. 


ing  are  his  widow,  Joan;  two  daugh- 
ters, Nancy  Barnett  and  Barbara 
Ratke;  and  one  son,  Dr  James  Bar- 
nett, of  Fox  Point. 

Kosasih  S.  Gani,  MD,  49,  of 
Marshfield,  died  Aug  24,  1990,  in 
Marshfield.  Dr  Gani  was  born  Sept 
12, 1940,  in  Surabaja,  Indonesia,  and 
graduated  from  the  University  of 
Airlangga  Medical  School  in  Sura- 


Outagamie. Seven  visiting  physi- 
cians from  the  Soviet  Union  ex- 
changed information  from  Appleton’s 
sister  city,  Kurgan,  USSR,  with  192 
members  and  invited  guests  from 
other  area  counties.  The  following 
were  accepted  to  membership:  Mark 
H.  Beard,  MD;  M.  Scott  Magee,  MD; 
Carol  J.  Martin,  MD;  Eugene  C.  Rig- 
stad,  MD;  Paul  H.  Russo,  MD;  Robert 
H.  Spencer,  MD;  Kathy  A Vogel,  MD; 
Michael  L.  Wage,  MD;  Thomas  G. 
Winek,  MD;  Pamela  J.  Heilman,  MD; 
and  Kelli  K.  Heindel,  MD.Q 


Daniel  Billman,  MD,  of  Brookfield, 
has  been  appointed  assistant  profes- 
sor of  pediatrics  at  the  Medical  Col- 
lege of  Wisconsin.  A neonatalist,  Dr 
Billman  completed  residency  train- 
ing at  Hahneman  Hospital  in  Phila- 
delphia and  at  Monmouth  Medical 
Center  in  New  Jersey.  His  fellowship 
in  neonatology  was  completed  at  the 
University  of  Michigan  and  the  Uni- 
versity of  Illinois.Q 


baja.  He  practiced  in  Jakarta,  Indone- 
sia, for  four  years  and  then  came  to 
the  United  States  where  he  served 
his  internship  and  residency  at  Engle- 
wood Hospital  in  New  Jersey.  He 
joined  the  medical  staff  of  the 
Marshfield  Clinic  in  1976.  He  was 
director  of  the  Joint  Venture  Labora- 
tory at  Marshfield  Clinic  and  St  Jo- 
seph’s Hospital  from  1986-1989.  He 
Continued  on  page  709 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.9 


JANN  L.HOLWlCK,M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


11  When  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  1 can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


jfvufes* 


>0  mg 


ceracor 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  Indicated  organisms 


Brief  Summary. 

Consult  ttig  package  literature  (or  prescribing  Information 
Indication;  Lower  respiratory  infections.  Including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  Influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytlc  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  ot  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  In  the  event  ol  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  In  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  In 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
In  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  In  about 
1.5%  of  patients  and  Include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  In  less  than  1 1n  200  patients.  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  Infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  Immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  Is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 In  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  In  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  In  patients  with  a history  ot 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  laundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  In  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehiings  solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490LRI1 

Additional  information  available  to  the  profession 
on  request  from  Ell  Lilly  and  Company.  Indianapolis, 


Indiana  46285. 


Ell  Lilly  Industries,  Inc 
Q^v,  Carolina,  Puerto  Rico  00630 
°‘“*y  A Subsidiary  of  Ell  Lilly  and  Company 
Indianapolis,  Indiana  46285 


CR-0525B-049333  ffl  1990,  EU  LILLY  AND  COMPANY 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to  provide 
a living  memorial  to  a loved  one  or  friend  through  a gift  to  the  foundation. 
A memorial  contribution  can  provide  financial  aid  to  a needy  medical 
student,  help  stimulate  research  on  behalf  of  the  public  health  or  aid  in 
the  preservation  of  Wisconsin's  medical  history.  When  a memorial  gift 
is  made  to  the  foundation,  the  deceased  person's  family  receives  a special 
card  with  the  name  of  the  donor.  For  more  information,  contact  the 
foundation  staff  at  the  SMS.a 


Continued  from  page  706 
was  a member  of  the  Wood  County 
Medical  Society,  the  SMS,  and  the 
AMA  Surviving  are  his  widow,  Grace; 
one  son,  Paul,  of  Baltimore,  Md;  and 
two  daughters,  Paula,  of  Palo  Alto, 
Calif,  and  Susan,  of  Monezuma,  New 
Mexico. 

Arlinda  Kay  Hildebrand,  MD,  42, 

of  Osceola,  died  Sept  16,  1990,  in 
Osceola.  Dr  Hildebrand  was  born 
June  7,  1948,  in  Mitchell,  SD,  and 
graduated  from  the  University  of 
Minnesota  School  of  Medicine.  She 
completed  her  family  practice  resi- 
dency at  St  Paul  Ramsey  Hospital  and 
at  affiliated  hospitals  in  the  Minnea- 
polis area.  Dr.  Hildebrand  practiced 
in  Minneapolis  and  since  1988  she 
had  been  a member  of  the  medical 
staff  of  the  Ramsey  Clinic  in  Osceola. 


She  was  a member  of  the  Polk  County 
Medical  Society,  the  SMS,  and  the 
AMA  Surviving  is  her  mother,  Jan- 
ice, of  Mitchell,  SD. 

Dayton  H.  Hinke,  MD,  70,  of 
Marshfield,  died  Oct  5,  1990,  in 
Marshfield.  Dr  Hinke  was  born  Aug 


16, 1920,  in  Chippewa  Falls,  and  gradu- 
ated from  the  University  of  Pennsyl- 
vania Medical  School.  His  internship 
was  completed  at  Luther  Hospital  in 
Eau  Claire,  and  a one  year  residency 
with  the  department  of  anesthesiol- 
ogy at  the  University  of  Minnesota. 

Continued  on  next  page 


Last  "fear,  She  Had 
2.8  Million  Heart  Attacks. 


She's  called  Resuscitation  Annie. 
She’s  a teaching  mannequin  created 
to  train  millions  of  Americans  in  fighting 
heart  attacks.  Its  just  one  of  the  many 
educational  programs  we  started  to  help 
you  control  Americas  number  one  killer. 
And  it’s  all  helping. 

Since  1977,  death  rates  from  heart 
attack  have  dropped  by  30.9%.  So  keep 
up  the  good  work.  Quit  smoking. 

Watch  your  diet.  Monitor  your  blood 
pressure.  And  we  ll  keep  on  working  to 
support  scientific  breakthroughs  and 
medical  innovations  that  help  make 
hearts  healthier. 

To  learn  about  reducing  your  risk, 
contact  your  local  American  Heart 
Association.  And  say  hello  to  Annie 
if  you  see  her. 

Your  Life  Is  In  Your  Hands. 

American  Heart  Association  0 


This  space  provided  as  a public  service 
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Dr  Hinke  practiced  general  medicine 
in  Richland  Center  for  14  years  and 
returned  to  Madison  in  1962  for  three 
years  of  residency  in  radiology.  He 
became  a member  of  the  Marshfield 
Clinic  in  1965  and  was  the  first  chief 
of  the  Department  of  Radiology.  He 
retired  in  1985.  He  was  a member  of 
the  Wood  County  Medical  Society, 
the  SMS,  and  the  AMA.  Surviving  are 
his  widow,  Donna;  one  son,  Dr  Tho- 
mas D.,  of  Marshfield;  and  two  daugh- 
ters, Susan  Foreman,  of  Boulder, 
Colo,  and  Diane  Hybertson,  of  Hous- 
ton, Tex. 

Richard  A.  Jensen,  MD,  78,  of 
Menasha,  died  Aug  29,  1990,  in 
Menasha.  Hewasborn  Sept21, 1911, 
in  Menasha,  and  graduated  from  the 
New  York  University  School  of 
Medicine.  His  internship  was  com- 
pleted at  Bellevue  Hospital  in  New 
York.  Dr  Jensen  began  his  medical 
practice  in  Menasha  in  1934  and  in 
the  1950s  he  and  his  brother  Dr 
Frederick  G.  built  the  Jensen  Clinic. 
Dr  Jensen  also  had  been  affiliated 
with  the  Theda  Clark  Regional  Medi- 
cal Center  in  Neenah.  During  World 
War  II,  Dr  Jensen  served  in  the  US 
Navy  in  the  South  Pacific  Theater.  He 
was  a member  and  a past  president  of 
the  Winnebago  County  Medical  Soci- 
ety, and  a member  of  SMS,  and  the 
AMA. 

Robert  Krohn,  MD,  88,  of  Black 
River  Falls,  died  Sept  22,  1990,  in 
Black  River  Falls.  He  was  bom  March 


16,  1902,  in  Black  River  Falls,  and 
graduated  from  the  University  of  Illi- 
nois-Chicago.  Dr  Krohn  served  in  the 
US  Navy  from  1926-1928  and  after 
service  he  served  a surgical  residency 
in  La  Crosse.  He  returned  to  Black 
River  Falls  in  1931  and  started  the 
Krohn  Clinic  with  his  family,  retiring 
in  1972.  Dr  Krohn  served  as  the  city 
and  county  health  officer  for  many 
years,  and  also  as  the  Jackson  County 
coroner.  In  1978,  he  received  the  Dis- 
tinguished Service  Award  from  the 
Wisconsin  Athletic  Directors  Asso- 
ciation. Dr  Krohn  had  been  a mem- 
ber of  the  SMS  Commission  on 
Medical  Care  Plans  and  also  was  a 
member  of  the  “Fifty  Year  Club.”  He 
was  a member  of  the  Trempealeau/ 
Jackson/Buffalo  County  Medical 
Society  having  served  as  president,  a 
member  of  the  AMA,  and  a member 
of  the  International  College  of  Sur- 
geons. Surviving  are  his  widow,  Mary; 
a son,  Dr  Eugene  Krohn,  of  Black 
River  Falls;  two  daughters,  Alice 
Homstad,  of  Black  River  Falls,  and 
Ann  Hilliker,  of  Madison. 

Gerald  A,  Mundschau,  MD,  51,  of 

West  Allis,  died  Aug  29, 1990,  in  West 
Allis.  Dr  Mundschau  was  bom  March 
23,  1939,  in  Sharon,  and  graduated 
from  the  University  of  Wisconsin 
Medical  School.  His  internship  was 
served  at  St  Mary’s  Hospital,  Duluth, 
Minn,  and  his  residency  was  com- 
pleted at  Marquette  University  affili- 
ated hospitals.  He  also  served  in  the 
US  Army  during  the  Vietnam  War. 
Dr  Mundschau  had  been  scheduled 


to  begin  a two-year  term  as  chief-of- 
staff  at  West  Allis  Memorial  Hospital 
in  January  1991.  He  was  a member  of 
The  Medical  Society  of  Milwaukee 
County,  the  SMS  and  the  AMA  Sur- 
viving are  six  sons,  David,  Steven, 
Thomas,  Matthew,  Joseph,  and 
Daniel,  all  of  Milwaukee;  four  daugh- 
ters, Barbara,  of  Minneapolis,  Karen 
Repavich,  of  Madison,  Laura,  of  Mil- 
waukee, and  Jeanne  Glowacki,  of  Mil- 
waukee. 

Raymond  M.  Waldkirch,  MD,  84, 

of  De  Pere,  died  Oct  6,  1990,  in  De 
Pere.  Dr  Waldkirch  was  bom  Nov  23, 
1905,  in  Chicago,  and  graduated  from 
Marquette  University  School  of 
Medicine.  His  internship  and  resi- 
dency were  served  at  Milwaukee 
County  General  Hospital.  Dr 
Waldkirch  retired  from  medical  prac- 
tice in  1984  after  more  than  50  years. 
He  received  the  Pennings  Award,  the 
De  Pere  Rotary  Club’s  “Roses  for  the 
Living”  Award,  and  the  Medical  Col- 
lege of  Wisconsin  Alumni  Award  for 
his  50  years  of  medical  practice.  Dr 
Waldkirch  was  a member  and  past 
president  of  the  Brown  County 
Medical  Society,  and  a member  of 
the  SMS  and  AMA  Surviving  are  his 
widow,  Victoria;  their  children,  Drs 
Ronald  and  Alene  Grognet,  of  Sara- 
sota, Fla;  Dale  and  Judy  Waldkirch, 
of  Guttenburg,  NJ;  Diane  Keilen,  of 
Bloomington,  Minn,  and  Julie  and 
Wayne  Kudick,  of  Waukesha.  He  was 
preceded  in  death  by  his  first  wife, 
Fern;  one  son,  Raymond,  and  two 
daughters,  Cecilia  and  Kathy.o 
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- Axioms  in  geriatric  medicine  (Springer)  :4- 15 

- Go  team  (Hunt):5-215 

- Returning  to  the  VA  hospital (Sievers) :6-258 

- Chronicle  of  a Wisconsin  surgeon  (Ruckman):7-306 

- Tears  (Schiedermayer):10-568 
Specialty  society  news:ll-659, 12-703 
Supreme  Court  rules  on  right  to  die:8-476 

WIPRO  review  process:7-356 

Wisconsin  medicine  100  years  ago  (editorials) 

(Sautter):  1-7 

WISPAC  and  Physicians  for  Better  Govemment:7-356 

- Endorses  Gov  Thompson  for  re-election:8-483 

State  Medical  Society- 
Organizational 

Achievement  Report,  State  Medical  Society  of  Wiscon- 
sin^^ 

Adams,  Thomas  L.,  Secretary’s  report:l-4, 3-100, 4-149, 6- 
249,7-304,  8-452,10-563,11-620 

- The  ordeal-and  the  opportunity-of  change:l-4 

- -Democracy  in  action:3-100 

- Should  we  limit  congressional  terms?:4-149 

- What  do  patients  think  of  physicians?:6-249 

- Your  voice  was  heard:7-304 

- The  Wisconsin  Physician  Involuntary  Servitude  Act  of 
1991:8-452 

- History,  culture  and  health  care:10-563 

- The  power  of  coalition  politics:  11-620 

AMA  Physician’s  Recognition  Awards:3-1 16,6-288, 
8,488,9-505,10-608 

- Health  Access  American  Proposal:8-476 

- Elects  new  leadership:8-489 

- Wisconsin  delegation  pushes  AMA  resolutions:8-488 
Annual  Meeting  April  26-28,  1990:2-83 

- Nominees  for  SMS  offices:  1990:2-75 

- District  caucuses:3-128 

- Annual  meeting  schedule  of  events:3-133 

- Resolutions  before  the  House:1990:4-177 

- Annual  meeting  events:  1990:4-188 

- House  action  on  resolutions  and  reports  of  1990:7-373 

- House  of  Delegates:1990:7-378 

- Presidential  report (Treacy):7-380 

- Address  of  the  president  elect(von  Heimburg):7-384 

- Secretary’s  speech  (Adams)  :7-385 
Awards 

- Physician-Citizen  of  the  Year:Charles  H.  Miller,  III, 
MD:7-388 

- Civic  Leadership:  Frank  H.  Urban,  MD:7-389 

- Directors:Henry  F.  Twelmeyer,  MD:7-389 

- Distinguished  Service:Willard  Moyle  Duff,  PhD:7-389 

- Presidential  Citation:Rep  Brad  Zweck:7-390 

- Health  Leadership:State  Rep  Peggy  Rosenzweig/State 
Sen  David  Helbach:7-390 

- Meritorious  Service:7-392 


- Fifty  Year  Club:7-392 

- Houghton:Christopher  Evanich/Thomas  Beaver:7-392 

- Service  Recognition:7-393 

- Beaumont  Lecture:DSon  Detmer,  MD:7-393 

- Elvehjem  MemoriakDeborah  Freund,  PhD,MPH:7-393 

- Board  of  Directors  meeting,  Highlights  from  the:8-483 

- Board  of  Directors  takes  action:  11-653 

Charitable,  Educational  and  Scientific  Foundation  Board 
Contributions:  2-80 

- Facts  about  the  CES  Foundation:7-396 

- History  of  the  CES  Foundation:7-396 

- Fort  Crawford  Medical  Museum:7-397 

- Foundation  grant  allocations:7-398 

- CESF  guide  to  gifts:7-400 
Charter  law:  7-331 

Commissions,  committees,  and  task  forces:1990- 
1991:7-318 

Congressional  delegation  share  concerns  on  CLIA 
regulations,  Members  of:ll-653 
Continuing  medical  education  accreditation  program: 

7- 358 

Constitution  and  Bylaws:7-332 

County  medical  societies  officers:7-340 

County  society  news:  2-80,3-126,4-182,5-240,6-286,7-371, 

8- 484,10-610,11-659,12-706 

- Barron/Washbum/Bumett:6-286, 8-484 

- Brown:  2-80,4-182,5-240,6-286,7-371,11-659,12-706 

- Columbia-Marquette-Adams:7-371 

- Dane:5-240, 6-286, 7-371, 8-484, 10-610 

- Douglas:4-l 82,6-286,8-484 

- Eau  Claire/Dunn/Pepin:3-126, 6-286, 8-484 

- Fond  du  Lac:4-182, 7-371 

- Green:7-371, 10-610 

- Green  Lake-Waushara:6-286, 8-484 

- Jefferson:6-286 

- Kenosha:  2-80,5-240,6-286 

- La  Crosse:  2-80,7-371,8-484,10-610 

- Langlade:10-610 

- Lincoln:8-484 

- Manitowoc:6-286, 8-484 

- Marathon:6-288, 8-484, 12-706 

- Milwaukee:6-288, 7-371, 8-484,10-610 

- Monroe:  2-81 

- Oneida-Vilas:5-240, 6-288, 8-484 

- Outagamie:4-182, 6-288, 12-706 

- Racine:6-288, 7-371, 8-484 

- Richland:4-182 

- Rock:  2-80,6-288,8-484 

- Rusk:  2-80,4-182,6-288 

- Sauk:4-182 

- Sheboygan:6-288, 8-484 

- Walworth  :6-288 

- Waukesha:8-484 

- Vemon:7-371 

- Washington:6-288 

- Waukesha:5-24 1,6-288, 7-371 

- Waupaca:4-182 

- Winnebago:  2-80,3-126,5-241,6-288,7-371,11-659 
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Directors  meeting.  Highlights  from  the  Board  of:8-483 

- Board  of  Directors  takes  action:  11-653 

Editorials:  1-6,2-43,4-150,5-210,6-250,8-454,9-502, 
10-564,11-622,12-670 

- A victim  of  misinformation  (Sautter):  2-43 

- We  can  do  better  than  a “company  store” (Lamont):  1-6 

- The  physician  as  a patient  (Lamont)  :4- 150 

- A tribute  to  Dr  Norman  Becker  (Boulanger)  :5-210 

- The  toll  taken  by  all-terrain  vehicles  climbs 
(Cogbill):6-250 

- Peering  into  the  historical  helix  (Lamont) :8-454 

- Nothing  new  under  the  sun  (Lewis) :9-502 

- HMOs  are  not  answer  (Lamont):  10-564 

- Does  it  pay  to  be  honest?  (Lamont):  11-622 

- The  importance  of  involvement  (Adams)  :1 1-624 

- Eating:  the  heart  of  the  matter  (Lamont):  12-670 
Expense  reimbursement  policy  and  procedure:7-328 

Financial  report7-329 

House  of  Delegates  appoints  task  force  on  board 
representation:12-705 

Kabler  elected  president  of  North  Central  Medical 
Conference,  Dr:  2-46 

Medical  issues  conference,  Highlights  from  the:  11-654 
Membership  update:2-87 

- facts:7-360 

News  highlights:3-128, 4-170 
Nominees  for  SMS  offices:  1990:  2-75 

Obituaries:  2-84,3-137,4-194,5-241,6-290,7-371,8-491, 
9-534,10-611,11-658,12-706 

- Anderson,  Henry  A.,  II,  Madison:6-292 

- Banyai,  Andrew  L.,  St  Petersburg,  Fla:  2-84 

- Barnes,  Edwin  H.,  Ill,  Kenosha:8-492 

- Barnet,  Sheldon  M.,  Fox  Point:12-706 

- Becker,  Norman  O.,  Fond  du  Lac:4-194 

- Borman,  Milton  C.,  Milwaukee:7-371 

- Carlson,  Guy  W.,  Madison:6-290 

- Cottral-Cemiglia,  Julie  M.,  Milwaukee:  2-86 

- Devine,  Joseph  C.,  Fond  du  Lac:10-611 

- Dimond,  Waldo  B.,  Madison:  7-372 

- Drescher,  George  G.,  Brookfield:5-241 

- Driscoll,  Loren  J.,  Winneconne:  2-86 

- Edwards,  Richard  G.,  Kewaskum:8-491 

- Effron,  Arnold  A.,  Bayside:  2-86 

- Fitz,  Frederick  W.,  Eau  Claire:7-372 

- Flannery, John  V.,  Wausau:ll-658 

- Flemma,  Robert  J.,  Milwaukee:6-292 

- Foseid,  Oscar  F.,  Black  Earth:  2-87 

- Gandy,  Theodore  Irving,  McAllen,  Texas:  2-86 

- Gani,  Kosasih  S.,  Marshfield:12-706 

- Gasparri,  MD,  Piero,  Milwaukee:3-137 

- Gillett,  George  N.,  Racine:6-292 

- Gorder,  Arne  C.,  Milwaukee:9-534 

- Habeck,  Edgar  A.  W.,  Wauwatosa:4-194 


- Hamilton,  Phillip  R.,  Milwaukee:5-241 

- Hanson,  James  C.,  San  Diego:6-290 

- Hartlaub,  Eugene  S.,  Janesville:6-290 

- Haug,  John  F.,  Milwaukee:ll-658 

- Hildebrand,  Arlinda  Kay,  Osceola:  12-706 

- Hinke,  Dayton  H.,  Marshfield:12-706 

- Hitz,  John  B.,  Milwaukee:ll-658 

- Hunter  (Wilson),  Amy  Louise, Madison:9-534 

- Iber,  Frank  C.,  Stevens  Point:8-491 

- Jermain,  William  M.,  Milwaukee:4-194 

- Kaufman,  Jacob  E.,  Green  Bay:2-86 

- Konnak,  William  F.,  Kenosha:2-84 

- Kretchmar,  Louis  H.,  Milwaukee:3-137 

- Lipman,  William  H.,  Kenosha:8-492 

- Mallery,  Otto  T.,  Wausau:6-290 

- Malloy,  Philip  J.,  Elm  Grove:6-290 

- Meyer,  Jules  O.,  Bayside:9-534 

- Miller,  Paul  L.,  Racine:6-292 

- Moffet,  Dale  V.,  Crandon:10-611 

- Morrison,  Marriott  T.,  Mount  Horeb:ll-659 

- Ohlrich,  Elizabeth  Schowalter,  Madison:2-86 

- Oxman,  Emanual  M.,  Milwaukee:8-492 

- Ploewski,  Mark  John,  Racine:9-534 

- Ragatz,  Roy  Tamutzer  (non-MD),  Green  Valley,  Ariz: 
3-138 

- Randolph,  William  C.,  Manitowoc:10-611 

- Quisling,  Abraham  A.,  Madison:7-372 

- Rau,  Esther  L.,  Janesville:2-84 

- Rupel,  John  W.,  Tomahawk:6-290 

- Schmidt,  Herbert  G.,  Glendale:7-372 

- Schoenenberger,  Anton  P.,  Ft  Myers,  Fla:6-292 

- Schweiger,  Lamont  R.,  Whitefish  Bay:5-241 

- Staab,  William  J.,  Monroe:7-372 

- Swenson,  Franklin  H.,  Chippewa  Falls:4-194 

- Szymarek,  Joseph  E.,  Milwaukee:7-372 

- Tierney,  Edward  F.,  Portage:2-84 

- Twelmeyer,  Henry  F.,  Elm  Grove:3-137 

- Weller,  Ross  R.,  Fox  Point:3-137 

Officers  and  directors:1990-1991:7-307 

- Officers  and  directors  by  district:7-361 

PartnerCare  expansion  continues:l  1-654 
Physician  briefs:  2-79,3-126,4-192,5-238,6-285,8-485, 
9-531,10-609,11-655,12-704 
Physician’s  support  group:7-352 
President’s  page:  1-3,2-41,3-99,5-205,7-303,9-501,11-619 

- Between  the  ideals  of  an  oath  and  the  economics  of 
reality  (Treacy):l-3 

- Arbitration  as  an  alternative  to  torts  (Treacy)  :2-4 1 

- Political  involvement  means  political  effectiveness 
(Treacy)  :3-99 

- A look  at  the  Office  of  Health  Care  Information 
(von  Heimburg):5-205 

- An  overview  of  SMS  legislative  activities 
(von  Heimburg):7-303 

- A call  to  surgeons:  reunite  the  House  of  Medicine 

(von  Heimburg):9-501 

- We  are  humanitarians  first  (von  Heimburg):l  1-619 
Publications  and  reprints  available:7-364 
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Resource  directory,  SMS:7-367 

Sautter  heads  national  medical  journal  group,  Dr:8-484 
Secretary-general  manager  earns  CAE  designation: 
11-655 

Secretary’s  report  1-4,3-100,4-149,7-304,8-452, 10-563, 
11-620,12-699 

- The  ordeal-and  the  opportunity-of  change  (Adams):  1-4 

- Democracy  in  action  (Adams)  :3-100 

- Should  we  limit  Congressional  terms?  (Adams)  :4-149 

- The  future  requires  working  together  today 

(Adams)  :5-207 

- Your  voice  was  heard  (Adams)  :7-304 

- The  Wisconsin  Physician  Involuntary  Servitude  Act  of 
1991  (Adams)  :8-452 

- History,  culture  and  health  care  (Adams):  10-563 

- The  power  of  coalition  politics  (Adams):  11-620 

- Lest,  in  our  holiday  revelry,  we  forget  (Adams):  12-699 
SMS  Achievement  Report  1989:2-65 

Specialty  section  officers:7-344 
Specialty  society  officers:7-347 
Specialty  society  news:  2-83 

- Wisconsin  Allergy  Society:  2-83 

- Wisconsin  Society  of  Anesthesiologists:  2-83 

- Wisconsin  Dermatological  Society:  2-83 

- Wisconsin  Society  of  Pathologist:  2-83 

- Wisconsin  Radiological  Society:  2-83 

Wisconsin  Medical  Journal 

- Index  to  advertisers:  1-38,  2-93,  3-145,4-201,5-246,6-300, 
7-450,8-497,9-539,10-616,11-666,12-724 

- Instructions  for  authors:3-138, 4-195, 6-294, 8-464, 
10-571,11-660,12-718 

- Medical  writing  contest:2-74, 10-588, 11-662, 12-674 

- Medical  Yellow  Pages:l-35, 2-93, 3-141, 4-197, 5-242, 
6-296,7-447,8-493,9-535,10-612,11-663,12-721 

- WMJ  announces  physician  photo  contest:  1-27, 2-42, 6- 
260,9-506,10-570 

- Writing  contest  winners,  1990:7-393 

- State  of  ownership,  management  and  circulation:10-616 

- Index  to  articles  1990:12-711 


“Shahajjo!”  in  Bangladesh.  “Erdu!”  in  Ethiopia.  “A yudame!” 
in  Central  America.  In  any  language,  when  the  world  cries  “Help!” 
CARE  is  there.  Please.  Be  there  for  CARE. 

1-800-242-GIVE 
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Instructions  for  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  manuscript  must  be  accom- 
panied by  a cover  letter  containing 
the  following  sentence:  “In  considera- 
tion of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  editing 
this  submission,  the  author(s)  hereby 
transfer(s),  assign(s),  or  otherwise 
convey(s)  all  copyright  ownership 
to  the  WMJ  in  the  event  that  this 
work  is  published  in  the  WMJ."  All 
co-authors  must  sign  the  letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent  and 
provide  a complete  address  and  tele- 
phone number.  All  coauthors  should 
have  contributed  to  the  study  and 
manuscript  preparation.  They  should 
be  thoroughly  familiar  with  the  sub- 
stance of  the  final  manuscript  and  be 
able  to  defend  its  conclusions. 

The  Journal  expects  authors  to 
disclose  any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely 
acknowledged  on  the  title  pages,  as 


should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by  the 
Journal  staff  for  clarity,  organization, 
grammar,  spelling,  and  punctuation, 
and  in  accordance  with  AMA  style. 
Suggestions  for  titles  are  welcome, 
but  are  subject  to  the  constraints  of 
clarity,  space,  grammar  and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements  of 
fact.  Galley  proofs  are  for  correcting 
errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  paper. 
The  authors  are  responsible  for  all 
statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  cor- 
responding author. 

Manuscript  preparation 

• Submit  papers  to:  Wisconsin  Med- 
cal  Journal , PO  Box  1109,  Madison, 
WI  53701;  Ph:  608-257-6781  or 
1-800-362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 


sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard -sized  white  bond  paper, 
using  1-inch  margins.  Double-space 
throughout. 

• Organization  for  scientific  papers: 

Abstract— 150  words  or  less,  stating 

the  problem  considered,  methods, 
results  and  conclusions. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or 
illustrations  are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  relations 
to  other  studies.  Show  how  the  con- 
clusions relate  to  the  purpose  of  the 
study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 


completeness  of  references.  Ref- 
erences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Consult 
the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use  in 
the  text.  Acceptable  abbreviations  of 
clinical,  technical  and  general  terms 
can  be  found  in  the  AMA  Manual  for 
Authors  and  Editors. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scientific 
writing.  (Examples:  For  “presented 


with”  use  “had;”  for  “experienced  a 
weight  loss”  use  “lost  weight.”) 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in 
parentheses. 

• Units  of  measure  are  to  be 
provided  in  metric,  followed  by 
International  System  units  (SI)  in 
parentheses. 

Review  process 

Each  scientific  manuscript  is  reviewed 
by  the  medical  editor  and  the  mem- 
bers of  the  editorial  board.  The  opin- 
ions of  outside  consultants  may  be 
sought  at  the  medical  editor’s  discre- 
tion. The  medical  editor  has  the  final 
decision  as  to  whether  a scientific 
paper  will  be  published. 


Publication  support 

Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including  tables 
or  illustrations),  or  roughly  5 type- 
written pages,  may  be  asked  by  the 
editorial  board  to  provide  publication 
support  in  the  amount  of  $100  per 
typeset  page  beyond  the  second.  Such 
support  is  not  mandatory  and  is 
not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision  of 
support  helps  defray  the  cost  of  pub- 
lishing the  Journal  and  is  left  to  the 
conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  reproduced 
without  specific  permission,  provided 
that  acknowledgement  of  the  source 
is  made.  | 


IT’S  12  N00N.TIME  FOR  ANOTHER 
LIFE  OR  DEATH  DECISION. 


When  you  make  a habit  of  choosing  high-cholesterol  foods,  you’re  choosing  a dangerous  course. 
One  that  could  lead  to  a high  cholesterol  level  in  your  blood  and  eventually  to  a heart  attack. 
Remember  that  the  next  time  you  browse  through  a menu.  And  place  your  order  as  though  your 
life  depended  on  it. 

American  Heart  Association  were  fighting  for  your  life 


This  space  provided  as  a public  service. 


Words  can  hit  a child  as  hard  as  a fist.  And  leave  scars  that  last  a 
lifetime.  Even  when  you're  upset... stop!  Think  about  what  you'i 
saying.  For  helpful  information,  write:  National  Committee  for 
Prevention  of  Child  Abuse,  Box  2866E,  Chicago,  IL  60690. 


Wisconsin  Committee  for  Prevention  of  Child  Abuse,  1045  E.  Dayton  St.,  Rm.  202D,  Madison,  WI  53705.  (608)  256-3  3(4. 


Yellow  pages 


Physicians-Come  to  sunny  Arizona.  Enjoy 
the  dual  benefit  of  Tucson’s  ideal  climate  and 
being  a part  of  one  of  the  most  respected  group 
practices  in  the  southwest  Our  50-physician 
multi-specialty  group  practice  has  been  in 
Tucson  since  1974.  We  are  providers  for  HMOs 
and  we  are  expanding  our  fee-for-service 
practice.  We  are  seeking  to  expand  in  the 
specialties  of  internal  medicine,  OB/GYN, 
family  practice,  and  pulmonary.  Salaries  and 
benefits  are  competitive.  Send  resume  with 
salary  requirements  to:  Neil  West  MD,  GHMA 
Medical  Centers,  PO  Box  40550,  Tucson,  A Z 
85717.  Principals  only-no  phone  calls  please. 

12/90;1/91 

Family  practice,  internal  medicine,  OB/ 
GYN  and  general  surgery  practice 
opportunities.  Rural  lake  country  community  is 
seeking  practitioners  to  join  an  active  12- 
physician  multi-specialty  group.  Quality, 
comfortable  living  environment,  multiple 
recreational  activities,  fine  educational 
opportunities  and  cultural  activities  abound. 
Opportunity  includes  relaxed  call,  liberal  salary 
and  exceptional  benefits.  Send  curriculum  vitae 
or  inquiries  to:  Lake  Region  Clinic,  PC,  Attn: 
Joel  Rotvold,  PO  Box  1100,  Devils  Lake,  ND 
58301  or  call  collect  at  701-662-2157  for  further 
information.  12/90 

Internist,  family  practice,  to  join  growing 
primary  care  clinic  of  seven  physicians,  25  miles 
NW  of  Madison  in  beautiful  Sauk  City/Prairie 
du  Sac  area.  Progressive  care  in  very  busy  clinic 
adjacent  to  small  hospital  with  specialty  services 
available.  Contact  Steven  Johnson,  MD,  55 
Prairie  Ave,  Prairie  du  Sac,  WI  53578;  ph  608- 
643-3351.  pl2/90 

Internal  medicine/family  practice  physician 
needed  to  join  an  established,  busy  multi- 
specialty clinic  in  southern  Wisconsin. 
Academic  affiliation.  Clinic  is  located  near  many 
recreational  facilities  and  two  large  cities. 
Contact:  David  B.  Gattuso,  MD,  608-884-3417. 

12/90;1/91 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per  column 
inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be  received  by 
the  1st  of  the  month  preceding  the 
month  of  issue;  eg,  copy  for  the  August 
issue  is  due  July  1. 

SEND  TO:  Wisconsin  Medical  Journal, 
PO  Box  1109,  Madison,  Wl  53701. 
FAX:608-283-5401.  Classified  ads  are  not 
taken  over  the  telephone,  but  questions 
may  be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Lower  Wisconsin  River  family  practice  or 
general  practice,  full  service  clinic.  Over 
$300,000  gross.  Associate  wanted.  Salary  or 
partnership  available.  Send  CV  or  call  Muscoda 
Medicenter,  Steven  M.  Liss,  MD,  525  N 
Wisconsin  Ave,  Muscoda,  WI  53573;  ph  608- 
739-3192.  12/90;l-2/91 

Family  practice  or  internal  medicine. 

Riverview  Clinic,  a 60-member  multi-specialty 
facility  has  a position  available  at  our  regional 
clinic  in  Delavan.  No  night  call  or  hospitalization 
responsibility.  Excellent  lifestyle  and  benefits 
in  beautiful  southern  Wisconsin.  Send  CV  to 
Stan  Gruhn,  MD,  Riverview  Clinic,  580  N 
Washington  St,  Janesville,  W 53545. 

pl2/90;l-5/91 

West  Bend,  Wisconsin.  Seeking  full-time 
and  part-time  emergency  physicians  for  100- 
bed  hospital  35  miles  north  of  Milwaukee. 
Excellent  compensation,  malpractice  insurance 
provided,  benefit  package,  and  incentive  bonus 
plan  available  to  full-time  staff.  Contact: 
Emergency  Consultants,  Inc,  2240  S Airport 
Rd,  Room  36,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800632-3496. 

pl2/90 

Lake  Winnebago,  Wisconsin  area.  Seeking 
director,  full-time  and  part-time  emergency 
physicians  for  low  volume  60bed  hospital. 
Attractive  compensation,  full  malpractice 
insurance  coverage  and  benefit  package 
available.  Contact  Emergency  Consultants,  Inc, 
2240  S Airport  Rd,  Room  36,  Traverse  City,  MI 
49484;  1-800253-1795  in  Michigan  1-800632- 
3496.  pi  2/90 

Antigo,  Wisconsin.  Seeking  director,  full-time 
and  part-time  emergency  physicians  for  low 
volume  facility  located  in  sportsman’s  paradise. 
Excellent  compensation  and  paid  malpractice 
insurance.  Contact:  Emergency  Consultants, 
Inc,  2240  S Airport  Rd,  Room  36,  Traverse  City, 
MI  49684;  1-800253-1795  or  in  Michigan  1-800 
632-3496.  P12/90 

Lake  Michigan  Shore.  BC/BE  FP,  IM,  and 
OB/GYN  to  join  19-physician  multi-specialty 
group  adjacent  to  expanding  hospital  on  Lake 
Michigan  across  from  Door  County.  No  prepaid 
medicine.  Send  CV  or  call  Gerard  De  Bruin, 
Administrator,  Marinette-Menominee  Clinic, 
1510  Main  St,  Marinette,  W 54143;  ph  715-735- 
7421.  pl2/90;l-2/91 

BC/BE  general  internist  (with  or  without 
subspecialty  interest)  to  join  a busy  and 
expanding  four  (4)  physician  internist  group  in 
Oshkosh,  Wisconsin.  Guaranteed  salary  and 
production  bonus.  Excellent  benefits  and 
income  potential.  Send  CV  to  Dept  630  in  care 
of  the  Journal.  1 2/90;  1-3/9 1 


Family  practitioner  BC/BE,  to  join  a 
progressive  13-physician  group  practice  in  July 
1990.  Rural  college  town  30  miles  from  St  Paul, 
Minnesota,  with  community  hospital.  Contact 
Robert  B.  Johnson,  MD,  River  Falls,  W 54022; 
ph  715-425-6701  or  612-436-8809.  3tfn/90 

Emergency  physician,  Milwaukee.  Excellent 
opportunity  for  BC/BP  emergency  or  otherwise 
qualified  physician  to  join  a stable,  well- 
established,  board  certified  fee-for-service 
group  staffing  a 560-bed  tertiary  care  teaching 
hospital’s  ED.  35,000  visits  annually.  Excellent 
specialty  back-up.  Peak  double  coverage  on  a 
daily  basis.  Salary  starts  at  $130,000  per  year  for 
40-hour  work  week,  plus  paid  malpractice 
coverage  and  four  weeks  paid  vacation/CM  E in 
first  year.  Exceptional  benefits  including  paid 
vacation  that  grows  to  12  weeks  per  year. 
Equitable  partnership  available.  Send  CV  to  I. 
Gailans,  MD,  FACEP,  5000  W Chambers  St, 
Milwaukee,  W 53210;  ph  414-447-2171.  pl2/90 

Internal  medicine-Wisconsin  Rapids. 
Eleven-physician  group  (all  certified)  adding 
5th  general  internist;  growing,  diverse  practice; 
modern  hospital-8  bed  ICU-excellent 
diagnostic  services;  competitive  income, 
benefits;  40,000  metro  population  on  Wisconsin 
River  in  central  Wisconsin.  Quality  family 
environment  Contact  Phil  Kelbe,  1 1 10  N Third 
St  Suite  356,  Milwaukee,  WI  53203;  ph  414-347- 
7841.  pl2/90;l/91 

Medford,  Wisconsin.  Seeking  director,  full- 
time, and  part-time  emergency  physicians  for 
moderate  volume  facility  located  in  northern 
Wisconsin.  Excellent  compensation  and  paid 
malpractice  insurance.  Contact  Emergency 
Consultants,  Inc,  2240  S Airport  Rd,  Room  36, 
Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800^32-3496.  pl2/90 

MD  needed.  Full  or  part-time  position  available 
at  women’s  health  center  providing  abortions 
in  metropolitan  Milwaukee  area.  Salary  and 
hours  are  negotiable.  Contact  Chris  Gorski  at 
414-442-2400.  12/90;l-5/91 

Staff  psychiatrist  Medium  size  medical  center 
offers  primary  and  extended  care  to  a large  area 
of  west  central  Wisconsin.  Full-range  of 
psychiatric  services  include  admissions  (acute), 
geriatric,  long-term  care,  outpatient,  PTSD,  and 
alcohol.  Salary  range  $85,000-$97,000, 
depending  on  qualifications  and  board 
certification.  Excellent  benefits  package 
includes  malpractice  protection,  30  days  paid 
vacation,  and  annuity  plan.  Relocation  expenses. 
173-acre  facility  includes  limited  on-station 
housing  and  nine  hole  golf  course.  City  of  7500 
in  a predominantly  rural  area  that  offers 
affordable  real  estate,  good  schools. 
Conveniently  located  on  1-90/94  midway 
Continued  on  page  722 
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between  Milwaukee  and  Minneapolis.  Call  or 
write:  Eugene  J.  Traynor,  MD,  Chief,  Psychiatry 
Service  (1 16A) , VA  Medical  Center, Tomah,  WI 
54660;  (608)  372-1631  EO/AAE.  12/90 

OB/GYN  and  family  practice  physician, 
board-certified/eligible.  Full-  or  part-time,  to 
join  an  established  busy  group  practice  in 
Milwaukee,  Wisconsin.  Send  curriculum  vitae 
to:  Shafi  Medical  Center,  SC,  Suite  C312,  2000 
W Kilboum  Ave,  Milwaukee,  WI  53233;  ph  414- 
342-3000.  8,10,12/90 

Dermatologist,  pyychiatrist,  allergist, 
internal  medicine,  family  practice.  A 
progressive,  126-bed,  two-hospital  system  is 
seeking  the  above  specialties  to  establish 
practice  in  the  Iron  Mountain  area  of  Michigan’s 
upper  peninsula.  Must  be  BE/BC.  Located  100 
miles  north  of  Green  Bay,  Wisconsin,  Dickinson 
County  Hospitals  has  a medical  staff  of  45  full- 
time physicians  and  a total  service  area 
population  of  over  45,000.  Diagnostic 
capabilities  include  a CT  scanner,  C02  laser, 
and  a fully-staffed  special  diagnostic 
department.  Contact:  John  Schon, 

Administrator,  Dickinson  County  Hospitals,  400 
Woodward  Ave,  Iron  Mountain,  MI  49801;  ph 
906-779-4500.  12/90;1/91 


MILWAUKEE 

SUBURBS 

Outstanding  is  tar  too  mild  a statement  to 
describe  these  FAMILY  PRACTICE  oppor- 
tunities— located  in  the  most  attractive  suburbs 
ol  Milwaukee  Four  ditlerent  sites  available- 
something  lor  everyone.  For  more  inlormation 
contact  Bob  Strzelczyk  at  1-800-243-4353  or 
write: 


STRELCHECK  & ASSOCIATES.  INC. 
12724  N.  Maplecrest  Lane 
Mequon.  WI  53092 


r 


"\ 


Internist,  Oshkosh,  Wisconsin.  Four 
BC  internists  seek  fifth  associate  to  join 
flourishing  group  practice.  Supported 
by  full  service,  236-bed  medical  center 
overlooking  Lake  Winnebago.  Service 
population  300,000  within  30-mile  radius. 
Top  schools  in  the  country  plus  third 
largest  branch  of  the  University  of 
Wisconsin.  Superb  variety  of  housing 
including  lakeside  homes.  Within  easy 
access  of  major  metropolitan  areas. 
Generous  first  year  compensation/ 
benefit  package,  bonus,  perks,  interview 
and  relocation  expenses.  Contact  Amy 
Evitts  800-759-3020  or  send  CV  to: 
Lowderman  & Haney,  3939  Rosewell 
Road  NE,  Suite  100,  Marietta,  GA30062. 

pl2/90 


Internal  medicine  and  infectious  disease. 
Multi-specialty  group  seeking  BC/BE  general 
internist  and  infectious  disease  specialist  to  join 
19-member  department  (5  general  internists 
and  14  subspecialists  including  one  infectious 
disease  specialist) . Clinic  is  physically  attached 
to  a 206-bed  hospital.  Two  state  universities  and 
private  liberal  arts  college  enhance  the  cultural 
life  of  the  community  (population  is 
approximately  100,000)  and,  with  Minnesota’s 
lakes  country  just  a half-hour  drive  away, 
outdoor  activities  abound.  Competitive  salary, 
excellent  fringe  benefits  package  and 
malpractice  paid.  Contact:  Dr  John  Hicks, 
Director,  Recruiting  Division,  1702  South 
University  Drive,  Fargo,  ND  58103;  ph  701-280- 
3338  or  701-280-8520.  1 1-12/90;  1-4/91 

Minneapolis,  BC/BE  family  practitioner  or 
other  specialty  with  emergency  room 
experience  sought  for  the  urgent  care 
department  of  a large  multi-specialty  group  in 
desirable  Twin  Cities  location.  Our  medical 
clinic  is  a highly  reputable,  well-established 
clinic  that  has  been  in  existence  for  over  39 
years.  Salary  and  benefits  are  highly 
competitive.  Regular  work  week  expectation 
without  night  call  or  hospital  obligation.  Send 
CV  and  letter  of  inquiry  to  Patrick  Moylan,  Park 
Nicollet  Medical  Center,  Minneapolis,  MN 
55416.  ll-12/90;l/90 

Radiologist.  A three-physician  radiology  group 
is  seeking  a fourth  radiologist  with  experience 
and  interest  in  interventional  radiology. 
Dickinson  County  Hospitals  is  a progressive, 
126-bed,  two  hospital  system  located  in  Iron 
Mountain,  Michigan’s  upper  peninsula.  We 
have  a service  area  population  of  over  45,000. 
Contact  and/or  send  resume:  Doctors  Specht/ 
Shampo/Manzano,  Radiology  Department, 
Dickinson  County  Hospitals,  400  Woodward 
Ave,  Iron  Mountain,  MI  49801;  ph  906-779- 
4565.  11-12/90 


Western  Illinois 
Family  Practice 

Progressive  community  of 2,000  located 
60  miles  from  Quad-Cities.  Small  town, 
but  not  isolated.  Physician  would  be 
stepping  into  ready-made  practice  with 
strong  patient  base  that  includes  OB 
and  pediatrics.  Strong  industrial  base 
and  excellent  school  system.  Office 
ready  to  go.  Substantial  beginning 
guarantee.  Paid  malpractice. 

Contact: 


V 


Robert  Thom  Horder  and 
Associates 

510  South  Dryden  Place 
Arlington  Heights,  Illinois  60005. 


Call  collect  to  708-253-1777. 

11-12/90 


J 


Family  practice.  Physicians  seeking  a BE/ 
BC  family  practice  physician  for  the  Norway, 
Michigan,  service  area.  The  physician  would 
have  the  option  of  joining  one  of  the  existing 
practices  and/or  setup  his/her  own  practice. 
Anderson  Memorial  Hospital  is  a part  of 
Dickinson  County  Hospitals  and  has  a service 
area  population  of  over  45,000.  Contact  Dr  Paul 
Hayes,  Anderson  Memorial  Hospital,  Main  St, 
Noway,  MI  49870;  ph  906-563-9243  or  office 
906-563-9255.  11-12/90 

The  Wausau  Medical  Center  is  seeking  board- 
certified/eligible  individuals  in  the  following 
specialties:  allergy,  cardiology,  dermatology, 
family  medicine,  hematology/oncology, 
obstetrics/gynecology,  orthopedics, 
otolaryngology,  rheumatology,  surgery/ 
vascular,  surgery/general,  walk-in  (urgent 
care).  Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Comprehensive 
benefit  package  including  malpractice 
insurance,  flexible  benefits  plan  and  profit- 
sharing.  Modem  facility  located  directly  across 
the  street  from  250-bed  acute  care  facility.  The 
area  is  ideal  for  outdoor  enthusiasts  (including 
large  downhill  ski  area)  with  outstanding 
cultural  activities  year-round  as  well.  Write  or 
call  collect  D.  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727  Plaza 
Dr,  Wausau,  WI  54401;  ph  715-847-3254. 

9tfn/90 

Family  practice-Minnesota.  Physician 
needed  for  employment  or  ownership  of  broad- 
based  practice  in  rural  community  45  minutes 
south  of  metro  area.  Existing  shared  call, 
tremendous  earning  history  of  retired 
physician,  fully  equipped  and  staffed  office. 
Near  outstanding  hospital  with  all  specialties 
represented.  Guaranteed  compensation,  full 
benefits,  bonus.  For  this  and  other  opportunities 
in  the  upper  midwest,  send  CV:  Mary  Jo  Cordes, 
MDsearch,  PO  Box  21507,  St  Paul,  MN  55121. 
Call  collect  612-454-7291.  9-12/90 

We  are  seeking  a Board-eligible  Ob/Gyn 
with  or  without  subspecialty  interest  to  join  a 
well-established  nine-man  expanding  multi- 
specialty group.  Location  is  in  a southeastern 


Beloit  Clinic,  SC,  an  expanding  44- 
physician,  multi-specialty  group  in 
southern  Wisconsin  college  town,  is 
seeking  internists  (with  or  without 
subspecialty),  an  ophthalmologist,  a 
general  (vascular)  surgeon,  a plastic 
surgeon  and  an  orthopaedic  surgeon. 
Guaranteed  salary  with  incentive,  plus 
excellent  fringe  benefits.  Send  CV  to 
James  F.  Ruethling,  Administrator, 
Beloit  Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI  53511;  ph  608-364-2200. 

10-12/90 
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Wisconsin  city  of  36,000  and  a drawing  area  of 
85,000.  240-bed  well-equipped  hospital. 
Guaranteed  salary  for  the  first  year.  Full  status 
in-service  corporation  with  shared  overhead 
and  an  incentive  oriented  formula  after  the  first 
year.  Please  contact  David  Lawrence,  MD,  92  E 
Division  St,  Fond  du  Lac,  WI 54935;  ph  414-921- 
0560  collect  ltfii/90 

Fox  River  Valley,  Wisconsin.  Clinic  with 
opportunities  in  family  practice,  geriatrics  and 
research,  lifecare  Practitioners,  Inc,  is  an 
innovative  organization  with  a special  interest 
in  geriatrics  and  chronic  disease  management 
through  an  active  referral  network.  Lifecare 
Practitioners  conducts  Phase  3 and  Phase  4 
clinical  trials.  Clinic  and  lab  are  computerized, 
including  a decision-support  system  within  an 
electronic  chart  The  area  offers  superb  quality 
of  life,  educational  institutions,  recreational 
options,  and  ample  growth  potential.  Send  CV: 
G.D.Trepanier,  MD,  481 E Division  St  Fond  du 
Lac,  Wl  54935,  or  call  1-800-236-1900  in 
Wisconsin;  1-414-922-1900  outside  Wisconsin. 

2tfn/90 

Family  practice.  37-physician  multi-specialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well-equipped  clinic  offering 
salary  guarantee  with  incentive  bonus;  excellent 
fringe  benefits  and  early  ownership.  Please 
send  current  curriculum  vitae  to  Roger  D. 
Lacock,  Administrator,  Racine  Medical  Clinic, 
3807  Spring  St  PO  Box  085001,  Racine,  WI 
53408-5001.  4tfn/88 

Internist  BC/BE,  to  join  a progressive  13- 
physician  group  practice  in  July  1990.  Rural 
college  town  30  miles  from  St  Paul,  Minnesota, 
with  community  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022;  ph  715- 
425-6701  or  612-436-8809.  3tfh/90 


DISPLAY  ADVERTISING  SELLS 
Call  1-800-362-9080 
For  a Rate  Card 


Nebraska  Wisconsin  Indiana 
Michigan 

• Pediatrics  • Internal  Medicine 

• Radiology  • General  Surgery 

• OB/GYN  • Family  Practice 

• Orthopedic 

A variety  of  practice  settings. 

Single  or  multi-specialty  or  solo  opportunities. 

Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 
In  Metropolitan  Milwaukee  241-9500. 

STRELCHECK  & ASSOCIATES,  INC. 
12724  N.  Maplecrest  Lane 
Mequon,  WI  53092 


Wisconsin.  Two  young  BC  internists  are 
seeking  a third  BC/BE  internist  for  well 
established,  rapidly  growing  practice  located  in 
pleasant  central  Wisconsin  University  town  of 
30,000.  Ideal  practice  opportunity  with  equal 
balance  of  consultative  and  primary  care;  well 
equipped  120-bed  hospital,  12-bed  ICU. 
Comprehensive  benefit  package  includes  first 
year  salary  guarantee,  full  malpractice 
insurance  and  partnership  buy-in  after  one  year. 
Send  CV  to:  Stevens  Point  Internal  Medicine, 
SC,  3504  E Maria  Dr,  Stevens  Point,  WI  54481. 

pl0-12/90;l/91 

Eastern  Wisconsin.  Positions  available  for 
BC/BE  family  physician  with  interest  in  OB  in 
50  MD  multi-specialty  partnership  50  miles 
north  of  Milwaukee.  Position  in  main  clinic 
offers  practice  in  community  of  55,000  on  Lake 
Michigan.  Rural  branch  clinic  offers  practice  in 
community  of  4,000,  25  minutes  from 
Milwaukee.  Complete  compensation  package. 
Please  send  CV  to:  James  J.  Gularek, 
Administrator,  The  Sheboygan  Clinic,  2414 
Kohler  Memorial  Dr,  Sheboygan,  WI  53081. 

10-12/90 

Pediatrics.  The  Racine  Medical  Clinic,  a 38- 
physician  multi-specialty  clinic  conveniently 
located  between  Chicago  and  Milwaukee.  Well- 
equipped  clinic  offering  salary  guarantee  with 
incentive  bonus;  excellent  fringe  benefits  and 
early  ownership.  Please  send  current 
curriculum  vitae  to  R.  D.  Lacock,  Administrator, 
Racine  Medical  Clinic,  3807  Spring  St,  PO  Box 
085001,  Racine,  WI  53408-5001.  6tfn/90 


Family  practice  physician  wanted  to 
join  solo  practitioner  in  a very 
progressive  suburb  of  Green  Bay, 
Wisconsin.  Clinic  is  equipped  with  lab 
and  x-ray  facilities.  Located  near  large 
recreational  area.  Send  CV  or  contact 
M.  J.  Falk,  MD,  2353  Ridge  Rd,  Green 
Bay,  WI  54304;  ph  414-494-9685. 

pll-12/90;l-4/91 


New  Physicians 
for  Wisconsin 
is  seeking 

• Family  Physicians  • Internists 
and  many  other  specialties 

Contact:  Karen  M.  Paulson 
UW  Office  of  Rural  Health 
5721  Odana  Road 
Madison,  WI  53719 

608-273-5964  COLLECT 

7-12/90;l-6/91 


Baraboo,  Wisconsin.  Emergency  Department 
at  St  Clare  Hospital  seeks  full-time  staff 
physician.  Approximately  10,000  annual  visits. 
Compensation  to  be  negotiated.  Pleasant  area 
in  which  to  live,  near  Devil’s  Lake  and  the 
Baraboo  Hills.  Also,  Madison  nearby.  Contact 
Thomas  Warwick,  Executive  vice  President,  St 
Clare  Hospital,  707 14th  St,  Baraboo,  WI  53913; 
608-356-5561,  ext  492.  lltfn/89 


Family  practice  opportunities  in  a a group 
setting.  Located  in  a family-oriented 
economically  strong  small  city.  Located  near 
lakes  and  40  minutes  to  Green  Bay  or  Appleton. 
Contact  Andrew  V.  Lagatta,  President  & CEO, 
Clintonville  Community  Hospital,  35  North 
Anne  St,  Clintonville,  WI  54929;  ph  715-823- 
3121.  p8-12/90;l/91 

Retired  physicians,  residents,  etc,  needed 
to  do  mobile  insurance  physicals  in  your  area. 
Must  carry  own  malpractice.  Fee  per  case, 
flexible  schedule,  own  transportation.  Call 
Donna  Ketchman  1-800-456-9696.  EOE. 

10-12/90 

Kewaunee,  Wisconsin.  Seeking  part-time 
emergency  physicians  for  low-volume  facility 
located  1/2  hour  east  of  Green  Bay.  Excellent 
compensation  and  paid  malpractice  insurance. 
Contact:  Emergency  Consultants,  Inc,  2240 
South  Airport  Rd,  Room  36,  Traverse  City,  MI 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
3496.  pl2/90 


Madison,  Wisconsin.  Family  practice 
physician  to  join  our  dynamic  multi- 
specialty clinic.  Guaranteed  salary, 
profit-sharing,  excellent  fringe  benefit 
package.  Send  CV  to:  LC.  Bernhardt, 
MD,  Chairman,  Recruiting  Committee, 
Dean  Medical  Center,  1313  Fish 
Hatchery  Road,  Madison,  WI  53715.  An 
Equal  Opportunity/ Affirmative  Action 
Employer.  ltfn/90 


BRAINERD,  MINNESOTA 

-Internal  Medicine 
-Pediatrics 
-Dermatology 
-Otolaryngology 

Join  23  MD  multi-specialty  clinic.  No 
capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and 
trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  Brainerd  Medical 
Center,  PA,  218-828-7100  or  218-829- 
4901,  PO  Box  524,  Brainerd,  MN  56401. 

8-12/90 
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For  Sale 


Farm  land.  289  acres,  1/2  mile  stream,  good 
hunting,  6 years  of  CRP  left.  Seventeen  miles 
southwest  of  Madison,  Wis.  $800/acre.  Gold 
Crown  Farms,  Rt  #2,  Belleville,  W1  53508 

12/90;l-2/91 

For  sale.  Beautiful  brick  medical  clinic.  Over 
4800  sq  ft  x-ray  equipment  included,  plus  offices, 
dark  room,  lounge  and  exam  rooms.  Terrific 
location  near  St  Michael  Hospital,  Milwaukee. 
Price  to  sell.  Louis  Gral  Investment  Real  Estate, 
ph  414-765-0055.  12/90 

For  sale.  Attractive  brick  medical  building 
built  in  1970.  2800  sq  ft  two  dental  offices  leased. 
Nets  $8000.  Great  investment  property, 
Milwaukee.  Louis  Gral  Investment  Real  Estate, 
ph  414-765-0055.  12/90 

Ski-Vail,  Beaver  Creek,  Colorado.  Beautiful 
two  bedroom,  two  bath  condo,  1100  sq  feet, 
located  at  the  entrance  of  Beaver  Creek.  For 
more  information  call  Herald  Trimmell,  DDS; 
ph  414-567-8386.  12/90;1/91 


Moveable  medical  clinic:  28'  X 56" 
(divides  into  two  units  of  14'  X 56"  for 
transportation).  Currently  arranged  with 
three  exam  rooms,  a combined  special 
procedure  and  x-ray  room,  lab  and 
nurse’s  area,  reception,  waiting  room, 
two  restrooms,  a closet  and  employee 
lounge.  Available  late  summer,  1990. 
Asking  $50K  and  purchaser  is 
responsible  for  moving  cost  Call  John 
Nemec  at  Skemp  Clinic  608-782-9760. 

7tfn/90 


Medical  Meetings-Continuing 
Medical  Education 


February  5-7,  1991:  Indianhead  Symposium 
and  Ski  Outing,  Lakewoods,  Cable,  Wisconsin. 
Sponsored  by  Wisconsin  Academy  of  Family 
Physicians  414-784-3656.  Eight  hours  CME- 
Mayo  Clinic  Faculty,  Skiing  atTelemark,  1-800- 
255-5937.  10-12/90;1/91 

February  7-8,  1991:  15th  Annual  Winter 
Pediatric  Seminar  at  Powdermill  Inn,  Bessemer, 
Michigan.  For  further  information  contact: 
Marshfield  Clinic’s  Office  of  Medical  Education, 
1000  North  Oak  Ave,  Marshfield,  WI  54449  or 
call  715387-5207  or  1-800-782-8581,  ext  5207. 

12/90;1/91 

AMA 

December  2-5,  1990:  Interim  House  of 
Delegates,  Orlando. 


June  23-27,  1991:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  8-11,  1991:  Interim  House  of 
Delegates,  Las  Vegas. 

June  21-25,  1992:  Annual  AMA  House  of 
Delegates,  Chicago. 

December  6-9,  1992:  Interim  House  of 
Delegates,  Nashville. 
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maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical  Education 
courses  at  the  following  rates:  55  cents 
per  word,  with  a minimum  charge  of 
$25.00  per  listing.  All  listings  must  be 
prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  issue 
is  due  by  July  1.  Address  communi- 
cations to:  Wisconsin  Medical  Journal, 
Box  1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 
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Display  advertising  in  the  WMJ 
white  pages  allows  you  to: 

• escape  the  clutter, 

• get  more  attention, 

• reap  greater  results, 

• cash  in  on  low  rates,  and 

• receive  discounts  for  multiple 
ads. 

Call  for  information  or  to 
request  a rate  card:  1-800- 
362-9080,  ext.  356. 


State  Medical  Society 
of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1991-1994 

All  meetings  will  be  held  in  Milwaukee  at 
the  Milwaukee  Exposition  and  Convention 
Center  and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1991  - April  18-20:  Milwaukee 
Wyndham  Hotel 

1992  - April  23-25:  Milwaukee 

1993  - April  15-17:  La  Crosse 
Convention  Center,  Radisson 

1994  - April  14-16:  Milwaukee 

Meetings  days  will  be  Thursday  and  Friday; 
the  first  session  of  the  House  of  Delegates 
will  convene  on  Thursday;  the  second  and 
third  on  Friday.  Scientific  programming 
will  be  on  Friday  and  Saturday. 

Further  information:  Commission  on 

Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box  1 109, 
Madison,  WI  53701.  Local  Telephone: 
257-6781;  toll-free  in  Wisconsin:  1-800- 
362-9080. 
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VASOTEC 


ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of 
the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 
REACTIONS) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ot  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION ) Patients  at  risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
m patients  at  risx  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS ) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  tor  the  first  two  weeks  ot  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia! Agranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ot  inhibiting  the  renm-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  wifn  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosterone  system.  Irealment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  dealh 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>57  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 26%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  patienfs,  but  was  not  a cause  for  discontinuation 
Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  lo  compensatory  renin  release  II  hypotension  occurs  and  is 
considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  tew  days  of  therapy  If 
aclual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 
Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
Is  intended  lo  aid  in  the  safe  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  effects 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  tne 
diuretic  or  increasing  the  sail  intake  prior  to  initiation  of  treatment  with  enalapril  It  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  tor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics 
Potassium-sparing  diuretics  (eg  , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore,  it  concomi- 
tant use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodiumjncludinq  ACE  inhibitors  A lew  cases  of  lithium  loxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  of  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy- Category  C There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  In  some  rabbits  at  doses  ol 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/tfay,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  lound  lo  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  fetalloxicity  with  the  use  of  ACE  inhibitors  has  not 


been  clearly  defined.  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
efit justifies  the  potential  risk  to  the  fetus 

Postmarketing  experience  with  alt  ACE  inhibitors  thus  far  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  of  pregnancy  has  not  been  reported  to  affect  letar outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  of  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Inlants  exposed  in  utero  lo  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  the  administration  of  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  "C  enalapril  maleate  II  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Salety  and  effectiveness  in  children  have  not  been  established 


Adverse  Reactions:  VASOTEC  has  been  evaluated  for  salety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  lound  lo  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (52%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1.4%),  nausea  (14%).  rash  (1  4%),  cough  (13%),  orthostatic  effects  (1 2%),  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  control  led  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%),  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (f  8%),  headache  (1  8%).  abdominal  pain  (1  6%).  asthenia  (1  6%),  orthosta- 
tic hypotension  (1 6%).  vertigo  (1  6%).  angina  pectoris  (1  5%).  nausea  (1  3%),  vomiting  (1  3%).  bronchitis  (13%). 
dyspnea  (1  3%).  urinary  tracf infection  (1  3%),  rash  (1  3%).  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  to  1%  of  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension ),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

Nervous! Psychiatric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhmorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia,  flushing,  hypemidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  ther- 
apy in  0l%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in 
2 2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in  19%  of  patients  with  heart 
tailure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  tailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1 2%  ol  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 
0 3 g%  and  1 0 vol  % respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A tew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Uver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  of  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  > 30  ml/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/mm  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 
Head  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starting 
dose  is  2 5 mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  (or  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
dimmish  the  likelihood  ol  hypotension  The  appearance  of  hypotension  after  the  initial  dose  ot  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  with  the  drug,  following  effective  management  ot  the  hypotension  The 
usual  therapeutic  dosing  range  for  the  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a centrolled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  tne  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  IV).  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Effects  (Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response  (See  WARNINGS  ) 


Failure, 


supervision.  (See 

. and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg 


latienls  with  heart  failure 
, therapy  should  be  initi- 


b i d , then  5 mg  b i d and  higher  as  needed,  usually  at  intervals  of  lour  days  or  more,  if  at  the  time 
ol  dosage  adjustmenf  there  is  not  excessive  hypotension  or  significant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  mlormation  consult  your  MSD  Representative  or  see  Prescribing  tnlormation,  Merck 
Sharp  UDohme,  Division  ol  Merck  & Co.,  Inc,  West  Point,  PA  19486  J9VS61R2(820) 
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For  many 

hypertensive  patients 

THERAPY  THAT  MAY  BE 
AS  SILENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 
For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DAY 

VASOTEC 

(ENALAPR1L  MALEATEI MSD) 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


